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ILLICIT NARCOTICS TRAFFIC 
(New York, N. Y.) 


MONDAY, SEPTEMBER 19, 1955 


UNrrep STATES SENATE, 
SUBCOMMITTEE ON NARCOTICS, 
OF THE COMMITTEE ON THE JUDICIARY, 
New York City, N.Y. 

The subcommittee met, pursuant to notice, at 10:15 a. m., in room 
618, United States Court House, Foley Square, New York, N. Y., 
Senator Price Daniel (chairman of the subcommittee) presiding. 

Present: Senators Daniel and Butler. 

Also present: C. Aubrey Gasque, general counsel; and W. L. Speer, 
committee investigator. 

Senator Danrev. The committee will come to order. 

This subcommittee of the Senate Judiciary Committee today re 
sumes its hearings on the narcotics traffic throughout the United 
States. We expect to spend 3 or 4 days here, and then the rest of the 
week in Washington. 

We have two purposes for the hearings to be conducted in New 
York this week: First, to go into causes and treatment of drug addic- 
tion, and to hear any recommendations that may be made as to how 
we can improve present treatment and rehabilitation programs. 
Then, the other purpose here is to complete our hearing of the illicit 
narcotic situation in New York City and in New York State. 

Ie are happy today to have with us the Governor of the great State 
of New York At the very outset he pledged his cooperation to this 
committee, and the offic ials of this State have been cooperating with 
this committee, both in our previous hearing and in the interim. 1 
want to emphasize that Governor Harriman is not appearing today 
as a witness, but he is appear ing as the Governor of the State ‘of New 
York at the committee’s invitation to meet with us and to give us any 
statement that he might make with respect to the overall problem of 
narcotic addiction, narcotics traffic, and placing any special emphasis 
that he might want to give to the matter of addiction, treatment and 
rehabilitation. 

Let the record show that Senator John Marshall Butler of Maryland 
is present, with our general counsel, Mr. C. Aubrey Gasque, and our 
chief investigator, Mr. Speer. 

Senator Butler, do you have any comment before we commence the 
hearing ? 

Senator Burter. Thank you, Senator; I do not. 

Senator Danie.. I would like to say to you, Governor Harriman, 
the committee appreciates all the assistance and cooperation you have 
given us, and we will be glad to hear from you at this time. 
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STATEMENT OF HON. AVERELL HARRIMAN, GOVERNOR, STATE OF 
NEW YORK 


Governor Harriman. Thank you, Senator Daniel, Senator Butler, 
and your associates of the Subcommittee on Improvement in the Fed- 
eral Criminal Code of the Committee of the Judiciary, United States 
Senate. I thank you for your invitation to appear before you this 
morning. 

My principal objective is to pledge to you the cooperation of the 
State administration in your work. We will follow with great interest 
what you are doing. 

The solution of the problem of narcotics is of vital importance not 
only to the welfare of the State but the welfare of the Nation, and even 
though some States have a larger incidence of the addiction to narcotics, 
it is a problem for all of our States, because in each State there are a 
few, and those States in which there are no facilities, require Federal 
assistance, in my judgment, just as much as the States, such as this, 
which is a port of entry for narcotics. 

Now, in behalf of my administration and the people of the State, it 

gives me great pleasure to welcome you and the other members of your 
committee, Senator Butler, at the outset of these very important heat 
ings. 
The i inquiry which your subcommittee is making into the objectives 
in mind of devising more effective means of curbing the drug traffic 
in this country is one of the most important, because it affects the eco- 
nomic and social welfare of the people of our State, as well as the 
Nation. 

We have heard and read of the excellent work of your subcommittee, 
and may I congratulate you upon the judicious approach which you 
have taken thus far during the course of your probe. 

It seems to me that by its very nature the narcotic problem requires 
for its solution a four-pronged approach. 

In the first place, there should be an increased emphasis placed upon 
the prosecution of drug traffickers. This calls for the enactment, L be- 
lieve, of more stringent laws carrying heavier penalties. It might also 
require an increase in the present personnel of those departments of 
Government whose duty it is to detect and punish violators of the nar- 
cotic laws. 

The second step, I believe, is that measures should be taken by the 
Federal Government to provide for compulsory medical treatment. of 
drug addicts and for greatly expanded research into the method by 
which we can attain the highest rate of cure. 

Now, there have been proposals in this State for compulsory medical 
treatment of drug addicts, and they have not met with the cooperation 
of the previous administrations. 

I believe that the reasons why they were not met with cooperation 
should be studied and, possibly, a new approach which would make 
it possible for us to carry through compulsory medical treatment. 

Senator DanireL. Governor, as a matter of fact, you have a law with 
reference to compulsory treatment of juvenile addicts. 

Governor Harrman. That is correct. 

Senator Danrev. Are you going into that in your statement? 
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Governor Harrman, Iam mentioning that. I can get you more in- 
formation than I am mentioning as to what we are doing here in New 
York City, and I can get you full information of the results that have 
been obtained in any detail that you wish. 

Senator Danre.. As I understand it though, you have that com- 
pulsory law, the information we obtained when we were here before 
shows that it is not being enforced in the manner the law is written, 
that the patients are not being committed under the compulsory law, 
hut are permitted to come and go from the hospital voluntarily. 

Governor Harriman. I understand that is true. They come and go, 
and although there has been some benefit, I think that a close examina- 
tion shows that it requires a reconsideration of the methods employed. 
As I say, I will be glad to furnish you with full details to any extent 


that you wish. 
Now, this question of expanded research, I would like to comment on 


that. 

We have not, I believe, exerted the energy in this field as we should. 
| In a sense, drug addiction becomes a dise: ise, and as we are spending 
i a great deal of effort to cure people of physical disease of all kinds, and 
we have no such program in this field which is commensurate with the 
problem. 

There are, I think, some 60,000 drug addicts in this country, and the 
prevention and cure have not kept pace with the increase in the 
problem. 

Now, the third area which I want to mention is that the full weight 
of the ‘powerful economic and diplomatic sanctions of the Fede ral 
Government should be employed to work to dry up the stream of nar: 
cotics at the source. 

Now, I know there has been a lot of pessimistic comment, there have 
been a lot of pessimistic statements made about the difficulty of doing 
this, and even discouragement, perhaps, nothing very much can be 
' done. 

; It is my judgment if the Federal Government will concentrate on 
this problem, put it higher in its economic objectives and higher on 





ilar ct 


the priority of our diplomatic negotiations, more can be done. 
[ recognize that it is a very grave problem, particularly as Com- 
; munist China plays an important role in this illicit traffic in drugs, but 
i I would not be discouraged, Mr. Chairman. I would urge further 
j action be recommended, and further efforts be undertaken. 


Now, the fourth area is the elimination of the causes which make 
possible the growth of the drug habit. 

This will be furthered by the elimination of slum areas, the breeding 
place of crime, and providing better housing facilities for the people 
of lower income groups. 

Our great efficiency toward meeting the juvenile delinquency prob- 
lem has many facets, as you well know, and must be attacked on all 


of them. 
We, in this State, have a commission which is working on that, and 


we hope to have a report for the consideration of the legislature at its 
next meeting. Further, there should be action by a determined drive 
to clean up the sources of crime, and crack down on all criminal activi- 
ties. 


Tl iat ee ee oe 
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As I understand it, the particular phase of the drug problem which 
you are considering today, and in the course of these hearings in New 
York C ity, it is the treatment and rehabilitation of drug addicts. 

At previous hearings conducted by the subcommittee, Commissioner 
Anslinger of the Narcotics Bureau of the Treasury Department, 
testified before your committee that approximately 70 percent of all 
the illicit drug sellers were also drug addicts. That elveies that if 
we can take those, the drug addicts, off the streets, it may well reduce 
the pressure in the sale and | pushing of drugs. 

I am happy to say that New York State has taken the lead in the 
States for providing for the treatment of drug addiction. 

The State, with the cooperation of the city of New York, has estab- 
lished the first hospital, Riverside, which is devoted solely to the treat- 
ment of juvenile addicts, and we have enacted a law requiring that 
juvenile : addicts submit to a mandatory medical treatment. 

This is, Senator, what you were speaking of earlier. 

We will have, if you wish, witnesses appear to explain to you the 
operation of Riverside, its results and disappointments. In any 
event, I think it is important that a real effort has been made. 

Now, the various law enactment agencies in the State have coop- 
erated with Federal authorities whenever it is possible to have adult 
addicts confined to the Federal Narcotics Hospital i in Lexington, Ky. 

We are cooperating in every way with the Surgeon General of the 
United States, in experimental followthrough programs for aftercare 
here in New York. 

The problem of drug addiction, however, requires the complete 
cooperation between State and Federal authorities. 

I should like to propose the following program for the subecom- 
mittee’s consideration : 

First, that the Congress enact a law which would give the Surgeon 
General of the United States the authority to accept for treatment in 
the Federal hospitals set up for these purposes, drug addicts who 
may be committed by a State court of appropriate jur isdiction. ‘This, 
of course, would be reimbursable; the States would pay the Federal 
Government for such care. 

Secondly, that legislation be enacted which would enable the Fed- 
eral Government to cooperate with and assist the State authorities in 
establishing a followthrough program of aftercare for drug addicts 
following their release from the Federal narcotics hospital. I cannot 
emphasize this aspect of the program too strongly. 

Each State, of course, should assume much of the followthrough 
responsibility for the individual medically discharged addict. 

Treatment of drug addicts is part of the Nation’s great problem 
of mental health, which is urgent. 

This subcommittee’s efforts to determine the most suitable means 
of treatment are particularly significant, for until we find some means 
of successful treatment there is little hope of reducing the high rate 
of drug addiction in the United States, and even less hope of eliminat- 
ing the illicit flow of drug traffic. 

The ultimate solution of the drug problem will be resolved only by 
an aggressive and constructive program which calls for, as I have 
said, the complete cooperation between the State and Federal authori- 
ties and the utilization of Federal medical facilities. 














iNet eintec tie: 


I 1 eA Ni Ai ht itt SR Mi UB 





ILLICIT NARCOTICS TRAFFIC 1307 


I want to emphasize again the need for a substantial, expanded 
research program, both on the Federal and community level. 

This latter course may mean the expenditure of additional sums of 
money for building more Federal hospitals to treat the addicts. ‘That, 
in the long run, will prove, I believe, well worth while an investment 
for the country. 

In conclusion, I wish to assure your subcommittee of the fullest 
cooperation of the State administration, and we look forward to bene 
fiting from the information and findings that you may develop. 

My purpose this morning, Mr. Chairman, is largely to appear be 
fore you to assure you of our fullest interest in your work, our fullest 
cooperation, and we await with great interest the findings and the 
information that you develop, and if there is any way in which the 
State administration through witnesses that you wish, or informa 
tion that you wish may be of help to you, I hope you will feel free to 
call upon me. 

Senator Danrev. Thank you very much, Governor Harriman. 

Senator Butler, do you have any questions ¢ 

Senator Burier. No, thank you, Senator. 

Senator Daniret. Governor Harriman, I was particularly interested, 
because of your experience as Ambassador to several foreign countries, 
in your third recommendation, that the full weight of the powerful 
economic and diplomatic sanctions of the Federal Government should 
be employed to dry up the stream of narcotics at the source. 

You mentioned, of course, that Red China is one of the main sources 
of narcotic drugs now, and in addition we have three countries which 
have been singled out before this committee, Lebanon, Turkey, and 
Mexico, in which it would appear that although some officials are 
cooperating, not enough is being done to stop the traflic that eventually 
ends up in our country. Now, could you give us a little bit more detail 
on what you have in mind, as to how we might, through diplomatic 
sanctions, improve the situation in those countries ¢ 

Governor Harriman. Well, of course, dealing first with Red China, 
there is nothing that we can do with Red China as such, but what 
comes out of Red China goes through some other country. 

Senator Dante. Right. 

Governor Harriman. It is a question of getting the cooperation of 
the governments of those areas that are affected in dealing with China, 
and also in whatever countries, those that you have mentioned and 
others, where there is a flow of this drug traffic. 

The most important aspect of this is to put it high on the list of 
diplomatic discussion ; we can do more, I believe, with most countries, 
by getting their fullest cooperation. . 

This is a smuggling business, of course, but at the same time we can 
find out more by cooperating with the agencies of other countries than 
in, perhaps, any other way, and I think we ought to put it on a higher 
list of priority in our discussions and negotiations wherever we have 
diplomatic or economic discussions with those countries. 

Wesiaiin of course, the production of the drugs is important, as 
well as the illicit transportation of those drugs to our country. 

Now, it is not possible to outline a detailed program except to indi- 
cate, I believe, that if we put it on a higher eens than it is now, 
and have it discussed on a more energetic basis between our representa 
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tives abroad as well as our State Department representatives here, 
point to what is going on and the information that we have, I am 
satisfied that much can be done. 

I am not suggesting that the flow can be eliminated, but I am sug- 
gesting that more cooperation can be received, because in most of these 
countries the administrations wish to cooperate with us, and I cannot 
help but believe that we can get fuller cooperation from them than we 
are receiving at the present time. 

Senator Danie. As you know, Governor, the United Nations Com- 
mission on Narcotics is working diligently at this problem. Let me 
ask you this: Do you think that if that Commission made a finding 
that the officials of some country were not doing their best to stop 
illicit manufacture and traffic, and those officials continue to refuse, 
that it would be proper for our country and for other countries which 
felt the same way about it, to apply sanctions of some nature against 
the countries which refused to cooperate ¢ 

Governor Harrman, I will have to know more in detail what the 
findings were. 

I think in this sort of thing you can get, with most countries—I am 
not talking about Communist China, but with most countries—greater 
cooperation by negotiation than attempting to exercise sanctions. 

If there is a country which is a consistent offender of the rules 
which they have agreed to by the United Nations, why then, of course, 
the question of sanctions can be considered. 

But I am satisfied myself, since this is an illicit traffic, that much can 
be done in the areas where there is illicit traffic—illicit transportation. 

Senator Dante. Yes. 

Governor Harriman. Now, of course, when it comes to a question 
of their failing to carry out their obligations under agreements with 
the United Nations so far as production and distribution of narcotics 
is concerned, that is a different matter. 

But when you are trying to catch a criminal in another country, as 
well as a criminal in our own country, I think you can get further 
with it by an appeal for cooperation rather than the attempt to apply 
sanctions. 

After all, we are doing our best to catch the criminals in this coun- 
try who are bringing it in, and you know how difficult it is. 

Senator Danten. Governor, I notice you have stressed mandatory 
treatment and hospitalization and increased rehabilitation program. 

Have you, other than what you have already said in your recom- 
mendation as to the type or treatment you should think should be fol- 
lowed, formed any opinion or expressed yourself with reference to 
the proposal for clinies which would distribute free drugs or drugs 
at little cost to addicts ? 

Governor Harrmman. Well, that was attempted in this State some 
time ago, and was a disastrous failure. 

There is no indication that I have seen yet that that is a feasible 
program. Certainly far more research and factual data would have 
to be developed before I could indicate that such a plan is a wise 
thing to do. 

Now, when it comes to how you take the patient off a narcotic drug 
when he is on it—in the hospital—that is a matter that should be 
considered by those who are scientifically more familiar with the 
problem than I am. 
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I have emphasized research, and I think from my information be- 
fore me, we have not enough—we have no real method by which a 
cure can be reasonably assured, and I think part of that difficulty is 
that enough attention has not been paid to ways and means for devel- 
oping treatment and, particularly, mye and means of following up, 
as I have indicated, the patient after he leaves the hospital. 

When it comes to a criminal, why then, we have got another series 
of problems. But you are speaking, I believe, about those who were 
taken to hospitals for cure of this drug disease. 

Senator Dante... 1 could not agree with you more on the need for 
followup procedures of the patents that we already have in the Fed 
eral hospitals, This committee found under our present syste:n of 
appropriations from Congress and the procedures under which our 
doctors must operate in our Federal pomeetam that there was prac 
teally no followup at all on the thousands of patients who have al 
ready been treated in our narcotics hospital. It is just impossible 
for the Public Health Service to tell us what percentage have ac 
tually been cured or what percentage have gone back on the drugs. 
As a matter of fact, they are prohibited from even giving informa 
tion, relative to patient-addicts who are returning to their commu 
nities, out to other public officials. I certainly agree with you of 
the followup program as well as some of the other recommendations 
that you have made here today. 

Senator Butler, does this bring to your mind any questions that 
you would like to ask the Governor ? 

Senator Butter. No, Senator; not at this time. 

Senator Danien. Mr. Counsel ? 

Mr. Gasqure. No, Mr. Charman. 

Senator Daniet. Governor, again I thank you very much for your 
kindness and the time you have taken to appear before us, and for 
the cooperation that you and other officials in New York have given 
ths committee. 

Governor Harrman. Thank you, Senator. 

Senator Dantev. Will the following witnesses who were subpenaed 
before this committee at our last hearing and who were told to report 
back at this hearing, please answer to their names if they are in the 
room: Salvatore Santoro? I understand he is in the witness room. 
He is here. 

Albert Newman? Is Albert Newman present ? 

Joseph Bento? He is in the witness room. 

Joseph Bendinelli? 

Frank Calici, is he here? 

If any of you know when any of these witnesses who have not 
been accounted for come in, please advise the committee. 

As heretofore stated, our committee is interested in developing any 
evidence which might assist us in making recommendations to the 
United States Senate on improvements in present laws and procedures 
with reference to the treatment of drug addiction. That is part of 
the job that was assigned to this committee by the Senate resolution. 

We have with us today some of the Nation’s foremost authorities on 
the subject of drug addiction. I know that medical authorities do 
not always agree on what is the best way to solve this problem. We 
have tried faithfully to invite authorities representing all points of 
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view. Although the committee members, at first blush might seem 
to have their own opinions about certain proposals that have been 
made, we will make a conscientious effort to keep an open mind on 
new methods that might be suggested. We shall also do our best to 
conduct a full, complete, and fair hearing even on recommendations 
that we might already have some preconceived notion on. I have 
talked this over with Senator Butler, and it certainly will be our effort 
to hear all of the conflicting evidence on this matter with an open 
mind. 

If any of you are interested in the subject, and have questions that 
you would like to pass up to the committee so that we might ask various 
witnesses who might appear, we will be glad to do so if we feel they are 
relevant questions; and since you cannot cross-examine we will do 
our best to cooperate with anyone who thinks that there are certain 
matters that should be answered before the committee by any of the 
witnesses who appear at this hearing, so you might keep that in mind. 

Our first witness this morning is Dr. Hubert S. Howe. Dr. Howe, 
will you step forward, please, sir. 

I am sure you understand that on matters of opinion we know you 
and all the other professional witnesses are going to tell the truth 
without the necessity of an oath, but in order to have uniformity, I 
suppose we should swear all of the witnesses who appear before the 
committee. 

So, therefore, if you will rise and hold up your hand. Do you 
solemnly swear that the testimony you are aboitt to give before the 
subcommittee of the Senate Judiciary Committee will be the truth, 
the whole truth, and nothing but the truth, so help you God? 


Dr. Howe. I do. 
TESTIMONY OF DR. HUBERT S. HOWE 


Senator Danie.. First, let me say, Dr. Howe, we appreciate your 
appearance before us today, and the work you have done on this prob- 
lem in which we are interested. In order that you may be properly 
identified as to your experience in this field, I would lke for us to 
place in the record a biography that the committee has, and a list of 
publications that you have authored. 

(The document referred to follows :) 


Husert SHATTUCK Howe, M. D. 
January 1, 1955 


A. B.—Denver University, 1908. A. M..—Denver University, 1909. M. D.—Col- 
lege of Physicians and Surgeons, Columbia University, 1912. Licensed to practice 
medicine in New York State November 12, 1912 (license No. 11365). Clinical 
professor of neurology, College of Physicians and Surgeons, 1936 to 1953. 

Diplomate in neurology ; qualified psychiatrist, Department of Mental Hygiene, 
New York State. 

Fellow of the New York Academy of Medicine; vice chairman on the com- 

on public health, New York Academy of Medicine. 
pe eo of the New York State Medical Society, New York County Medical 
Society, American Medical Association, American Neurological Association, New 
York Neurological Society, Harvey Society, and Association for Research in 
vi and Mental Disease. 

or of subcommittee on treatment, of the committee on narcotics among 
teenage youth, of the Welfare and Health Council of New York City. ae 
subcommittee on narcotics, committee on public health relations, New Yor 
Academy of Medicine. Trustee of the Thomas Alva Edison Foundation. nw 
ber of the board of directors of the National Society for the Prevention of J ps e 
Delinquency, Inc. Member of Medical Board, Correctional Institutions of New 
York City. 
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Senator Danie. Doctor Howe, do you have a prepared statement ! 
Would you like to proceed with your statement and recommendations ¢ 

Dr. Hower. Yes, sir. 

Senator Daniet. Would you like for us to interrupt you as we go 
along or save questions until the end ¢ 

Dr. Hower. Well, I think it might be a little better if you saved them 
until theend. Still, I will try to answer them at any time. 

Senator Dantet. All right, sir. We will try to save them until the 
end unless there is some point we feel we might overlook. 

Dr. Hower. Thank you. 

My views were expressed in a prepared statement before the State 
medical society in May 1953, and published in the State medical jour- 
nal, and I would like to offer this article as evidence, These are my 
views concerning this problem. 

Senator Daniev. This article entitled, “A Physician’s Blueprint for 
the Management and Prevention of Narcotic Addiction,” will be made 
a part of the record as exhibit 1 of this hearing. 

(The document referred to will be found in the appendix at p. 1680.) 

Dr. Hower. Senator Daniel and Senator Butler, ladies iad gentle- 
men, none of the members of this committee will doubt that under cir- 
cumstances as they now exist in the United States, drug addiction, and 
its attendant crime, is a serious problem. 

As addiction and related crime have both legal and medical aspects, 
and as I feel that the medical aspects of addiction have not always been 
fully understood by those who frame and adjudicate our laws, [ am 
grateful therefore for an opportunity to appear before this committee 
to emphasize some of the points which have come up in my study of 
the subject. It may be well to say at the outset that when I speak of 
narcotics, or drugs, or narcotic drugs in this paper, I wish to be under- 
stood to mean opium and its alkaloids, and certain synthetic narcotics. 
Therefore, morphine, heroin, and Demerol are those particularly re- 
ferred to unless the context clearly indicates otherwise. Marihuana 
and cocaine are not included. 

It may be appropriate to start out by saying there is no “wonder” 
drug or magic treatment for the cure of drug addiction. Addiction 
produces habits of both body and mind, as well as habits of association 
and conduct which result in a complex of great subtlety. 

Addiction to a narcotic drug is medically considered to be an altered 
condition of the cells, tissues, and organs of the body, brought about by 
the continuous administration of the drug, with the result that the co- 
ordinated body functions require the presence of the drug in the body 
fluids. Cessation of use of the narcotic causes painful physical and 
mental disturbances. 

Nonaddicted persons generally do not fully realize the suffering an 
addict experiences whenever the concentration of the drug in his body 
is diminished below a certain point. To maintain this necessary con- 
centration, administration must be repeated at intervals of 4 or 5 
hours. 

The physical pain resulting from absence of the drug can be over- 
come by proper withdrawal procedures in a relatively short time. Re- 
ror from this physical distress, however, has frequently been mistaken 
or acure. 
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In addition to the physical bondage, there remains a mental de 
pendence of much more stubborn character. Not only does the mental 
dependence become a condition reflex which is not easily broken, even 
if the individual himself desires to do so, but the situation is further 
complicated by the fact that one of the physiological effects of narcotic 
addiction is to diminish the mental stamina, or will power, of the indi- 
vidual, as well as his ability to withstand pain or discomfort of any 
kind without returning to his drug. 

In addition to these problems, there are matters of environment, 
evil associates, lack of dein to earn a living by honest means, and a 
highly developed skill to provide a living by resort to criminal expedi- 
ents. As most addicts acquire their addiction between the ages of 16 
and 24, and as they are almost immediately forced into criminal pur. 
suits to pay the very high prices charged for illegal narcotics, most of 
them acquire no training in the art of supporting themselves by honest 
work, They are quickly ostracized by their nonaddicted acquaintances, 
so that they turn to criminals and crime both for friendly association 
and for financial requirements. Thus, their habits, associations, and 
motivations are all in the wrong direction. 

Cure, then, is a very difficult problem, involving much more than 
simply getting the addict “off the drug” for a few days, a few weeks, 
or a few months. Institutions sometimes seem to proceed as though 
this were all there were to it, with the result that they are processing, 
and often reprocessing, an ever widening stream. Permanent cures 
are few and far between. 

Genuine, permanent cure involves social and economic rehabilita 
tion, rebuilding habits of moral and mental stamina, and self-reliance, 
as well as relief from the physical bondage of the drug. Such a pro 
gram is unlikely to sueceed as a result of filling larger and larger 
penal institutions with more and more addicts. 

This is especially true because of the fact that while in institutions, 
addicts are in contact with many other addicts and criminals from 
whom they obtain further education in all the ramifications of addic- 
tion and the techniques and contracts of organized crime. Placing 
addicts in institutions under compulsion—unless they are to be im 
prisoned for life—woud be simply to establish under the aegis of 
the State, greater incubators of addiction and crime. Addicts should 
he privately treated and kept away from other addicts as much as 
possible. 

Rehabilitation, under the present regulations, can only be carried 
out after the patient has undergone withdrawal treatment. Rehabili- 
tation of addicts skilled only in the devices of crime is not simple; it 
involves not alone teaching them some peaceful occupation, but reme- 
dial, psychiatric, and social guidance over a soniidéeabile period of 
time. In the Report on Drug Addiction recently issued by the New 
York Academy of Medicine, in regard to rehabilitation in our Federal 
hospitals, it is stated, and I quote: 

Under the present system, rehabilitation ceases before it is finished. The 
addict, following his stay at the institution, is given carfare to his home and 
a warm farewell; then he is dumped as a solitary figure, peniless, very often 
friendless and without work, in a hostile society. It would test the mettle of 


a healthy man to undergo this experience; it must be a real trial to the dis 
charged addict. 
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Under these conditions, it is to be expected that a large proportion 
of these discouraged individuals will quickly return to drug use. 

Under present regulations, it is rarely possible to keep the addict 
away from drugs long enough to effect even the most superficial re- 
habilitation. It seems reasonable to suggest that rehabilitation could 
be undertaken first, and when the individual has regained a place in 
society and had training which will enable him to support himself b 
productive means, he may be relieved of his physical dependence with 
more expectation that cure will be enduring. 

So much has been said about the partnership of addiction and crime, 
that it may be useful to comment on the candies of addicts while un- 
der the influence of their drug. Many uninformed persons believe that 
addicts, under the influence of opiates are dangerous. This is a false 
conclusion, resulting probably from common familiarity with the 
effects of alcohol. 

There is, however a fundamental difference between the disease of 
alcoholism and that of opiate drug addiction. ‘The alcohol habitue 
is normal only when he has no alcohol, while the narcotic addict is 
normal only when he takes his drug. Thus, the narcotic addict, is 
dangerous not when he has his drug but when he is without it. This 
is a very important fact and one that has escaped many observers. 
Crime comes, not from the use of the drug, but in order to assure a 
supply of it. 

Senator Danuirt. Doctor, what about those addicts who commit 
heinous crimes such as murder for pay, and robbery and burglary, 
and take the drug in order to get them into a mental state in order 
to preclude worry about what they are doing? 

Dr. Hower. Well, that has been stated, but there is no definite evi- 
dence that anything like that occurs as far as opiates go. 

Opiates are sedatives. If they take enough of them they put them 
to sleep. We are not discussing marihuana and cocaine, of course. 

Senator Danrev. Will the drugs that you are discussing—heroin 
and morphine—take away from a person his usual] inhibitions and 
feelings and restraints ? 

Dr. Hower. That is true, but there is no evidence in other countries 
or anywhere else that addicts really commit crime for anything ex- 
cept to get their drug. 

Senator Dantet. The reason that I would like for you to comment 
on this, either now or later, is that the committee already has evidence 
of several criminals operating, at least one ring of them, who took 
heroin or sometimes possibly morphine, before they would commit a 
crime. For instance, in one case, several safe crackings and robberies 
in which murders were included, and in another case where there 
was an actual payoff for these people to kill a man the evidence before 
us was that they would take heroin or morphine in order to be in a 
position to go out and commit a cold-blooded murder in accordance 
with their plans. 

Dr. Hower. Well, it certainly relieves fear, but if these people were 
addicts they would have taken it every 4 hours anyway, so I don’t 
know how you can definitely say they did it for that purpose. 

If they are nonaddicted people and took things for that purpose. 
I can see how that might be possible. 


Senator Dansev. The taking of heroin and morphine would relieve 
fear ? 
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Dr. Howe. Tensions and fear. It is taken a great deal by actors be- 
cause it relieves stage fright; in the past it used to be anyway. 

Senator DanieL. If a person wanted to commit a murder and 
wanted to be in a position where he would go on and carry it out 
would one of these drugs assist him in that purpose ¢ 

Dr. Howe. It would; it would. 

In considering incentives to crime and the difficulties of law en- 
forcement, it may be well to explain the discipline the narcotic vendor 
has over his customer. As | have pointed out, the addict lives in mor 
tal terror of the vicious pain resulting from being without his drug. 
This naturally leads him to seek to protect his supply. But this is 
not all. Many people do not realize that the vendor has the very 
power of life and death over his customer. The pusher, as he is called, 
can simply deliver an overdose when his customer makes his regular 
purchase. With this overdose, the customer will kill himself. ‘That 
is the perfect crime. 

No facilities available to the ordinary addict will detect the strength 
of the dose before it is taken. 

You may ask, even if narcotic addiction is difficult to cure, can’t 
we at least prevent its spreading? From a medical point of view, this 
would seem entirely possible to do, for there is no uncontrollable 
desire, resulting from the clinical or psychiatric effect. of narcotics, 
which drives one addict to infect another. Furthermore drugs are 
ordinarily taken in solitude and not in groups so that there is little 
social impulse to the spreading of addiction. While there is no clinical, 
physiological, psychiatric, or social desire to spread addiction, the in- 
centive to do so, in order to obtain funds to supply the addict’s own 
needs, is tremendous. 

Addicts turn to all types of crime from which they hope to obtain 
money for their drug, but pushing or selling to other addicts is es- 
pecially common. Thus we have a situation resulting from a high 
priced illegal black market, in which the financial necessities of the 
users have made addiction practically a chain reaction. 

The growth of crime connected with the illegal narcotic traflic, of 
course, has not gone unobserved by. the agencies of law enforcement. 
Karly in the game, smart Government lawyers noted that it would 
be a violation of the Constitution to prohibit persons from taking 
drugs. They, therefore, invented the idea of ae a high tax on 
the product. The legal infraction in the narcoties business is, there- 
fore, tax evasion, and that presumably, is why the Federal Bureau of 
Narcotics is under the Treasury Department. Be it not thought that 
the effectiveness of the Bureau of Narcotics has been hampered by 
constitution obstacles. On the contrary, their ardor is unexcelled. 

In this country, drug addiction has been has been thought of most 
often as a vice, rather than a disease requiring individual medical 
and psychiatric care. In fact, this concept has gone so far in en- 
forcement circles as to practically deprive addicts of competent medi- 
cal advice, even when they want it. Under directives issued by the 
Commissioner of Prohibition, with the approval of the Secretary 
of the Treasury, from 1919 to 1921, physicians are restricted with 
respect to the prescription of narcotic drugs. 

The first directive specifically forbidding prescribing drugs to ad- 
dicts was issued on July 31, 1919, and states : 
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An order purporting to be a prescription issued to an addict or habitual 
user of narcotics, not in the course of professional treatment in an attempt to 
cure the habit, but for the purpose of providing the user with narcotics suf- 
ficient to keep him comfortable by maintaining his customary use, is not a 
prescription within the meaning and intent of the act; and the persons filling 
and receiving drugs under such an order, as well as the person issuing it, 
will be regarded as guilty of violation of the law. 

This last portion has been changed that he may be charged with 
violation of the law. 

As a verdict of guilty carries a prison sentence, it is easily under- 
stood why most physicians refuse to have anything to do with addicts. 

Addiction is the only disease with which I am acquainted in which 
physicians are prohibited by law from furnishing the patient suf- 
ficient comfort that he may engage in a useful occupation. 

Senator Danrex. Doctor, do you mind my interrupting right there? 

Dr. Howe. Not at all. 

Senator Danret. You consider these people to be diseased—you 
consider then drug addiction a disease, I take it ? 

Dr. Howe. I do. 

Senator Dantev. What other diseases would you compare it with? 

Dr. Howe. Well, we think that any addiction is really a disease. 
Alcoholism, if it gets to a certain point can be; and, of course, the 
medical definition of “disease” is “Disease, lack of ease,” but we 
believe that it is a very definite problem that should be taken care of 
and attacked by doctors. But doctors have been scared away by the 
Federal Bureau, and naturally they—we are busy people; we have 
other things to do, and so we have sidestepped the whole problem. 
We should not have. but that is exactly what has happened. 

Senator Dante. It is a disease that a person has brought on him- 
self, much as an alcoholic? 

Dr. Howe. That is right. 

Senator Dante. Alcoholism to himself, in your opinion ? 

Dr. Howe. That is right. 

Well, there are a lot of other diseases, There are syphilis and vene- 
real diseases that are brought on the same way. I have an old book 
published in 1700 that gives a treatment for syphilis innocently ac- 
quired. If you get it some other way there is no treatment for it. We 
are somewhat in the same position here. 

Senator Butter. May I ask a question ? 

Senator Dantet. Yes, Senator Butler. 

Senator Burier. Doctor, is it your testimony that an addict who 
has a supply of drugs sufficient to keep him from experiencing the 
pain and suffering that he would experience without that drug could 
be a useful citizen and pursue a normal occupation ? 

Dr. Howe. In a great many instances that is the fact. We see it 
right now. 

Senator Burier. Have you some medical history to give us in con- 
nection with that ? 

Dr. Hower. You can see that right straight along in the case of 
physicians—for quite a good many physicians are addicts, unfor- 
tunately, it was really through the care of physicians many years ago 
that I got interested in this problem. 

Dr. Frederick Tilney was a professor of neurology at Columbia, 
r a lot of addicted doctors from all over the country used to come 
to him. 














ILLICIT NARCOTICS TRAFFIC 1317 


He had been associated in certain studies with Dr. Lambert, and 
so on, so they would see his name. 

Well, he was not particularly interested in taking care of them, 
so he referred them to me. 

A doctor usually becomes addicted because, in the first place, he 
has been told in medical school that only psychopaths can become 
addicted, that no normal person can. 

The doctor out in the country, why, he gets a call to go out and 
deliver a woman some place of a baby, and he has a terrible head- 
ache, so he decides that a shot of morphine will allow him to do his 
job, which he takes. 

Then, after a little while, some other thing happens. Well, in time, 
the doctor becomes an addict. 

As a rule, a great proportion of those doctors will work perfectly 
well until the narcotics department, through examining their pre- 
scriptions and so on, finds irregularities, grabs the doctor by the back 
of the neck, and prefers charges against him. 

Well, then, the doctor goes and has a treatment. But in all these 
years the doctor has performed his work quite well. 

Now, that is true of some drugs more than others. Demerol is a 
very vicious drug, and most of the doctors who take Demerol cannot 
perform their functions very normally. 

But with morphine—they cannot get heroin—morphine is the main 
drug doctors use, except Demerol, and they can carry on their work 
quite well. 

There is evidence in all countries of that, that given a small amount 
of drug, enough to present them with aural symptoms, many of these 
individuals—and there is even further than that, there is medical evi- 
dence that suggests that some psychopathic individuals are better 
off with the drugs than they are when you take them from them. 

Senator Butter. Doesn’t that go more to the root of it, that it is a 
psychopathic condition that brings on the addiction, and the persons 
are really not normal in the first place? 

Dr. Hower. Well, that is probably true in quite a proportion. Vari- 
ous studies have made it anywhere up to 90 percent that they are 
psychopaths. 

However, the point that I wish to make in that regard is that a 
normal brain is no protection against becoming addicted. 

In my opinion, anybody can become an addict if he takes drugs long 
enough at frequent intervals, and so that—but I think that is it, the 
large proportion of these addicts that we see now in Harlem and so 
on are very likely psychopaths, but putting them in jail is not going 
to cure that. They need medical care and supervision. 

Senator Butter. Mr. Chairman, may I ask another question that 
may be unrelated to the subject. I do not know whether it is or not. 

Senator Dante.. Go ahead. 

Senator Burier. Doctor, have you had any experience in treating 
inebriated persons or persons who are habitually addicted to liquor or 
alcohol ? 

Dr. Hower. Forty years. 

_ Senator Butter. Have you any law in the State of New York deal- 
ing with the treatment of such persons? 
Dr. Howe. Yes, they can be incarcerated in private institutions. 
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Senator Butter. I did not understand whether you said they can 
or cannot, 

Dr. Howr. They can. 

Senator Burter. They can. 

Dr. Hower. There is a lets that requires them to be committed where 
they can go to a private institution. 

There is no law—we have been trying to get one for many years— 
by which you can commit them to any State hospital. 

Senator Burier. Is that an involuntary commitment ? 

Dr. Hower. If they are normal medically. 

Senator Burier. Or a voluntary commitment? 

Dr. Hower. There is no provision for a voluntary commitment. 

Senator Burier. That is an involuntary commitment ? 

Dr. Hower. That is an involuntary commitment. 

Senator Burier. Doctor, let me ask you this question. Why would 
not a person addicted to alcohol be very much the same type of a per- 
son addicted to drugs, and why would not. the two be treated alike? 

Dr. Hower. Well, in a certain sense that is correct. Neither of these 
can, in my opinion—and neither can compulsory treatment be of 
any value. 

I cannot stop you smoking. I cannot stop you smoking as long 
as you could buy a cigarette at the corner drug store. 

You take these people, and it is their—you could relieve the physical 
addiction, but the mental fixation you cannot relieve, and no amount 
of compulsion—I mean, you may persuade them, you may try to— 
Alcoholics Anonymous will persuade these people, perhaps, to give 
it up; but we had prohibition a while ago; that did not work, and the 
same thing here. 

Senator Butter. But in the case of alcoholic addiction, don’t most 
of the States in the Union have a compulsory incarceration and treat- 
ment ¢ 

Dr. Hower. Not that I know of; I don’t think so. I think New York 
is one of the only ones, and that is only for private patients, I don’t 
mean if the individual has a psychosis that comes from alcohol; that 
is a different thing. 

Senator Burier. Well, a habitual inebriate under the laws of some 
of the States can be put away by a petition in the civil court on a 
certificate of physicians. 

Dr. Hower. Well, I am not—certainly that is not true here except, 
as I say, for private patients; because I have had members of the 
committee of the academy working with the bar association trying to 
get that very legislation passed in this State. We have never been able 
to do it. 

Does that answer your question ¢ 

Senator Dante. Doctor, before we leave this question of disease 
which, I think, is very important to this whole hearing, would you 
say that this narcotic addiction is a disease of the mind or both the 
mind and the body ? 

Dr. Howe. Both. It first—the thing that drives them back is the 
adiction. Every 4 hours or 5, whatever it is, unless they have it, they 
become terribly nervous, they become nauseated, they perspire, they 
want to jump out of their skin. 
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Now, that can be relieved, however, by a withdrawal treatment. 
That is done at Lexington and over here and every place else, and it 
is done sometimes by the addicts themselves. They take “cold turkey,” 
as they call it. 

Senator Dante.. “Cold turkey” withdrawal, meaning just taken 
away without any gradual reduc tion 4 

Dr. Howr. Yes, with no supporting treatment or anything else 
just stop. And some of them do that, and occasionally one of them 
will stay off. 

But the great trouble with this problem of drugs is not the addic 
tion but the habituation ; it is the mental fixation. 

I sometimes describe an addict as an individual who has learned 
that he can obtain release from any of the worries, cares, depressions, 
physical or mental pain, in a few minutes through a drug. 

He knows that, so as life comes along, anything that happens to 
him reflexly, he returns to the drug, and that is why our treatment, 
after a 5-year period, is something like 2 percent, the greater propor 
tion of them—it may be 10; there are not. too many differences I can 
give you some 

Senator Daniet. You mean the treatments you have tried per 
sonally ¢ 

Dr. Howr. No. I think that in the case of doctors it is very much 
higher than that. I was referring here to the underworld addicts. 

No, I think that doctors and, possibly, some other intelligent people, 
that it is very much higher than that. I am sure that at Lexington 
they have much better results than that with doctors, and I am sure 
that I have had 

Senator Danter. Have you had personal experience treating addicts 
other than doctors ¢ 

Dr. Hown. Yes. 

Senator Danie... About how many would you say ¢ 

Dr. Howr. Well, I would not know definitely; I suppose 40 or 50. 

Senator Dante... Forty or fifty ¢ 

Dr. Howr. Yes, over the years. 

Senator Danrer. Would they be professional groups, of a higher 
order of intelligence, like doctors ¢ 

Dr. Howr. I have taken care of at least that many doctors or more, 
and I think the results with them are frequently quite good. But these 
other people, | think the greater proportion of them, have gone back 
to drug use. 

Senator Danien. The other people, other than the doctors that you 
have personally treated ? 

Dr. Howr. That is right. 

Senator Daniet. You feel they have gone back to the use of drugs # 

Dr. Howe. That is right. 

And some of the medical addicts have not gone back to drugs. 

You see, the medical addict is again a little different because he does 
not get the mental fixation on the drug that the ordinary addict does, 

The ordinary addict out in life learns that this will relieve every 
trouble that he has. 

The medical addict takes it for pain. He concentrates on that, and 
when the pain is gone, many of them haven't learned or thought that 
it is a cure for everything. They have simply felt that morphine 
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was acure for pain. So the medical addicts frequently will do pretty 
well. 

We find plenty of them who are given large doses of drug for some 
illness who get well. 

Of course, a great many of them don’t get well. As a matter of 
fact, there are prob: ibly in this country far more medical addicts than 
there are underworld addicts. Every doctor sees medical addicts. 

Senator Dante. Is it your idea that the average confirmed addict 
should be given enough of the drug at the low cost or free to keep him 
comfortable ¢ 

Dr. Hower. That is correct. 

Senator Danret. Doctor, when the person has enough to make him 
have a sense of well-being and stay comfortable, what does that do to 
his mind and his body ? 

Dr. Hower. Well, | wouldn’t want to say for one minute that it is 
practically beneficial to him mentally. T think that some of these 
people do become schizoid; I think that it does alter him mentally, but 
there is very little evidence that it does anything to him physically. 

Alcohol is quite different. Alcohol does cause very definite bodily 
disturbances. But these drugs they can take for 50 years with very 
little evidence that it has bothered any organ. 

Senator Dantev. Would they be under - what you would call the in- 
fluence of the drug when enough is given to them in the form of mainte- 
nance doses to keep them comfortable? 

Dr. Hower. Yes, they would. But they will simply take enough to 
keep away from these withdrawal symptoms, and under those cireum- 
stances a great many of them would work fairly effectively. I mean, 
it has been done before, and it has been done in England, so I don’t 
mean that we would not like to take everybody off drugs. There is no 
question about that. And this plan, which I will tell you about in : 
few minutes, naturally we would like to get them off drugs, but we 
realize that with a great proportion of them we can’t do it as long as 
it is available in the world. 

If they couldn’t get it they might stay off, but they can get it. There 
is no way—if the police can stop ‘the illicit practice, we have no trouble. 

Senator Burier. Doctor, do you say there were more medical ad- 
dicts than there were underworld addicts ? 

Dr. Hower. I believe so. 

Senator Burier. Will you elaborate on that statement just a little? 

Dr. Howr. Every person who develops an incurable cancer with 
pain—now, | person in 6 in this country dies of cancer. There are a 
terrible lot of painful cancers and other incurable diseases for which 
doctors administer opiates, not expecting the patient to live. 

Nevertheless, after a period the patient becomes an addict. They 
are no trouble because they are taken care of by the doctors, and they 
function and they die; so that is entirely a different group. 

But when I say there are more, that is my opinion. 

Senator Burier. What is the percentage of that type of addict to 
the general overall 60,000 referred to ? 

Dr. Howr. Well, I think there are 350,000 doctors in this country, 
and every doctor has medical addicts. 

Senator Burier. So they would not be included in the 60,000 addicts 
who are more or less on the publice—— 
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Dr. Hower. Oh, no, they are never seen, because most of them have a 
fatal disease, and they die. But they function. 

You take those addicts, they can function fairly well. They may 
have a painful cancer, a painful something. You relieve their pain, 
but they can function fairly well. 

Of course, plenty of them are quite sick, but I think the average doc 
tor never sees one of these underworld addicts, but he sees plenty of the 
medical addicts. 

Senator Daniev. As I understand it then, you would separate the 
medical addicts completely from the 60,000 addicts that the law- 
enforcement authorities talk about as being the real problem in the 
country ? 

Dr. Hower. That is right. 

In that paper that I gave you I divided them into three groups: 
The medical addicts, the professional addicts, that is the doctors—I 
think again that is a different group—and this underworld group, 
which is the main one we are talking about, and they are the main prob- 
lem. The doctors are not a problem. 

Senator Danrev. Doctor, with reference to the 60,000 group that 
we have talked about, and that you referred to as the underworld 
group, do you agree with those who say this is a communicable disease, 
that these addicts communicate it to other people ? 

Dr. Howr. They do. But they do it for a purpose. I think that 
is the greatest way that it is spread. Up here in Harlem—you see 

wractically all the addicts, practically all of the pushers on the street 
Mr. Anslinger said 70 percent—here we have thought 85, other police, 
and so on have told me 100 percent—the addict says so, practically 
every addict at sometime sells drugs, and they want to increase their 
trade, so that at a party they will—here is a child who is seeking sen- 
sations, and they tell them, “Come on, I have got something that will 
give youa thrill,” and they persuade them. 

They call him “chicken” or a “square,” as I have said a little bit 
later, something else and, of course, children want to conform to every- 
body else. They feel very strange if they are not conforming; there- 
fore they take it. 

They are given it free until they want it. When they want it they 
pay for it, and at the present time giving it to them free is a little more 
than giving them a glass of beer. 

They tell me now in Harlem that a package of one-sixteenth, which 
is the ordinary amount that an addict uses, 1 or 2 a day, is $15 a day. 

Senator Dantev. You are speaking of heroin ¢ 

Dr. Hower. Heroin, yes, sir; so that that is the way this thing is 
spread, 

There is another way, too. I mean if a husband is addicted, he fre- 
quently addicts his wife, just as an alcoholic. He wants his wife to 
drink, too; he doesn’t want her to look down on him, so that is also 
another way. 

But so far as the underworld addict goes, it is largely spread through 
association with others. 

Senator Danirn. Now, some witnesses have appeared before the com- 
mittee, including addicts themselves, and have testified that they have 
spread it to members of their families and to friends, not through a 
profit motive, but wanting company, being of the mental type they 
wanted someone to enjoy this ease and happiness. 
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Dr. Hower. I think that it is not as much that—probably, if they 
are honest about it—as I think they don’t want to be the only addict to 
be looked down on by the rest of the family. 

If all the family are addicts, then there is not criticism of this par- 
ticular one. You see that in alcoholics all the time. 

They try to get their wives to drink, their relatives, and so on, I 
mean, the people they associate with. 

Senator DanteL. So for some reason it does seem the addicts spread 
this disease to their associates. 

Dr. Howe. Yes, there is no question about that. 

Senator Dantet. And in that sense it is a communicable disease. 

Dr. Howe. That is right. But I think that the profit motive among 
the greater proportion of them is the thing that is the real—it is really 


back of it. 


_ Senator Dantex. Doctor, proceed ; excuse us, but you were on a very 
important point, this matter of disease. 

Dr. Hows. Of course, the most obvious solution to the whole prob- 
lem would be to completely and permanently cut off the supply of 
drugs. This was the philosophy of the Harrison Act passed in 1914. 
We have been trying this for over 40 years. It has proved more diffi- 
cult than was originally suspected. 

Our Federal Government attempts to curb the spread of addiction 
through suppression of illicit traffic in narcotic drugs by international 
and domestic action. The situation has become so acute and so diffi- 
cult to handle that even the great and efficient law-enforcement 
agencies of the United States Government have been unable to cope 
with it. 

The Commissioner of the Bureau of Narcotics has recently testified, 
according to the press report, before your subcommittee, that smug- 
gling is impossible to control. He was quoted as saying: 


If you had the Army, the Navy, the Coast Guard, the FBI, the Customs Serv- 


ice and our (narcotics) service, you would not stop heroin coming through the 
port of New York. 


This is another of the basic facts of the situation which must be con- 
sidered and weighed. 

The remaining method of prohibition involves plans to invoke 
more severe penalties for possession and selling drugs. As previously 
stated, the discipline of the vendor is so much more definite and power- 
ful and the compulsion of being without the drug so much more vivid 
and painful than the fear of being apprehended that no threat of 
legal punishment deters the addicts still at large. Those who know the 
magnitude of the problem believe it would be impractical to keep all 
addicts in permanent confinement; if not completely impractical it 
would certainly be fabulously expensive. 

The ultimate alternative, in terms of severity, is, of course, the death 
penalty. This has been suggested in some quarters, not so much on 
the theory it would restrain the addicts yet alive, but on the hypothesis 
that it would thin their numbers. I cannot believe that the public 
would put up with such mass bloodshed, nor is it either necessary or 
desirable, as long as any other approach is possible. _ 

Of course drug addiction is not new. It has been going on for cen- 
turies in many parts of the world. This automatically raises the ques- 
tion as to whether the situation in other countries has been the same 
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as ours. The fact is, that in many places their experience has been 
quite different. 

In the United Kingdom, the regulation regarding the prescription of 
narcotics states : 


The continued supply of drugs to a patient, either directly or by prescription, 
solely for the gratification of addiction, is not regarded as a “medical need.” 


However, 


Morphine or heroin may properly be administered to addicts in the following 
circumstances, namely: “(a@) Where patients are under treatment by the gradual 
withdrawal method with a view to cure. (b) Where it has been demonstrated, 
after prolonged attempt to cure, that the use of drugs cannot safely be discon- 
tinued entirely, on account of the severity of the withdrawal symptoms produced 
(c) Where it has been similarly demonstrated that the patient, while capable 
of leading a useful and relatively normal life when a certain minimum dose is 
regularly administered, becomes incapable of this when the drug is entirely dis- 
continued.” 

Senator Burier. Doctor, can I ask you a question at that point? 

Dr. Howe. Yes. 

Senator Butter. How long can a person continue the use of narco- 
tics without going just to pot ¢ 

Dr. Howe. We don’t know. There have been—the Mayor’s Com- 
mittee Report where they studied those addicts at Bellevue from 1928 
to 1930, they had one who had been there 50 years, and certainly 20, 
30, 40, it is not uncommon at all. 

Senator Butter. Would you say he was not an abnormal person ¢ 

Dr. Howe. Well, I wouldn't want to say for 1 minute that this does 
not affect them mentally and make them as efficient as they would be 
without it. But the fact is, in my opinion, that the great proportion 
of them could work and carry on more effectively than they do now 
if they had a minimal amount of the drug, of course, under medico- 
legal control. 

Nobody is suggesting that you hand this out. That is ridiculous. 
This is not peddling it on the street. But if you were under medical 
care, I believe the greater proportion of the addicts would be returned 
to industry. 

Senator Burier. But, doctor, when he is under the type of medical 
care he is referred to, he is a free agent to move about as he wills ¢ 

Dr. Howe. That is right. 

Senator Butter. And you have no way of knowing what he does 
when he leaves the clinic? 

Dr. Howe. That is perfectly true. But 

Senator Burier. And he may want a little more to get hopped up 
or something of the kind. 

Dr. Howr. They don’t get more hopped up; they get more seda- 
tized. 

Senator Butter. They do really ? 

Dr. Howe. That is right. 

Senator Dantev. That is on the two drugs you are speaking about ? 

Dr. Hower. That is right. I am not talking about marihuana or 
cocaine. 

Senator Butter. What is the relation of the drugs you are speaking 
of and marihuana and cocaine? Do they induce the desire to take 
marihuana and cocaine ? 

Dr. Howe. They are stimulating drugs: they are not sedative drugs. 














1324 ILLICIT NARCOTICS TRAFFIC 


Senator Burier. I see. Does the sedative drug in any way stimu- 
late the appetite of the addict to take the other drugs to stimulate 
him and build him up, get him out of his lethargy ? 

Dr. Howr. Taking opiates there is, first, what is called a honey- 
moon period. That is, he gets somewhat of a real elation; he, at least, 
is not elated, but he has a very pleasant feeling that he desires. 

But after he has taken it for a little while, that disappears, and 
he only takes the drug to escape the withdrawal symptoms. He feels 
just as you and I do, they will tell you; they only take it to feel nor- 
mal, because when they do not take it, they are distressed, they have 
all these physical symptoms. 

Now, later on they may try to take more to try to get back some of 
this honeymoon experience, and they may in increasing it. So there 
is no question about that, they would, perhaps, like more. 

Senator Burier. Doctor, they take it to make themselves feel nor 
mal, but they must be very abnormal people when they take it. 

Dr. Hower. Perhaps I should state it in this way: They take it to 
escape the abstinence symptoms, that is the terrific nervousness, pain, 
and so on, that will come on every 4 or 5 hours if they do not have it, 
so that when they do have it, they behave just like anybody else. 

Senator Burier. And they are not more easily led into crime or 
other criminal ways ¢ 

Dr. Howe. Well, not particularly. You take in the other countries, 
as I state later on, the criminal addict is unknown. In England—I 
have got papers here from Walker—— 

Senator Butter. You would say the alcoholic is much more of a 
potential threat to society than the addict? 

Dr. Hower. No question about it. That goes without question. 

Senator Danir.. Well no, Doctor, you might have said something 
a moment ago that you did not mean exactly as it was said, that the 
drug addict, when he had his heroin or his morphine, that he then 
is restored to a normal situation as far as he is concerned, and, there- 
fore, he can go about his business just as anyone else. 

Dr. Hower. That is right. 

Senator DAnie., Now, is that an accurate statement ? 

Dr. Howe. That is right. 

Senator Danrev. Well, previously I thought you had said that a 
person under the influence of the drug to that extent, enough to make 
it comfortable, would be relieved of the fears that other people would 
have in their mind concerning various matters ? 

Dr. Howe. That is right. 

Senator Danie... So that, therefore, the drug addict may be restored 
to normality, so far as he himself is concerned, but as compared with 
other people he certainly would be in an abnormal position as far as 
his mind is concerned; would he not? 

Dr. Howr. No. We don’t think that because a person is comfortable 
and is not worried about things that that is abnormal; that is what 
we are all striving for, but most of us try to get that position without 
drugs. 

Senator Daniei. Now, I believe you previously said, though, that 
a person in that state was relieved of many of the fears that ordinary 
people would have. 

Dr. Howe. That is right. 
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Senator Danie... And he is relieved of the restraints that ordinary 
people might have ¢ 

Dr. Howe. That is right. 

Senator Dante. I believe you said that a person in that condition 
might find it easier to commit a heinous crime that he previously in- 
tended to commit than the ordinary person; is that right ¢ 

Dr. Hower. Yes, that is right. But, as a rule, the addicts do not 
commit heinous crimes. I am not talking about marihuana or cocaine. 

They produce, on the whole, pickpocketing, thieving, counterfeiting, 
and all that kind—I don’t mean counter feiting, I mean writing 
checks, and all that kind of business. They go in more for that type 
of crime, as a rule, than the serious crimes. 

You don’t find it—there are murderers. There was one that I men- 
tioned in that paper, in Chicago, who would get his drugs and killed 
four men, who took some brickbats and put them in a gunnysack, and 
instead of just holding them up, he hit them on the head. 1 am sure 
he must have been a very abnormal person. 

The police had known of these murders, but they didn’t know by 
whom they were committed, how they were committed, or by whom. 
They apprehended this fellow Townsend, and then he admitted that 
he had done this. 

Senator Dante... He was a dope addict ? 

Dr. Hlowr. Yes, 

Senator Danie... Well, Doctor 

Dr. Howr. But that is not the usual thing at all; that is not the 
lisual type of crimes that drug addicts commit. 

Senator Danie... Doctor, I am sure that is true with respect to the 
physicians that you have treated, and maybe other patients you have 
treated. But, in order to get your comment on it, 1 just want to say 
to you that the committee has evidence from many law enforcement 
oflicers saying that is the type of addict that they are bothered with 
nowadays, and I know that you are familiar with that. You recog- 
nize that there is an argument to that effect ? 

Dr. Howr. That is right. 

Senator Dante. Which is right, I do not know. I hope we will 
lave enough statistics here to help us clear up the matter. 

But now, if you have two people with the same mental faculties, 
one under enough heroin or morphine to take care of his addiction, 
and the other person not addicted at all, not under the influence of 
any type of opiate, what would be his mental faculties as compared 
with a person, a normal person, without any opiates ? 

Dr. Howr. Well, he is quiet, he is comfortable, and he wants to be 
let alone. He will do his job; he has no enemies or anything. 

Senator Danren. Can he do his job as efficiently as the other man? 

Dr. Hows. I do not say he could absolutely as efficiently. We would 
like to get these people away from it. But it has never been accepted 
in this country that a person can be relatively normal and take the 
ininimum amount of his drug, and perform his function, which is 
true. That particular question can be much better answered by Judge 
(;oldstein here, who has 

Senator Burier. Doctor, is an addict generally satisfied to take the 
minimum requirement for his needs ¢ 
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Dr. Howe. Well, as a matter of fact, that is the question that they 
all bring up, that why doesn’t he—if he could get it, he would get 
more and more and more and more. 

Well, he is limited now. The addicts are limited now. They can- 
not afford a $50 a day habit, a lot of them. They take one or two/ 
sixteenths a day. They are limited, and we find no difficulty with 
medical addicts. 

It is getting them on a—I don’t mean—due to the tolerance we may 
not gradually have to increase it, but if this addict were under medical 
care, that would be determined. If we felt, if the doctor had evidence, 
that he thought the man needed more drugs, he would send him to a 
hospital and have it determined, and he would tell the clinic, or what- 
ever it is, that this individual does need more drugs. 

Senator Dantet. Doctor, would you let the individual under the 
influence of an opiate, for instance, drive automobiles? Today a per- 
son under the influence of alcohol would not be permitted to do that. 

Dr. Howe. No. 

Senator Daniet. What about the person under the influence of her- 
oin or morphine? 

Dr. Howe. Well, of course, if he had enough to put him to sleep, he 
wouldn’t. But the ordinary dose, they could drive an automobile just 
as well as anybody else could. 

Senator Dantex. If they had the ordinary minimum dose ? 

Dr. Hower. That is right. 

Senator Danrev. To make them comfortable? You think it would 
be safe to put them out on the streets to drive an automobile? 

Dr. Howe. I certainly do. 

Senator Dante. Doctor, who is going to be the judge of that fine 
line, as to whether the individual addict has had enough to be safe or 
enough to be dangerous behind the wheel of an automobile? 

Dr. Howe. According to our plan, every person who wished to under- 
go this form of care and treatment would be sent to a hospital. There 
1e would be studied. 

In the first place, they would find out if he is an addict. They would 
find out his narcotic needs, and then he would be referred to a doctor 
or a clinic or something with the statement that he could have so much 
of this particular drug that seems to keep him comfortable. 

Now, if the addict a little while later says that “I have withdrawal 
symptoms. I am not comfortable, I want more drugs,” send him back 
to the hospital and have that determined. So that you could do all 
this, if they would only do it, I mean, if there were only facilities, and 
they would be allowed to do it. 

Senator Dante... It would be taking a big chance, though, would it 
not, on the professional ability of the person making the judgment and 
whether or not the addict is telling him the truth. 

Dr. Hower. Well, you can tell; the withdrawal symptoms are per- 
fectly obvious to see. They perspire, their noses run, and everything 
else. 

I have known at Lexington they do all kinds of things to make be- 
lieve that they were having withdrawal symptoms in other ways, and 
they are very clever at doing all sorts of thing. But if you had them 
in a hospital and were studying them from that standpoint, I think 
doctors could tell whether he really needed more or not. 
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Senator DanteL. You will excuse us for asking so many questions. 
Dr. Howe. I want you to do so. 

Senator Dantrev. You have studied this proposal more than any other 
person and, as I understand it, you are the author of the New York 
Academy of Medicine’s report in favor of this proposal; are you not ? 

Dr. Howe. I was chairman of a subcommittee which studied this 
problem, and then we wrote this report, which was the one that 
passed—I was chairman of a subcommittee of the public health com- 
mittee of the New York Academy of Medicine. 

We studied this problem ; we made this report, and then it was unan.- 
mously approved by the public health committee, and then approved by 
the president of the academy. 

Senator Dante. That is the New York Academy of Medicine? 

Dr. Howe. Yes. 

Senator Danteu. It is approved by the committee and the presidens. 
We will let you go ahead. 

Senator Burier. Doctor, may I ask one more question, before you 
proceed ¢ 

Dr. Howe. Surely. 

Senator Burier. There has been some evidence here that some people 
become addicts simply to keep the addict comfortable or keep him com- 
pany, or just to get in the swim, so to speak. 

Now, if it becomes generally known that addiction would be aided, 
and anybody who becomes an addict can always be kept in the happy 
and comfortable position of being satisfied, wouldn’t you have a great 
tendency on the part of the addict to induce others to come in by 
simply saying, “Well, here it is a wonderful thing and a wonderful 
sensation, and there is no harm, you don’t take any chances now. You 
can come in and keep this going, and live in this beautiful state all 
your life at public expense.” 

Doesn’t that multiply your addicts ? 

Dr. Howr. No. Let me tell you the answer to that, which is this: 
We believe very decidedly that if you afforded all the present addicts 
their drug through a doctor, they cannot get it any place else, that that 
would, to a large extent, destroy the black market. 

If you undersell them, if there is no profit at all in narcotic drugs, 
the black market cannot live and thrive. 

You say, “Oh, well, they will make new ones.” Well, they can’t 
live much on trying to induce 

Senator Burier. I know you may dry up the black market, but 
the addict who talks to his brother or his sister or some member of the 
family and says, “This is a wonderful sensation,” let us put the profit 
motive out of it—here is a man who wants to live in this limbo, or 
whatever you want to call it 

Dr. Howe. Where is he going to get his drug? 

Senator Butter. And induces him to become an addict, with the 
assurance that he will never suffer the pains of the lack of the opiates. 

Dr. Hower. May I ask you this: where will they get their drugs? 

Senator Burier. He would get it from your clinics, would he not? 

Dr. Hower. No, he wouldn’t. Nobody could get that unless they 
had had hospital examination and been referred to a clinic and told 
how much he could have. That is what was brought up 

Senator Butter. Doctor, is it not a fact that you would give to the 

addict—you would not give him enough to make him come back every 
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4 or 5 hours, you would give him enough for every 20 hours. If he 
wanted to share that with his little brother, he coul ny do that. 

Dr. Howe. Well, that is a matter of administrative detail. 

On the whole, the idea would be, to start with anyway, probably to 
give every one of them by hypo. It would have no drug. He could 
not spread it around anybody else, and we believe that there are cer- 
tain ways that these drugs can be made to last longer, that you can 
give him one hypo a day, just as we have insulin, that lasts over sev- 
eral periods, and he could—you see, that could quite easily be done. 

He would go to a clinic once a day, and he would get enough drug to 
keep him comfortable for 24 hours. 

Senator Burier. If he shares that with his neighbor 

Dr. Howe. How can he share it with his neighbor when it is in his 
arm ¢ 

Senator Butter. I see. You store it up in his system. 

Dr. Howe. It cannot get out, he cannot get it out and give it to his 
neighbor. 

Senator Burter. You would not give it to him to give to his 
neighbor ? 

Dr. Howe. No, put it in his arm, hypo. 

Senator Butter. You could do that, could you not? 

Dr. Hower. Surely. 

Senator Daniex. Could you give him a shot large enough to last 
him for 24 hours, without making him for the first few hours very 
much beyond the line of being able to carry on his regular duty ? 

Dr. Hower. That has been done with other drugs. Merck says it 
is perfectly possible to do, and nobody has actually done that yet, 
to make depots where it would be gradually absorbed, but it is believed 
that that is a perfectly possible thing to do. 

Senator Dantex. It has not been worked out yet? 

Dr. Howe. Not for thisdrug. It has for others. 

Senator Dante.. Now, doctor, I notice in the report of the New 
York Academy of Medicine that there you say at no time should he 
be given a supply of narcotics adequate for more than two days. 
Would the Academy contemplate that you would give the drug addicts 
some supply of the drug to administer to themselves ? 

Dr. Haws: Well, of course, that is exactly what you do to the medical 
addicts which, as I say, there are many more of them than they are 
this type of addict. Of course, they are a higher-type person. They 
want to be comfortable, and they take it as directed, the way they do 
everything else. 

Now, this whole business has to have individual evaluation and 
treatment. This person might be able to be given enough so that he 
would just use it for himself for 2 days; a lot of others could not. So 
that we have left entirely, we think you, working with the medical 
profession, should make the rules. 

Senator Danrev. What is your personal impression about it? Do 
you think it would be all right to give some of the addicts enough drugs 
to take care of them for 24 hours, or, sav, 2 days? 

Dr. Hower. That is what they do in England and, as they say, every 
addict—they just give him enough to keep him comfortable. They 
do not sell any of it. 

I have evidence of it right in here. Walker says that very thing, 
there is no evidence that they spread it around. 
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Senator DanieL. You know, there is some difference of opinion as 
to what they do in England. I have just returned from interviewing 
their officials, and they have mighty few drug addicts in England. 
They never have had any. I thought, as you have said, that they 
were pretty liberal in their dispensing of narcotics to drug addicts 
that come within their policy. But I found that, on the contrary, the 
doctors themselves and the Public Health Service and the Inspector 
of Narcotics seem to be just as tight as they can be. They told me there 
are not over 70 people living in England that are being allowed to 
have narcotics for the purpose of maintaining themselves until their 
eventual death, and that most of those are aged people, for whom 
there is no hope of any cure. ‘They are not doing it on a large scale 
like you would propose here. Would you agree to that, in England? 

Dr. Howe. Ii they say they have only got 60 or 70 out of the 317 
they admit, are they still addicts ¢ If they are not taking the drug, 
why are they addicts? 

Senator Daniet. Well, of course, some of them are in prison and 
they will not give any drugs to one who has committed a crime. 

Dr. Hower. Of course, the actual number is not known. There is 
no register in England. I can give it to you right here, and I can also 
give you the reports of Dyke, who is head of the police, and Lyle in 
the Home Department; I can give you that. 

Senator Danret. They claim they have less than 400 addicts in all 
of Kngland, and that is what your papers which I have read say con- 
cerning England. 

Dr. Howr. That is right. 

Senator Daniex. That is not the problem we have. I asked the 
Chief Inspector in England, “What would you do if you had 60,000 
addicts” He said, “I just wouldn’t have any way to recommend on 
that, because we have never had that kind of a problem.” 

Dr. Howr. Why haven’t they had it ? 

Senator Dantev. They just never have had that number in England. 

Dr. Hower. I know; but why ? 

Senator Dante... I do not know. I would like to hear your ideas 
as to why that is true. 

Dr. Howr. Well, I will tell you. You see, where we made our mis 
take was this: In the eighties there were something like one hundred 
or two hundred thousand addicts in this country. 

Then, by the time the Harrison law was passed, that had dropped 
to perhaps, 150,000 or perhaps even 100,000. 

But what hapiienl was that nobody thought about the addicts 
who would give their lives to get their drug. They thought, “We 
will just let them wither on the vine. We will stop this. The doctors 
had been giving it to them. We will stop all this, and they can’t get 
any more drug.” 

So they did. Well, what would happen when there are 100,000 
people who would give their lives to get a drug? Of course, a black 
market would spring up. That is what happened. 

That is where we made our first mistake. 

Then, by 1918, 4 years later, by the official Treasury reports, there 
were a million addicts in this country. Once the traffic got rolling, 
there were 4 times as many, 4 or 5 times as many, addicts as there 
were before, and then it has been diminishing ever since. 


71515—56—pt. 5 





1330 ILLICIT NARCOTICS TRAFFIC 


Of course, prohibition came along, and the fellows who were ped- 
dling drugs went into alcohol, and everybody drinks. 

It was difficult to get addicts, so they all went into alcohol. 

Then the war came along and all that kind of business. So it has 
only been since 1948 or something that they are really back in business. 

Senator Dantex. Doctor, to get the comparison with England, 
though you have to go back to the eighties, and there you will find 
we had a hundred or two hundred thousand whereas England, with 
more people, they didn’t have the addicts, nothing in comparison; 
they never had. 

Dr. Howe. Well, of course, the great difficulty was it was largely 
due to physicians. As I have said in that paper, it was largely due, 
at first, to the injudicious use of these drugs in ills. 

The greatest proportion of these users were women, and they would 
go to the doctor, and they were nervous, they were this, that and the 
other, and the doctor would give some morphine, and if the doctor 
stopped, they could buy it at the drugstore, because it was cheap. 

So, in the beginning, practically all of our addicts were medically 
started, which I am sorry to say is the fact. 

Nevertheless, when you cut off those people, the black market sprang 
up. There always, of course, was a little black market, but it did not 
amount to very much until the passage of the Harrison law. 

I have got a lot of that right in here, if you want to listen to it. 

Senator Danrex..We are going to let you go right on. The only 
reason we have asked you these questions 1s to try to develop the entire 
picture, and I want you to know that we are certainly going to ques- 
tion the witnesses who oppose this view the same way we are question- 
ing you. 

Dr. Howe. I welcome them. It is not that I am trying to insist that 
this is the thing to do. If anybody else can suggest anything better, 
I am glad, but nobody that I know of has come up with anything 
except “put them in jail; cut their heads off; do anything.” 

Now, of course, as I have frequently said, that would be one good 
way to get rid of tuberculosis. If you took everybody with tubercu- 
lusis and put them in a gas chamber, there would be no tuberculosis. 

Senator Daniev. The one thing the chairman is prepared to agree 
with you on is that we are not solving the problem of drug addiction 
in this country today as we should. 

Dr. Howe. Yes. 

Senator Dantev. And so we should hear everybody’s idea as to 
how we can do it. 

Dr. Howe. Shall I go on? 

Senator Dantex. Yes, sir. 

Dr. Howe. In the United Kingdom, there are only 317 known ad- 
dicts, of whom 169 are women and 148 are men, and most of them are 
over 30 years of age. Morphine is used by 65 percent, heroin by 17 
percent, and Demerol by 16 percent. The patient’s physician is the 
sole judge as to whether the patient should have continued adminis- 
tration of drugs and the amount prescribed. 

The physician may give drugs or prescriptions for drugs to addicts 
and the drugs may be obtained free through the national health 
scheme. The only circumstances in which the police communicate 
with physicians treating addicts is where fraud is suspected, as when 
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the pharmacist reports a suspicion of altered prescriptions, or had 
evidence of the addict receiving drugs from several sources at the 
same time they would communicate with them. ; 

With no black market, there is no effort to form new addicts, In 
1954, the British Customs made 108 seizures; 68 were of marihuana, 
39 of opium, and only one of opium alkaloids, that’s heroin and so on. 

In a report on Drug Addiction in Canada, prepared by a Special 
Committee on Narcotics Community Chest and Council of Greater 
Vancouver, we find the following: 

North American efforts at control have been spectacularly ineffective in reduc- 
ing drug addiction, and drug trafficking, the thieving and moral degradation that 
supports the illegal drug trade. * * * 

Several other countries also concentrate their punitive activities against 
illegal traffic, but look upon the addict as a medical problem. Thus, Norway, 
Sweden, Denmark, Netherlands, Belgium, France, Austria, Switzerland, Italy, 
Australia, and New Zealand number their addicts in hundreds or less. 

For example, in 1949, with a population of 1,902,000, New Zealand estimated 
her addict population at 45. These countries are virtually free from illegal 
drug traffic. They have difficulty in understanding our concept of the criminal 
addict, for their addicts are not driven to crime in order to support their 
addiction. 

Many people recoil with horror at the suggestion of furnishing 
low-cost drugs to addicts, even under the best system of supervision 
which our Government can devise. For those of us who want to pass 
laws prohibiting everything undesirable, and many Americans seem 
to, it isa thoroughly startling idea. 

The public has yet to grasp the fact that addicts are dangerous 
when they are without their drugs, not when they are with them. 
They do not realize that in Britain this problem has been solved. The 
question, therefore, clearly is: Why should we have narcotic laws, 
the practical effect of which is to force people to rob, steal, proselyte, 
and prostitute, in order to support their habit, especially when the 
need for criminal activity can be prevented for a few cents worth 
of drug per addict, per day ? 

Senator Butter. Doctor, may I interrupt you at that point? 

Dr. Howe. Please do. 

Senator Butrter. You say in Britain the problem has been solved. 
But is it not true that the people of Britain find other means of escape, 
probably through alcoholism or some other method ? 

Dr. Howe. Well, I think that the business that this is an escape 
problem has been a little overdrawn. I think that when they get 
started, these children, they do so as a curiosity, and so on. I do 
not think that most 17-year-old kids have very great need for escape. 

Senator Burier. Well, addiction among the younger group has 
gone down, has it not? 

Dr. Howe. Well, it has in the Chicago area, they say, but it has not 
here, so far as I know. 

Doctors I have written to in Chicago say they thing it is; and, 
of course, after the 1920’s it went down among the children. But 
the traffic gets going, you see, in certain areas, and it was not in 
Harlem at that time. 

They had very few Negroes in the 1920’s when they had the clinics 
here, and until recently, until about a year ago, it was not all in the 
lower East Side of New York. We have plenty of poverty and things 
down there, but the traffic had not gotten down there. But the last 
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year or two, they are having an increase in the lower East Side of 
New York. 

It is all when the traffic gets going in any direction, then you find 
addicts are made, particularly among these children, 

One may also consider that, after 40 years of the Harrison Act, the 
addict still obtains his drug, unless he is in the strictest form of 
incarceration. 

We are not saying to give the addicts more drugs. We are simply 
advising a different method of distribution. The Government says 
he cannot get it legally; therefore, he has got to steal and rob, and 
so on, in order to get it. 

Well, he gets it, but we believe there is a better method of distri- 
bution than that. We are not in any way advocating that they get 
more than they need. But every addict gets his drug right now. 
As I say, unless he is in jail, every addict gets his drug, and many of 
them get it in jail, at least they do in New York. : 

Why not let him have his minimum requirements under licensed 
medical supervision, rather than force him to get it by criminal 
activities, through criminal channels? We now have, in the narcotic 
black market a matchless machine for the manufacture of criminals. 
Isn’t it about time we looked over the horizon to see how the problem 
has been solved elsewhere ? 

Now, I would like to offer this full academy report in your pro- 
ceeding. 

Senator Danie. This is a report of the New York Academy of 
Medicine? 

Dr. Howe. Yes. 

Senator Danie. It will be received and made exhibit 2 of the 
record, and included in full in the appendix. 

(The report mentioned above entitled “Report on Drug Addiction 
by the New York Academy of Medicine, Committee on Public Health, 
Subcommittee on Drug Addiction,” reprinted from Bulletin of the 
New York Academy of Medicine, August 1955, 2d series, vol. 31, No. 8, 
will be found in the appendix at p. 1689.) 

Dr. Hower. I will go over shortly some of the proposals. This is a 
very short summary of the academy proposals, the proposals of the 
New York Academy of Medicine. 

The objective is to stamp out drug addiction as completely as pos- 
sible. The crux of these objectives is to diminish the number of in- 
dividuals becoming newly addicted. The natural decrease with time 
in the number of existing addicts must not be overbalanced by the 
formation of new addicts at a more rapid rate, Indeed, if the objective 
of little or no addiction is to be achieved, there must be little or no 
formation of new addicts. he 

Furthermore, whatever the policy adopted to abolish new addiction, 
there still remains the responsibility for those presently addicted. _ 

Concurrently with the attempt to stop the formation of new addicts 
efforts should be directed to rehabilitate as many presently addictec 
persons as is possible. As a second objective such efforts should not 
only reduce the prevalence but would also contribute to stopping the 
spread of addiction. alee 

Finally, medical supervision should be provided for individuals 
already addicted to narcotic drugs who are resistant to rehabilitation, 
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The committee proposes a six-point program to achieve objectives. 
It should be emphasized that all measures are to be instituted, not 
just one. 

1, There should be a change in attitude toward the addict. He is 
a sick person, not a criminal. That he may commit criminal acts to 
maintain his drug supply is recognized; but it is unjust to consider 
him a criminal simply because he uses narcotic drugs. 

2. The committee believes that the most effective way to eradicate 
drug addiction is to take the profit out of the illicit drug traflic. 

I would have all profit salen out of these drugs. I mean, phy 
sicians—I mean as far as drugs are concerned, by physicians, phar- 
macists; if there is no profit in it, no black market can exist. 

The causes of addiction are cited as: Maladjustment; underprivi- 
lege; broken home; poverty. Such conditions may well be contribu 
tory factors, but they are not of themselves the prime cause. Rather, 
profit looms large as the principal factor. 

In seeking ways to veldie the formation of new addicts, it is helpful 
to consider the mechanisms of addiction and its spread. Availability 
of the drug, ignorance, curiosity, and persuasion are the necessary in- 
gredients for initiating drug use. 

Curiosity and the need to conform to the behavioral code of his age 
group is probably a factor in attracting an adolescent to the use of 
narcotic ies In this group, it is common practice to designate a 
nonuser as “chicken” or as “a square” if he refuses to use oe 

For certain individuals the ridicule of his fellows is unbearable; 
even though not wishing to do so, he finds himself taking drugs, and 
ultimately, an addict. 

Prospective users are furnished drugs by the “pusher” until addic 
tion occurs. But once this has taken place, the addict is required to 
pay for every dose, and thus a life of slavery begins. ‘Therefore, the 
formation of new addicts is principally the result of commercial 
exploitation. 

Contained in the preamble of the Payne bill is this assertion : 

Tilicit traffic in narcotic drugs for profit are the primary and sustaining sources 
of addiction * * * 

If all profit was removed from dealings in narcotic drugs, there 
would be no incentive in giving away these drugs in an attempt to 
addict others. 

The addict should be able to obtain his drugs at low cost under Fed- 
eral control, in conjunction with efforts to have him undergo with- 
drawal. Under this plan, these addicts, ag sick persons, would apply 
for medical care one supervision. Criminal acts would no longer 


be necessary in order to obtain a supply of drugs and there would be 


no incentive to create new addicts. 
disappear from lack of patronage. 

Since about 85 percent of the pushers on the streets are themselves 
addicts, they would be glad to forego this dangerous occupation if they 
were furnished with their needed drug. Thus the bulk of the traffic 
would substantially disappear. 

By its very nature this traffic requires many 2 rey scattered in dif- 
fuse neighborhoods. If a few unaddicted pushers were all that re- 


mained to carry on the trade, they would present a lesser problem for 
apprehension by the police. 


gents and black markets would 
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3. An integral part of the program would be medical supervision 
of existing addicts, with vigorous efforts toward their rehabilitation. 
No particular philosophy of ee out drug addiction and traffic 
has an exclusive proprietary of rehabilitation. Whatever the method 
it must include a plan and operation to rehabilitate the existing addict. 

This objective carries three parts: (1) Persuasion of the addict to 
undergo treatment and rehabilitation; (2) appraisal of the methods of 
treatment and their success; (8) supervision of addicts who are re- 
sistant to undergoing treatment or refractory to treatment. 

By a change in social attitude which would regard him as a sick 
person, and by relieving him of the economic oppression of attempt- 
ing to obtain his supply of drug at an exorbitant price, it will be possi- 
ble to reach existing addicts in an orderly dignified way, not as a pro- 
bationed person or sentenced criminal. 

They would come under supervision in the interest of health, not 
because of entanglement with the law. Thereafter, on a larger scale 
and in a humanitarian atmosphere, there would be opportunity to ap- 
ply persuasion to undergo rehabilitation. It is reasonable to expect 
that more might accept the opportunity. 

Now, we have our large police forces hunting for them, The minute 
you offer it to them, the addicts would run to you. 

The first day the clinics were opened here in New York, 1,500 people 
appeared. 

enator Danre.. That was in what year ? 

Dr. Howe. 1919. 

Senator Dante... 1919? 

Dr. Howr. Yes, I will tell you about that. 

It is a temptation to think of addicts as a homogeneous group, 
whereas all that they have in common is their addiction. They differ 
in age, personality, constitution, social and cultural environment, and 
length of time of addiction. 

Each addict is therefore an individual therapeutic problem. Pres- 
ent efforts to convert addicts into abstainers have comprised removal 
of the drug and then institution of rehabilitative measures. Physical 
dependence on drugs can be removed by the withdrawal treatment. 

The mental and emotional fixations, however, are to be overcome 
only through the individual’s own efforts and desires. So that is 
very important. 

sychotheraphy cannot be forced upon him with any hope of lasting 
benefit. You cannot force it on him, 

Rehabilitation of severely addicted individuals to the point where 
they abstain from drugs for the remainder of their lives have been 
shown to be an extremely slow process with an equally low rate of 
success, 

The present therapeutic regimen has suffered from premature ter- 
mination of support to the patient. There is need to maintain continu- 
ing contact with Cee addicts so that they may be helped in re- 


sisting the return to use of a drug in stress situations. A counseling 
service for them is urgently ek 

Not all addicts subscribing to the proposed plan will agree at once 
to undergo treatment. In accord with this concept that treatment of 
the addict must be individualistic, the committee believes that in ap- 
propriate institutions it might be well to try a reverse order. After 
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the addict has enaeepene education and rehabilitation and has ob- 
rere might be more success in inducing him to 


tained employment, 
give up his drug. 

It has been asserted that many addicted individuals become enslaved 
between the ages of 17 and 20, 

Senator Danteu. Doctor, is a person who is under enough opiate to 
mee him comfortable, is he mentally in condition to take psychiatric 
guidance, social guidance and to get a job? 

Dr. Howe. Well, he can get a job. They can work perfectly well. 

Senator Daniet. You think people would employ addicts ? 

Dr. Hower. They do. Oh, yes, if they don’t know he is an addict; 
but they could be employed. 

Senator Dantet. Wales this system employers would know he was 
an addict, because later you recommend that they fingerprint the ad- 
dict. I image also that they would probably know he is an addict if he 
truthfully answered the application forms of most employers. 

Dr. Howe. Of course, ae talovs. as I say, there should be a change 
of attitude toward the addict. Not that we are making it as socially ac- 
ceptable as alcohol. Alcohol is a socially acceptable habit, but it should 
be realized that an addict, who is taking his regular amount of drug, 
can be employed usefully. I mean, that is part of education that we 
go into a little here; that is the education of the public. 

Of course, they are afraid of them. We recommend all of the safe- 
guards, surely. You should get this man and you should—you should 
not consider him a criminal simply because he 1s taking narcotic drugs. 

Senator Dantev. Is he is a position while under the opiate for you to 
give him social and psychiatric guidance ¢ 

Dr. Howe. Yes, certainly, 

Senator Butter. Doctor, if he does not get employment, will he be 
ew a to still keep on pushing or would your plan just supply every- 

| 

Dr. Hower. I do not know where he would get it. I think the black 
market would completely disappear. Everybody who wanted to be- 
come an addict would have to do it through medical sources. 

Of course, there have always been bad doctors, but I think that you 
can control the bad doctors. 

Here you have got a record of all the addicts. You have got a rec- 
ord of every prescription or every dose that a doctor gives. You are 
in a position, at least, to see what would happen, and you can control it. 

Now, you do not know anything about it; you do not know who they 
are, you do not know who their contacts are; you know, you do 
know, they are in crime. This way you take them out of crime, and I 
am sure you would—— 

Senator Dantev. You are speaking only of the opium derivatives. 
You would still have cocaine and marihuana not covered by your plan, 
and wouldn’t you still have a black market there and some of those 
pushers trying to get these addicts into that? 

Dr. Howe. I do not think that amounts to much. 

In the first place, the black market in cocaine here in New York 
anyway amounts to very little now because it is too expensive. 

Sure, you will have marihuana, and you will have alcohol, and you 
will have some of these other things, but I do not think—I think those 
can be controlled. 
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Marihuana is not an addicting drug. They like it. Many people 
have told me they prefer it to alcohol because they get about the same 
effect, and it ischeaper. They can get a good drunk for fifty cents, and 
it costs them more than that to get the same eeffect through alcohol. 

Senator Danie. But it is habit forming. 

Dr. Hown. No, it is not. 

Senator Danrev. Marihuana? 

Dr. Howr. No, it is not a habit-forming drug. Neither is cocaine. 

Senator Danie. Have you found a lot of people who have used 
marihuana, who later go into heroin and other addicting drugs? 

Dr. How. Yes, many of them start with alcohol. They get used to 
trying drugs to get some kind—somebody comes along and says, “Here 
is a better thrill than that one. Now, try a shot of heroin.” 

Senator Danie.. So that no one who reads these questions and an- 
swers will feel that we have in anyway discredited or minimized the 
dangers of marihuana, you do agree it is a very dangerous drug and 
should be fought in every way ¢ 

Dr. Howr. Yes. Lam not denying that at all. 

Senator Daniet. Right. 

Dr. Hower. Because I did not include them. I am not in favor of 
them, but as far as cocaine goes, they tell me in the night clubs in 
Havana that the doormen will sell you cocaine, I have been told that, 
I do not know, but there is nothing like that here. 

It is very expensive, and they use it very little because of that fact. 

After the addict has undergone education and rehabilitation and 
has obtained employment, there might be more success in inducing 
him to give up his drug. It has been asserted that many addicted 
individuals become enslaved between the ages of 17 and 20. 

It is evident that addiction then occurs before the individual has had 
an opportunity to acquire a skill by which he can earn an honest living. 
If he is furnished his drug in required amount, he may be willing 
to be trained in a useful trade. 

When he has been enabled to maintain his livelihood with his for- 
mer fears and strains removed, he may be willing to give up his drugs. 
Thus a change in social attitude and a different therapeutic approach 
in appropriate instances might offer more success in persuading an 
addict to undergo treatment and in the results of that treatment. 

Addicts resistant to undertaking therapy and continuously refrac- 
tory to therapy, despite all efforts, should be supplied legally and 
cheaply with the minimum amount of their drug needs; and efforts 
to persuade them to undergo rehabilitation should be continued. 

It is suggested therefore that there be developed a program whereby 
sufficient amounts of drugs can be legally and inexpensively supplied 
to addicts, while attempts are being made to have them undergo treat- 
ment. This service for narcotic addicts should be instituted in dis- 
pensary clinies, preferably attached to hospitals, whether Federal, 
municipal, or voluntary. 

No person should be given drugs at such a service clinic unless he is 
willing to enter a hospital for evaluation of his drug needs. After a 
careful medical evaluation he should receive at cost from the service 


clinic the amount of drug which it has been medically determined 
that he requires. 
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It will be seen that this recommendation is humane, reasonable and 

yromisingly effective method of distribution. It should be remem 
cea that every addict will get his drug. Under the present laws to 
do that he must “push,” rob, steal, burglarize, or commit forgery. 
For he is desperate when he is without drugs. 

This part of the program containing provision for distribution of 
drugs to addicts has been opposed on the basis of previous short-lived 
experience with drug clinics, Admittedly some of the clinics were 
abused ; others had success, 

In any event, there was insufficient time for them to demonstrate 
their merits. There is an aura of mystery surrounding the peremptory 
and premature closing of them. From the available facts it would 
appear that they were closed, not because they failed, but because 
operation of them did not accord with the prevailing philosophy of a 
punitive or criminatory approach to a medical, social, and economic 
adjustment problem. 

Senator Danrev. Those are the clinics of 1919 and the 1920's; is 
that right? 

Dr. Howr. That is right. I am going to tell you about that in just 
about one minute, 

4. It is proposed that there be no relaxation in the efforts toward 
complete and permanent elimination of the supply of illegal narcotic 
drugs and that provisions for suppression of illegal traffic be retained. 

It is the committee’s belief that the suggested plan to remove the 
yrofit would diminish illicit traffic. Whatever illicit operations were 
eft after its application should be vigorously eradicated by appropri- 
ate laws, their enforcement, and provision for suitable penalties. 

Here illicit traffic should be redefined to allow provision of drugs 
to addicts under medical supervision and treatment. This procedure 
should be surrounded by suitable safeguards. 

Initially, it would be essential to provide the trained staff necessary 
to apprehend the peddlers, siebeelen and importers. It goes with- 
out saying that this group will not give up its lucrative business with- 
out astruggle. Buta dearth of drug users, combined with severe penal- 
ties for dealing in narcotics, could be expected to put an end to the 
illicit drug traffic within a relatively short time. 

It should be emphasized that the law should draw a distinction be- 
tween the addict and the nonaddict in its provision. The convicted 
nonaddict trafficker should feel its full force. 

5. Adolescent addicts are reported to have said that they would not 
have taken drugs in the first place if they had known that they were 
going to be addicted. 

Such statements of youth are a strong argument for a good educa- 
tional program for young people. The adult user. too, reports that 
he did not know the dangers of narcotic drugs when he began their use. 
If such reports are correct, it would appear that an educational pro- 
gram for adults as well as for adolescents is needed. 

Furthermore, there should be impressed upon the population the 
need to treat addicts, to apprehend illicit drug dealers, and to avoid 
the use of such drugs except under medical supervision. 

_ 6. One of the great difficulties in planning for a medical approach 
in the care and supervision of addicts is the lack of accurate infor- 
mation on their number. So long as they are stamped as criminals 
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that difficulty will exist. It is a merit of the medical approach that by 
adopting the proper attitude toward them, it should be possible to 
study the epldeetichie of drug addiction and acquire information 
about the magnitude and pathogenesis of the disease. 

It is the opinion of the committee that this program, taken in its 
entirety, is a reasonable and humane approach to the solution of drug 
oo It must be frankly admitted that there is no ideal or perfect 
solution. 

Of the two possible approaches to the solution of the problem, the 
punitive as against the medical, it becomes a matter of judgment as to 
which gives the more promise of effectiveness and contains fewer points 
of vulnerability. 

In judging between them the committee believes that the evidence is 
preponderantly in favor of its proposed program as the more promis- 
ing means of ridding the Nation of drug addiction. 

That was unanimously signed by the committee. 

Senator Danrev. That is your committee report of the New York 
Academy of Medicine? 

Dr. Howe. Yes. 

Senator Danten. And signed by all of the members of your com- 
mittee ? 

Dr. Hower. It is signed by all the members of the committee; and 
then it was approved by the full committee unanimously, the commit- 
tee on public health of the New York Academy of Medicine on June 
6, 1955, and it was approved by Edward J. Donovan, M. D., presi- 
dent of the New York Academy of Medicine, on June 7, 1955. 

Senator Daniev. That is the usual procedure ? 

Dr. Howe. That is the usual procedure. 

Senator Daniev. Under which the academy works? 

Dr. Howe. That is right. 

Senator Danren. The various members of the academy do not vote 
on such matters as that. 

Senator Burier. Doctor, will you address yourself for a moment 
to this problem. If these people are known to the addicts during the 
interim period while the public are being educated that they could be 
useful workers, wouldn’t they be a group that would be preyed upon 
by the criminal element? They would have no means of support; 
they would have their dope, it is true. 

Dr. Hower. Of course, that is the problem at the present time; that 
is one reason—they get turned out of these cures, so-called; they 
have no means of support, or turned out of jails, either one. 

They know nothing but crime. We have sent them to the best crime 
school we have when we sent them to jail. We have not taught them 
anything except crime. 

They come out, they cannot get a job right away. They have got 
this record behind them, so it is almost sure they will be back into 
dope addiction and crime. 

sg if they go to some committee where they would be at least 


given their drugs, and there should be also an employment agency 
which would try to get them positions, I think it would be well done 
if it were organized that way. 

Senator Burier. But the main prop of your plan is the ability of 
these addicts to be employed profitably ? 
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Dr. Hows, That is right. 

Senator Butter. And I seriously doubt—— 

Dr. Hower. That is right. 

Senator Bur er (continuing). That that is a reality. 

Dr. Howr. That could—that is a reality, and I am sure that it 
would work. 

Senator DanteL. While they were still on the drug ? 

Dr. Howr. That is right, while they were still on the drug, an 
ordinary amount. 

We often have difficulty in telling—somebody would send an addict 
up to me—is he on drugs or isn’t he { 

He comes in, he is perfectly normal in everyway that I can see. 
You examine him and you find that he has some scars on his arm. 
You do not know whether he is taking drugs really or whether he is 
not. 

You give him this drug nalline, and if he has taken them, a great 
many of them, it will precipitate withdrawal symptoms right there. 

But many times from an ordinary physical examination or psy- 
chiatric evaluation, you would not know whether he was taking drugs 
or not. 

Senator Burter. There would not be the possibility of that person 
getting a drug. You would give him withdrawal and know he was 
a nonaddict; you could not start with a nonaddict ¢ 

Dr. Howe. That is right. 

Senator Danret. Doctor, at first blush it would appear to me that 
your recommendation 5, to educate both youths and adults as to the 
dangers of narcotic drugs might run into some trouble when you say 
that you are going to treat them through these clinics, and that they 


can work all right, and they can get jobs. How are you going to 
convince the youth of the country of the dangers of narcotic drugs with 
the attitude you have as to the effect of the drugs on the addicts ¢ 

Dr. Hower. Well, of course, under this plan, I think that it will be 
impossible to get drugs really—of course, it is never going to be im- 


possible, it is a black market, which will disappear. 

Senator Danrev. Under your plan what would be the dangers of 
heroin and morphine? What would you educate the children about? 

Dr. Howe. Well, that they would become addicted. 

Senator Danie. What is the danger of becoming addicted, if you 
can hold a job all right ? 

Dr. Howr. Well, you are tied to a drug for life. 

Senator Danret. Just how will that injure you? 

Dr. Hower. Well, a lot of people don’t even like to be tied to alcohol 
or tied to tobacco. 

Now, I think that they should be told and, as a matter of fact, there 
is evidence—I have a lot of letters given to me by Claire Baldwin, 
that these kids wrote they were so glad they had had education in the 
schools, because somebody came out and offered them a shot, and they 
hang around these schools, and the kids come out after examination, 
and ‘they say, “You feel bad, Buddy? How would you like something 
to make you feel better ?” 

But if they know they should not do that, why, they do not fall into 
that business. 

Senator Danteu. I am just wondering though how you can convince 
them that there are real dangers in becoming addicted to heroin or 
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morphine if the Government has a program of giving that out free 
or at low cost to those who become addicted, and if the Government 
follows your argument and tries to convince the people of the country 
these people are simply sick and they can work, even though they are 
under the influence of the opiates, in other words, won’t there be a 
conflict there? 

Dr. Howe. Well, of course, that is true, and we hesitate to broadcast 
the fact that, perhaps, only 2 percent of addicts are cured. We want 
anybody who is an addict to try to be cured, naturally. 

Well, the minute we say that your chances are 98 percent that you 
will not be cured—we do not like to do that either, I mean. 

But this is a committee—I am trying to tell you facts. 

But I think there are certain disadvantages of that, of telling people 
that a cure is almost unknown. I am not talking about doctors, of the 
people of real intelligence, but I am talking about the ordinary addict, 
as we see it at the present time. 

Now, of course, I think more of them would because they would be 
taken care of by the doctors, and there is a certain lure about doing 
something that you should not. 

During prohibition an awful lot of people used alcohol that never 
used it before and didn’t use it, perhaps, afterward, and that is true 
now. 

These kids glorify somebody who has been over at Rikers Island or 
something, “Oh, he is a hero.” 

There is all that kind of business, which we think would disappear 
with education and taking it out of the prohibition area. 

Senator Danre.. Of course, that idea is only in the minds of a small 
minority of the juveniles and of the adults of the country. 

Dr. Howe. Well, of course, when you look at this, this is, perhaps, 
a minority business anyhow. Nobody knows how many there are. I 
have often wondered how much—we estimate 60,000. They will say 
we get this tremendous amount of this narcotic drug. 

The other day we had 21 pounds, or whatever it was, and Mr. Ryan 
here estimated that was one-eighth of the total supply. 

Well, if that is true, if that much is coming in, that is probably 
enough drug for 150,000 addicts. 

So, I don’t know. I am not saying how many there are, I have no 
idea. Iam sure they have more ideas than I have. 

But here, on the one hand, we say there are not any addicts, and 
then we get a tremendous amount of drugs. What happens to it? 
Don’t people use it? I don’t know. 

Senator Dantet. The point to that is when you say the kids think 
a person who has gone over here to Riverside is a hero, that is only a 
minority that would feel that way about it. Certainly the majority 
of our people look down upon drug addiction. 

Dr. Hower. Of course, that is true. But this comes from these mi- 
nority groups. 

What we are trying to fight is not so much your children and mine 
as it is these people up in Harlem, and it might not be so bad either 
if they did not, every last one of them, turn into criminals. I mean, 
60,000 unnecessary criminals is something to contemplate. 

In the Detroit report, the Detroit mayor’s report, where they studied 
a hundred or so of their addicts, they only found one who could sup- 
port it by legitimate means. 
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If you take a lawyer or a doctor or a musician, who has his profes 
sion, he could, perhaps, support it. But these kids cannot, and they 
are the ones that become the problem. 

If a person can support it, why, he is not as much a problem any- 
way. 

Now, the only reason that I want to tell you a few things about the 
clinics is that there has been so much, I think, misinformation or at 
least as to why they were started, what they did and what they could 
not do. 

They naturally could not cure. They say you should not have clinics 
because they did not cure anybody. If that is the criterion, we ought 

to shut all the hospitals, too. 

But the first one or the one here in New York City, was started by 
Royal Copeland, who was the health commissioner, and here is what 
he says about it—I mean, this is a little excerpt of what he says: 

Within a few hours after the closing of their ordinary sources of drug sup- 
ply, hundreds of addicts were clamoring for treatment. The doctors who had 
been growing rich in this traffic were frightened, and the poor victims had 
no means of relief. On April 10, the New York City Health Department opened 


a clinic for the temporary care of these patients. This is still in operation 
and up to this time more than 7,000 persons have applied there for treatment. 


The original intention in the establishment of this clinic was to meet the urge!t 
emergency of last April. 

Senator DANieL. This is all in 19194 

Dr. Howe. All in 1919. 


It is now a clearinghouse, or admission bureau, preparing the way for the hos 
pital treatment of the patient. Without absolute control of the patient and his 


complete isolation from clandestine sources of supply, there is no hope of cure. 


It isn’t that ambulatory treatment might not be effective if you could 
control the drug, but if he can get it from somebody else, why, it is 
ridiculous. 


Ambulatory treatment is foreordained to failure as long as there are secret and 
illegal methods of obtaining the drug. Under present conditions, therefore, it 
is my belief it will be a very rare instance indeed when a patient is cured outside 
a hospital, or in the absence of equally well-controlled conditions within a private 
house. So far reaching is this evil that no trust can be placed in persons not abso 
lutely proof against cajolery and bribery, or in any surroundings not impregna- 
ble against assault. The cunning and ingenuity of the evil genius presiding over 
this practice are almost beyond belief. 

The clinic has served a humanitarian purpose in that it has provided a place 
for careful physical examination, advice as to needed medical treatment for 
fundamental conditions, and careful oversight of the progress of the drug disease. 
It has saved the addict from the victimizing methods of the doctor who hereto 
fore has exploited the drug patients by charging excessive fees for bogus “‘treat- 
ment” and of the druggist who wickedly profiteered on the drug and not infre 
quently given short weight besides. Attendance at the clinic has given the health 
department time and opportunity for study of the home surroundings, personal 
characteristics, and reliability of the patients. 

The gradual but consistent reduction of the daily dosage at the clinic has 
shortened the period of necessary hospital treatment. Likewise, it has increased 
the value of residence in hospital by sending patients in much better physical 
condition to begin with than would otherwise be the case. The clinic has given us 
a hold on hundreds of addicts who, without it, would be lost to the municipal 
authorities, and, lastly it has made possible a steady flow of patients to the hos 
pital, thus justifying its necessary large personnel, and in every way facilitating 
the problems of hospital administration. * * * 

It will be understood from what has been said so far, that the narcotie clinic, 
important as it is in corralling patients, in gaining their confidence, and classify 
ing and clearing them for the hospital, has no very important part to play in the 
real treatment. 
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Then he goes down to the ultimate result : 


The patients are now being discharged from day to day (from the hospital) 
and are being returned to the community sound in body, if not regenerated in 
mind and soul. Society has a very important problem to meet in the reception 
and placing of these deserving persons. The department of health, with the co- 


operation of various religious and social organizations, is attempting to aid in this 
process of regeneration. 


I am laboring under no delusions as to the ultimate fate of many of our dis- 
charged patients. There can be no doubt that a large number of them will return 
to the drug. The first time sickness comes, or social disaster, there will be re- 
course to the narcotic. Until this community and every other is freed from the 
possibility of obtaining the drug clandestinely, we will have addicts to deal with. 


I would like to give you his original article, and also one by one of 
his assistants in the health department, Dr. Hubbard. 

Senator Burier. Doctor, how long were those clinics in operation 
during that period ? 

Dr. Hower. Nine months. 

Senator Burter. Nine months? 

Dr. Howe, Yes. 

Senator Burier. What was the maximum registration of addicts 
during that period ¢ 

Dr. Howe. Nearly 8,000, 7,000 or something. 

Senator Butter. Out of how many addicts known to be in the 
State of New York? 

Dr. Hower. Well that, I have not seen the figures on. 

Senator Bur.er. But there was considerable addiction at that time; 
was there not ? 

Dr. Howr. What? 

Senator Burier. There was considerable addiction at that time. 

Dr. Howe. Definitely. 

Senator Butter. Far in excess of 8,000? 

Dr. Howe. Yes, sir. Not all addicts, by any means, came to the 
clinic, but quite a few of them came. There were abuses. 

Senator Burier. What was your explanation for the reasons why 
they did not come? 

Dr. Howr. What was that? 

Senator Butter. Why did they not come, in your opinion ¢ 

Dr. Howe. They did not want to become known. Of course, if you 
register at a clinic you are fingerprinted and photographed, and you 
are identified. 

Senator Burier. Suppose you had 40,000 addicts in the State of 
New York at that time. You have only cured your black market by 
a fifth; have you not? 

Dr. Howse. Well, wait a minute. Many of these people had been 
accused of a crime, and these people said they were apprehended by 
the police for crimes they had committed in order to get this drug. 
They were sent back to other cities, and so on, and the addict did not 
want to, in all instances, expose himself to the police for that reason. 
So hestayed away. 

Now, if the addict were free so that he would not feel he was going 
to be convicted for a lot of crimes that he has committed in the past, 
that would be something different. 

Senator Butter. Well, of course, he could never be assured of that, 
because there would be no way of doing that. 
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Dr. Howe. Well, I don’t know; it might be accomplished. But I 
mean that part of the problem, I think, Judge Goldstein will answer. 

Senator Burter. This article you have offered by Dr. Royal 5. 
Copeland, appearing in American Medicine, January 1920, will be 
made a part of the record and will be carried in full in the appendix 
to the record. Also the same thing will be true with reference to the 
article you have offered by Dr, S. Dana Hubbard, appearing in the 
February. 1920 Monthly Bulletin of the department of health, city of 
New York. It will be included in full in the appendix to the record. 

(The two articles referred to above, entitled “The Narcotic Drug 
Evil and the New York City Health Department,” by Royal S. Cope- 
land, A. M., M. D., F. A. C. S., from American Medicine, January 
1920, and “The New York City Narcotic Clinic and Differing Points 
of View on Narcotic Addiction,” by S. Dana Hubbard, M. D., printed 
in the monthly bulletin of the Department of Health, City of New 
York, vol. X, No. 2, February 1920 will be found in the appendix 
at pp. 1705 and 1710, respectively.) 

Senator Dantet. Now, Doctor, I notice here at page 35 of the article 
by Dr. Hubbard, that he says: 

We have given the clinic a careful and thorough as well as a lengthy trial 
and we honestly believe it is unwise to maintain it longer. 

Dr. Hower. Read his conclusion, and you will find—it is true that, 
as Copeland said, it was not going to be continually useful. They 
were trying to get all these people in a hospital. 

But if you read his conclusion you will find that—shall I show 
them to you? 

Senator Danire.. Any comment you wish to make, I would like 
tohave. I wanted your comment on that. 

Dr. Hown. In his conclusion, in there he says it has not worked as 
a treatment, it did not cure anybody or very few if it did. 

But he also states, just as Copeland did, that there were other values 
to it. 

If you look at it purely from a curative standpoint, it is not of 
any value. 

Senator Danie... But he goes on here to say that treatment of the 
narcotic drug addict by private physicians prescribing and druggists 
dispensing, while the individual is going about, is wrong. 

Ie condemns the ambulatory treatment all the way through his 
article, if it is the same one I have read. 

Dr. Hower. I think if you read his entire article—I do not mean 
that I am in entire agreement with everything he says, but I am 
honest. I think, sure, there are different points of view. 

Senator Danrev. There were many abuses of the clinic treatment. 

Dr. Howr. There were. There were many abuses of the clinic. 

Senator Danre.. And by offering this, you do not mean you agree 
with all that Dr. Hubbard says against this program ? 

Dr. Howse. I do not. But I think as there have been many ex- 
cerpts published from it, that you should have the whole article. 

Senator Dante... Yes, I agree. 

Dr. Hower. No, I do not agree with quite a little of it, but never- 
theless, I am not trying to—— 

Senator Dante. Give us just the one side. 
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Dr. Howe. No. I would like you to consider this from every stand- 
point. 

Senator Danre.. We appreciate that attitude. 

Dr. Howe. And I think it isa good article to have in its entirety. 

Senator Dante... That is right. 

Dr. Hower. Now, not too much Ionger, but I have got some other 
things here I think you would like to near. 

Now, as for Jacksonville, Fla., here is a statement by Dr. Charles 
E. Terry, who is the health officer of Jacksonville, Fla., and this is 
what he says: 


In 1922, however, a different type of activity was undertaken in Jacksonville, 
Fla.— 


this was, of course, before the Harrison law— 


in an effort to determine and lessen the chronic use of opium derivatives. * * * 
It was common practice for pharmacists to make counter sales of opium prep- 
arations and to justify such sales by stating that indigent users could not 
afford to pay a physician for a prescription and then the druggist for filling it. 
The new law, through a provision that permitted a city health officer or any 
other officer of the health department to furnish free of charge prescriptions for 
these drugs to those unable to pay for them, eliminated the temptation and 
excuse for counter sales and in a very brief space of time such sales ceased en- 
tirely. It is of further interest and importance that the price of morphine 
at this period was so low—about 60 cents a drachm—that competition by 
peddlers could not be lucrative. * * * 

When, however, the Harrison Narcotic Act was passed in 1914, the city clinic 
was discontinued. Those patients who were willing to take treatment were cared 
for at a general hospital and the giving of free prescriptions was discontinued 
entirely. This left a considerable number of individuals who had not taken 
treatment as well as many who after treatment reverted to the use of their drugs. 
Immediately an illicit traffic sprang up, the price of drugs soared although the 
retail price in the drugstores remained the same, and ever since this period 
peddling has been rife and as profitable in Jacksonville as elsewhere. 


That was about 1929. 

Now, here is a very short brief of another article he wrote, Charles 
E. Terry. As I said, he was this time chairman of the committee on 
habit forming drugs, section of food and drugs, American Public 
Health Association, and formerly health officer of Jacksonville, Fla. 
This was published in American Medicine, January 1920: 


The only way that peddling will ever be controlled is through the intelligent 
application of our medical knowledge of the needs of the situation in such a 
manner as to make peddling unprofitable. By this I mean that the moment it 
is realized by officials and the public that narcotic drug addicts must be supplied 
with the drug of their addiction until such time as successful and satisfactory 
treatment is available, that moment is the first step taken to undermine the 
profits of the peddler. 

This person must be met upon his own grounds as it were, by intelligent admin- 
istrators, by honest physicians and humane consideration. He is only in it for 
the money. Yet today one of the most prolific causes of narcotic addiction is 
the activity of drug traffickers in extending the scope of their operations. 

In addition to these temporary measures there must be instituted and carried 
through a widespread program of education which shall begin in the medical 
schools and spread broadcast throughout society generally. 


I would like to offer in evidence Dr. Terry’s main article of which 
this is just a small brief, which appeared in American Medicine of 
January 1920. 

Senator Danie... That will be received and made a part of the 
appendix of the record. 





ILLICIT NARCOTICS TRAFFIC 1345 


(The article referred to above entitled “Narcotic Drug Addiction 
and Rational Administration,” by Charles E. Terry, M. D., may be 
found in the appendix at p. 1722. 

Dr. Hower. Now, a few minutes more. With respect to the Los 
Angeles clinic, here is a brief of the article by E. H. Williams, “Some 
Observations on the Narcotic Situation.” This is as follows: 


The important thing about the existing narcotic laws, however, regardless 
of inconsistencies, is the fact that they do not appear to be getting adequate re 
sults * * *. The narcotic clinics conducted in the cities of Los Angeles and San 
Diego for a brief period in 1920, * * * produced results that were encouraging, 
to say the least. 

The Los Angeles clinic was started as a department of the board of health, 
with the approval and assistance of the municipal authorities, for the purpose of 
giving preliminary medical treatment to nareotic addicts. The clinic en 
deavored to supply persons who required the constant use of an opiate with the 
necessary amount of their narcotic in gradually decreasing doses at a nominal 
price. It was conducted by physicians detailed by the health commissioner, 
and under the immediate direction of the narcotic board composed of prominent 
physicians, publie-spirited citizens, and Federal, State, and municipal oflicers 
who volunteered their time and services. 


Summarizing the important accomplishments of the clinic he con 
tinues: 


or one thing illicit peddling was reduced to a minimum. When the patient 
could get morphine honestly for 10 cents a grain, why be dishonest at 10 times 
the price with a good chance of landing in jail into the bargain? The peddlers 
complained, almost openly, that they were being ruined by the clinic. * * * 

The clinic made it possible for several individuals to engage in honest occupa 
tions for the first time in many months. Heretofore, the uncertainty of the 
souree of supply, and the ruinous prices demanded by the peddler had kept these 
patients in a state of physical dilapidation that they were unable to work. This 
clinie enabled many of these victims to again become honest breadwinners 
Several of them were now able to provide for their families and again live in a 
respectable and self-respecting manner. And meanwhile their general health 
was improved by the gradually reduced doses dispensed at the clinic, and release 
from the harassing anxiety about obtaining their drug. 


The Los Angeles Clinie was opened March 8, 1920, and closed Au 
gust 17 of the same year—5 months—by order of the Commissioner of 
Internal Revenue. 

After the close of the Los Angeles Clinic, Dr. Buchler (The Opium 
Problem, Terry and Pellens, p. 875) states : 


Krom the many letters received at the time of the clinics last days we glean 
one salient fact, that with the clinic operating, these unfortunates were able 
to work, and have the ideal of normal men to look up to. Some who came to 
the clinie ragged and filthy left it with decent clothes, a bank account, and a 
sense of having been a part of the machinery of production. Just what will 
become of those who prospered with the clinic, is open to rather dismal con 
jecture * * *, Every day since the clinic has closed there have been patients, 
their relatives and friends, come to tell us of the tragedies that followed in the 
wakes of these addicts’ failure to get their morphia. Families have been broken 
up, men and women have lost their jobs, others have gone where the drug is ac 
cessible—all of this cemented together with suffering that takes courage to see 


On April 18, 1921, Dr. L. M. Powers, health commissioner of Los 
Angeles stated, in part: 


We regret very much that we were unable to carry to a successful issue our 
clinics and final treatment of addicts in Los Angeles. We saw ahead of us great 
results, much greater than we had anticipated when we first commenced work, 
but you know all of our health work depends upon somebody else’s direction and 
financing; in this matter as in others, we have had to bide the time when people 
could be better educated. I have not been able to realize the actual purpose of 
closing our clinic, for there has been some unseen motive prompting much op- 
position to the clinics which I have not been able to comprehend. 


71515—56 pt. 5 4 
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Senator Danie.. Doctor, as a matter of fact, didn’t the American 
Medical Association itself take a hand in bringing about the closing 
of the clinic? 

Dr. Hower. Well, so much—yes. I think, as a matter of fact, the 
resolution of the American Medical Association was drafted by the 
same Public Health Relations Committee that—at least, they endorsed 
it. I think they authorized it. Of course, the condition then was that 
everybody hoped this was going to cure addicts. 

ell, you are not going to cure addicts by that method or any other 
to any large extent; and so I am in no way recommending a return 
to the clinics as they were. 

The only reason that I read you these things is to show you that they 
were not complete flops as far as anything except—I mean that they 
could work—except curing them. They did not cure anybody. That 
is the only reason that I would like to give Dr. Williams’ whsts article 
which I quoted from. 

Senator Danret. That will be received and be made a part of the 
appendix. 

(The article referred to above entitled “Some Observations on the 
Narcotic Situation,” by Edward Huntington Williams, M. D., may 
be found in the appendix at p. 1726.) 

Senator Dante... Doctor, do you suppose you will be prepared to put 
those in when we resume after lunch ¢ 

Dr. Howe. Yes. 

Senator Dantev. Judge, will you raise your right hand? Do you 
solemnly swear the testimony you are about to give to this subcom- 
mittee of the Senate Judiciary Committee will be the truth, the whole 
truth, and nothing but the truth, so help you God ¢ 

Judge Gotpstetn. I do. 


TESTIMONY OF HON. JONAH J. GOLDSTEIN, JUDGE, COURT OF 
GENERAL SESSIONS, NEW YORK 


Senator Danre.. Judge, we welcome you and thank you for appear- 
ing before us. 

Judge GotpsteIn. I have a prepared statement. 

Senator Danie.. You may proceed. 

Judge Gotpstern. May I make this preliminary statement? The 
subject matter has been of great concern to me over the years, but I 
am dealing with the law end. Iam nota doctor; I ama patient. I pay 
doctors to try to keep me well. J 

I kept crowding the medical penne: Is there or is there not a 
cure? If there wasa cure, I am for curing. 

And not until the Academy of Medicine and other medical author- 
ities came to the conclusion that all of this talk about cure was the 
bunk, am I prepared to make this statement and take a forthright po- 
sition on the subject of narcotics as follows: 

Stop the illicit drug traffic by taking the profit out of it and, at the 
same time, reduce crimes committed to get money to buy drugs at exor- 
bitant prices. ( 

Senator Dantev. Judge, identify yourself fully so that we will 
have it in the record. These New York people know you and we know 
you, but for the record, please identify yourself. 
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Judge Go.pstern. I am Jonah J. Goldstein, judge of the court of 
general sessions, New York County, residing at 101 West 55th Street, 
zone 19, 

Commonsense and experience dictate that habits cannot be con- 
trolled or cured by the criminal law. As Mr. Bumble in Charles 
Dickens’ Oliver Twist said, “If the law suppose that, the law is a ass.” 

The use of tobacco, in any form, is not a healthy habit, any more 
than overeating or overindulgence in liquor, however, these problems 
are dealt with through educaticn and medical science, and not via the 
criminal law. Of course, there is no comparison between the craving 
for narcotics and the craving for food or liquor, because the craving 
of the addict for narcotics is well nigh irresistible. 

It is a matter of common knowledge what we went through during 
the prohibition era, Many who never touched a drop of liquor be- 
fore prohibition, resentful of the prohibition law, started to drink and 
teen-agers thought it smart to carry hip flasks. After the repeal of 
prohibition and the substitution of regulation for prohibition, many 
of the abuses which flourished under prohibition were eliminated. 
With the repeal of prohibition many bootleggers turned to the profit- 
able field of narcotics. There is still a vociferous minority who assert 
that prohibition failed because of the lack of enforcement; that if we 
had more jails, more law-enforcement officers and severer jail sen- 
tences, prohibition would have sueceeded. Our citizens by and large, 
came to the conclusion that as a choice between prohibition and regu- 
lation, commonsense dictated the choice of regulation—the choice of 
evils, if you will. 

In like fashion as to the use of narcotics, we must make the choice 
between its prohibition and regulation. 

Weaning an addict away from the narcotic habit is clearly a medical 
problem and not one for the law. 

In the 24 years of my judicial service, I have never had a rich nar- 
cotic user brought before me, nor have I heard of a rich narcotic user 
being brought into the criminal court before any other judge—yet, 
there is no doubt in my mind that there are rich users. 

Experience has repeatedly shown that every low income narcotic 
user is a pusher, a seller, and a potential recruiter.of new addicts. If 
the user can sell part of his illegal narcotics, his drugs will cost him 
less. If the user can satisfy his habit lawfully, the illegal sellers will 
have to go out of business. There can be sellers only where there are 
buyers—no buyers—no sellers. 

The bootlegger rode high, wide, and handsome because of the profit 
motive; likewise, the professional drug seller is engaged in that 
nefarious business only because of its huge profit. 

And so, I urge the turning over of the narcotic problem to the 
medical profession where it belongs. The user who can afford to pay 
for the a s he needs should go to his private physician; the poor 
addict should go to the clinic as do the sick poor of today for treat- 
ment. I am informed that it now takes $20 and more a day, to keep 
a narcotic user supplied with drugs. The average addict cannot get 
that much money awfully. 

Prior to the enactment of the Harrison Act, there were clinics at 
which the poor addict could get narcotics at the nominal cost he could 
afford, but the mistake those clinics made, which should not be re- 
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peated if they are restablished, was to give the addict the narcotics 
to take out. This enabled the addict to sell or pass on the drug to 
others. The addict, when going to his private physician, or to the 
clinic, should get his doses by injection. He cannot sell it after it has 
been injected in to him. 

Under no circumstances should the addict be permitted to take the 
narcotic off the premises. Surely, the medical prefession is best 
qualified to devise ways and means to furnish the user the narcotics 
he needs. 

The vast sums of money now being spent on attempted narcotic 
law enforcement could better be used to educate the public, and par- 
ticularly our youths, as to the evils of the narcotic habit. The moneys 
now spent and the manpower used by enforcement agencies on at- 
tempted narcotic control could better be used to track down antisocial 
crimes and criminals. 

Many people think that addicts commit crimes while they are under 
the influence of drugs. This is not true. The reverse is the case. Ad- 
dicts, spurred on by intense craving for the drug, commit crimes to 
obtain funds to buy the drugs they need. Federal officials charged 
with the enforcement of narcotic laws have repeatedly made public 
statements that the number of narcotic addicts has steadily decreased. 
The records in the court of general sessions show the contrary. 

I cannot speak for any other court records other than right here 
in New York County. 

The probation department of the court of general sessions tabulated 
the figures for the last 5 years of persons charged with illegal pos- 
session and sale of narcotics, 99 percent of whom were drug users. 
Now, I do not think that people ins Bneniabts or in Queens are different 
than they are in Manhattan. 

“ven more significant, and proving my point that addicts resort to 
crime to get money to buy their drugs, are the statistics of the proba- 
tion department showing that 30 percent of the prisoners investigated 
were dope addicts, of all the crimes committed, and to back up that 
statement 

Senator Daniet. Over what period ? 

Judge GoLpsTEIN. Five years. 

Attorney General Javits makes that statement in his report on nar- 
cotic addiction in New York, dated September 1, 1955, after making 
a thorough study. I am quoting from his most recent report of Sep- 
tember 1 of this month. 

These figures do not include acquittals or dismissals for insufficient 
evidence and, of course, do not include vast numbers of users who 
commit crimes to obtain money, but who are not apprehended. 

This 30 percent is of those apprehended. 

Every defendant in the court of general sessions is given a thorough 
physical and psychiatric examination before sentence, and these sta- 
tistics are based upon the findings of the physicians who made such 
examination. 

Every bootlegger was opposed to the repeal of prohibition; likewise. 
the narcotic seller is opposed to the change suggested, which would 
put him out of business. . 

It is high time that we stop the revolving door method of handling 
narcotic addicts—turning them into a prison to be turned out, to be 
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turned in again, this process ending only with death. The only way to 
stop the present revolving door system is to place control of the use 
of narcotics where it logically belongs—with the medical profession 
and hospitals—and take it out of the criminal law where it never 
should have been and where it has no place. 

Now, that is my statement after experience as a lawyer since 1907 
and as a judge since 1931. 

Senator Danten. Is it your opinion, Judge, that you would have 
to change the laws of New York in order to make this system legal? 

Judge Gotpstern. You would have to have it national, because if 
we changed New York, we would have all the addicts from the rest of 
the States coming into New York. Why should we treat them ? 

Senator Danrex. You recognize, then, that vour New York law 
today would not permit this system of treatment. 

Judge Goutpsretn. It would not because of the Federal situation. 

Senator Danret. And the national laws would not permit this. 

Judge GotpsteIn. Would not, no. 

Senator Danret. Do you think, Judge, we could constitutionally 
have a Federal law which would cover this whole field of narcotics? 

Judge Gotpstern. In each State. If you took away the Federal 
Harrison Act provision, then each State could do its own regulation. 
There are lots of crimes in one State that are not crimes in another. 

Senator Danret. What causes you to believe that by giving 30 per- 
cent of all the criminals over 5 years free or low-cost drugs they would 
quit their crime ? 

Judge Gotpste1n. They commit crimes to get money to pay for nar- 
cotics, to buy narcotics. Because they cannot get honest employment 
that will give them over $20 a day as a user, they mug, they rob, they 
burglarize; every conceivable crime is committed in order to get the 
money to buy the narcotics. 

Punishment is no deterrent for crime. There is no worse punish- 
ment than electrocution. Has it decreased the number of murders? 

Senator Danrexv. Do you think these addicts who have criminal 
records will now, even though they might have been caused to get 
the drug, be able to secure employment ? 

Judge GotpsTein. Depending on the individuals. I know people 
that will not give employment to those with a record; I know people 
that cooperate with the American Prison Association, that employ 
people with criminal records. 

Senator Dante. Only one other question. 

Judge Goipstetn. I have no general panacea for all. 

One thing I believe is that the medical profession is ahead of the 
law. They proceed on the basis of individual diagnosis and treatment 
and not mass prescription. 

Senator Dantet. Only one other question: Have you every known 
any addicts who were criminals first or associated with criminals 
before becoming addicts? 

Judge Gotpstern. That would not prove anything even if I did 
know. They did hang out with disreputable people and they get into 
the gang and they do take the narcotics—but if you go all out and 
advocate gas chambers for the incurable addict, I will go along with 
you, and we will meet them in the next incarnation ah say to them, 
“You are a nuisance; we have got more important things to do in the 
community.” 
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But nobody would dare support any such suggestion. 

We are humanitarians. We will not advocate a gas chamber and 
putting them out of the way or life sentences as a user. 

But we proceed with the senseless revolving door system, turning 
them in to be turned out, to be turned in without beginning and without 
end, unless death ends it. 

Senator Danret. The only reason I ask you that question is because 
many law enforcement officers who have appeared before us feel that 
a majority of the addicts known to them committed certain crimes 
and were among the criminal element before they started drug addic- 
tion, and I wondered if you had any observation along that line. 

Judge Gotpste1n. Senator, I do not know whether the chicken came 
first or the egg came first. 

Senator Dantet. And you are not prepared to say? 

Judge Gotpsrrrn. And I am not interested in which was which. I 
say it is a medical problem. Turn it over to the doctors, and if you 
give them the authority to do so, then their laboratories will go to 
work, they will try to find cures and use the money that you now use— 
that you waste, not use—that you waste in law enforcement, use it 
for education. 

Now, when I was a youngster we had anticigarette leagues. We 
were told it would stunt our height, interfere with it, and the teacher 
would take out a silk handkerchief and blow through it and show 
you the nicotine that all went into your lungs. 

Then we developed a situation when the athlete went on television 
and radio and said if you want to be an athlete, smoke; if you wanted 
to be an opera singer, smoke. 

Well, all right; that went along. 

Now, I keep smoking; I am a heavier smoker. But I like smoking. 
I know it is not for my good; nevertheless, I am going to continue to 
smoke. I would rather be around a few years less and do what I like 
than to be around a few years longer and not do the things I like. 

Senator Danten. We certainly thank you, Judge. 

Senator Butler? 

Senator Burtier. I do not think I have any questions. 

Senator Danret. Thank you very much, Judge. 

Judge Gotpstetn. Thank you very much for taking me out of turn. 

Senator Danret. Thank you. 

The committee will stand in recess until 2 o’clock. 


(Whereupon, at 1 p. m., the subcommittee recessed, to reconvene at 
2 p. m. of the same day.) 


AFTERNOON SESSION 


Senator Danrev. The committee will come to order. 

As a matter of information, we intend to proceed today to hear as 
many witnesses as possible, who advocate some change in the present 
system or who advocate the clinic or free drug systems, and except 
that we will, on account of his having to be gone tomorrow, hear from 
Dr. Scheele, and then tomorrow we hope to hear from others, either 
on our present methods of treatment or on new suggestions or in oppo- 
sition to anything that has been said today. 

That is the plan we have in mind. Then Wednesday, if we are 
through, if we can reach it Wednesday, and if not, Thursday, we will 
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go into the New York City and New York State problems, to com- 
plete the investigation with reference to the local situation. 
Dr. Howe, you may proceed. 


TESTIMONY OF DR. HUBERT S. HOWE—Resumed 


Dr. Hower. Thank you, 
I have something on two more clinics that I think are important. 
Now, the New Orleans clinic, this is from a Résumé of Facts and 

Deductions Obtained by the Operation of a Narcotic Dispensary, by 

M. W. Swords, M. D., secretary of the Louisiana State Board of 

Health, physician in charge of narcotic dispensary. 

This was published in American Medicine, January 1920, and I 
quote : 


It was apparent, after reflection, that in the passage of this antinarcotic law, 
the addict, the principal one affected, had been overlooked. His unfortunate 
plight had not been sufficiently considered, and the possible results of the law 
not intelligently comprehended. The Louisiana State Board of Health came to 
the conclusion that addicted humans were deserving of consideration and care, 
as well as those unfortunates afflicted with other diseases, and a remedy was 
sought to meet the occasion. 


Legitimate supply seemed to be the most logical plan that presented 
itself. 

To meet the illegitimate vendor and prescriber of drugs on common 
ground, the narcotic dispensary supphed the addicts in a legitimate 
way at a price so low that the vendor could not take chances of falling 
into the hands of the law for the small profits brought about by this 
new form of competition. 

The effect of the modus operandi was apparent. The vendors of 
drugs utilized their wits unsuccessfully in attempting to combat a 
practical demonstration of the legitimate supply, with the result that 
their activities became less, many of them being forced to seek more 
profitable sources of revenue. 

Now, the objects of the dispensary : 


1. We realize that a permanent cure of those afflicted with drug addiction 
disease is impossible in a great majority of cases unless the addict is placed in 
a position to secure scientific treatment. The sole object of this dispensary is to 
relieve suffering until such time as a scientific treatment may be had. 

2. The basis of operation is legitimate supply versus illegitimate trafficking. 

3. To prevent a victimized people from being more thoroughly victimized by 
heartless ghouls, to prevent the making of new addicts. 

4. Diminishing petty thievery, which constitutes a tax or burden on society 
for the reason that many addicts, unable to pay the price of a dollar or $3 a 
grain, are forced to criminal methods. 

The dispensary has accomplished the following: Temporary relief of addicts 
at minimum cost. No new recruits through this dispensary. Petty thievery 
diminished among the lower class of addicts. We have made economic assets 
of many who formerly were human derelicts. We have made many happy 
mothers and children by enabling fathers and husbands to keep honestly em- 
ployed. We have raised the morale of addicts to the extent that they no longer 
wish to steal, since the actuating motive has been removed. We have concen- 
trated and segregated the principal offenders in petty crime. We have sur- 
rounded the high-type addicts with security and protection. All addicts are 
known and if any are wrongdoers, they are apprehended. This instills a fear 
of crime and results in good behavior. 

The addicts have come to know the dispensary as their best friend where the 
land of sympathy and understanding is held out to them. All of this has been 
accomplished at no cost to State or board of health. Our fight has been hard, 
due to the ignorance of laity and medical profession as well. 
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Dr. Swords stated that this ee does not attempt to cure 
addicts, realizing that this is a problem that can only be solved when 
addiction disease is better understood. 


We are establishing, however, in connection with our dispensary, a research 
laboratory with a hope that ultimately they may lead to some scientific means 
by which cures may be effected. 


After the New Orleans dispensary had been in operation about 2 
years, it was closed, according to Dr. Swords, because of the persistant 
requests of Government officials. 

I have Dr. Swords’ original article, with pictures of his dispensary, 
which looks like a very good institution, which I would like to offer 
in evidence. 

Senator Dantex. The article will be received and placed in the 
appendix to the record. 

(The article referred to entitled “A Résumé of Facts and Deduc- 
tions Obtained by the Operation of a Narcotic Dispensary,” by M. W. 
Swords, M. D., may be found in the addendix at p. 1730.) 

Dr. Hower. Now, the Shreveport clinic: This is Report of the 
Mayor’s Committee on Drug Addiction to the Hon. R. C. Patterson, 
Jr., Commissioner of Correction, New York City, American Journal 
of Psychiatry, volume X, No. 3, November 1930, page 462. 

It is as follows: 


In 1921 to 1923 when the plan of narcotic dispensaries was being tried in the 
various States, one was founded at Shreveport, La.; it had the support of the 
State and local boards of health; it had the unquestioned cooperation of the 
police and county medical societies. The method employed there was to separate 
the addicts into two classes, the curable and the incurable; to give the morphine 
regularly from a clinic, in just sufficient amount to keep the addict comfortable. 
These addicts were improved in health, cared for until able to work, and were 
thus placed on an economic basis of existence preparatory to withdrawal of their 
drug. After a certain length of time, they were removed to a hospital, or the 
local jail, and taken off their drug, where the introduction of their drug to them, 
during this period, could be controlled. After the withdrawal, they were super- 
vised by the police, and by special detectives to see that they did not deal with 
peddlers, and their existence was controlled. 

In the beginning there were 494 addicts, and in the first 2 years the number 
was reduced to 188. The addicts could obtain their drugs from the dispensary at 
6 cents a grain; the peddlers charges them $1 a grain, the wholesale price of the 
drug was between 2 and 3 cents. As they were kept in drug balance until ready 
to be taken off their drug, there was no temptation to go to the peddlers, and the 
difference between what the addict paid for his drug and the amount which the 
dispensary could purchase it. made the dispensary self-supporting. The strict 
policing of the peddlers, and refusal of the drug stores and the physicians to 
treat the addicts except at the dispensary, forced the situation on the psycho- 
pathic incurable addict that he must play according to the rules or go elsewhere, 
and they left the parish. The Narcotic Bureau of the Federal Government did 
not approve of this dispensary and closed it. At the time of its closure there were 
101 cases being treated by Dr. Butler, many of these whom he classed as incur- 
able were receiving small doses of morphine, leading decent lives and supporting 
their families, but after the closing of the dispensary were forced back into pov- 
erty by their inability to obtain the drug except through peddlers. Other patients 
were forced into the State penitentiaries, and several of them died in the local 
jails, or in the jails of other cities. In a short time after its closure, the old con- 
dition returned in Shreveport regarding the addicts. The police department and 
the sheriff reported they were having endless trouble again with the users, and 
the peddlers, and the petty crimes were increasing, and the peddlers were creat- 
ing new cases. The dispensary was closed against the protest of the medical so- 
ciety, and against the protest of the local authorities. It had apparently solved 
the problem for that community regarding the addicts; it had not in every case 
permanently removed the narcotic drug from all the addicts,.but under the per- 
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sonal care of a humane physician, the decision between curable and incurable 
had been fearlessly made, and the results had proven the wisdom of the decision, 
since under his charge the drug addicts, and the use of narcotic drugs had ceased 
to be a troublesome problem to the community. 

I would like to—it is too long to read—but I would like to offer for 
the record the statements by the medical society, and so on. This is 
taken from the textbook by Charles E. Terry and Mildred Pellens, the 
Opium Problem, published in 1928. j 

Senator Dantet. Is this the report of the Shreveport Medical So- 
ciety ? 

Dr. Howe. Yes. 

(The excerpts from the Report of the Shreveport Medical Society 
(source: The Opium Problem by Charles E. Terry, M. D., and 
Mildred Pellens) may be found in the appendix at p. 1733.) 

Senator Dante. Do you have the entire article by Dr. Swords? 

Dr. Howe. I gave the entire article by Dr. Swords. 

This is taken from a report in 1928. 

There was a study of this whole condition by a group of well-known 
New York physicians, Dr. Gregory, Dr. Tilney, a lot of others; they 
studied the whole problem for about 2 years in the wards of Bellevue. 

They took care of 318 persons during this time, and they wrote a very 
excellent report covering many phases of the — beh bi 

This particular copy belongs to the Academy, I cannot give it to 
you, but there is very much useful information in this study. The 
members—— 

Senator Dantet. If you will identify it, we will try to get a copy 
available to the committee. 

Dr. Howe. This is a report of the mayor’s committee on drug addic- 
tion to the Honorable Richard C. Patterson, Jr., commissioner of 
correction, New York City. Now that can be obtained, because this 
was published in the American Journal of Psychiatry, I mean, it is 
easily obtained in any library where that volume X, No. 3, November 
1930, can be obtained. 

Senator Dante. Our subcommittee will obtain and study the mate- 
rial you refer to. 

Dr. Howe. In conclusion, I wish to state that your hearing has 
been most judiciously conducted. I greatly appreciate this fact. 

Undoubtedly great credit goes to the objective and charitable atti- 
tude of your chief counsel, Mr. Gasque. 

I have attended meetings at Philadelphia and Chicago, and both 
the proponents and opponents of this plan have complimented his 
open and fair-mindedness. 

You, Senator Daniel, have given me this oportunity to express some 
of my opinions, and your consideration and that of Senator Butler 
is greatly appreciated. 

Senator Danten. Well, we appreciate your appearing before us, 
Dr. Howe, and have you express to us some of your opinions. Have 
you expressed to us all of your opinions relating to this particular 
problem, in general ? 

Dr. Hower. Well, perhaps in general. There is a terrible lot of in- 
formation that one accumulates in 40 years that you cannot put down 
on paper, but I think there is a good deal of it in that first article. 

Senator Danten. Yes. 

If there is anything further, I want you to know that the committee 
would be glad to have it in writing a any time. 
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Dr. Howe. Thank you; I will give it to you. 
You will note in my paper I did not at all mention or recommend 
clinics. I though that each individual addict should have a com- 
mittee, under Federal-municipal control, to which he could appeal. 

He would then be sent to a hospital and studied, as we said in the 
Academy report. 

Then, I thought the thing to do with it would be send him to a 
private physician who was under legal control. He would be told— 
you see, we need individual] treatment. 

If 1 doctor looks after 3 addicts free, I mean, as a public service, 
be might take an interest in them, he would try to get them educated ; 
through social agencies he would try to have them rehabilitated, and 
he would have the help of the Government in doing that also. 

But 1 doctor could well look after 3. He could not give them any 
more than the hospital said—any more drug. 

If the addict did not agree to that, he could go back to the hospital. 
But I think that with individual treatment, and I think that we could 
get a great many doctors—and, of course, in rural communities where 
there would be 2 or 3, you could not set up a clinic. 

But I think if you had doctors who were under Federal contro] and 
observation and everything, that you could watch them all you want 
to. 

But now you cannot get hold of the addicts; you do not know where 
they are and who they are. 

Senator Danret. You are willing to put the medical profession 
under control to this extent ? 

Dr. Hower. We would be willing to do that if they would tell us 
exactly what we were going to do, and we were going to be put in jail 
if we did differently. 

But now they are so frightened—doctors—that nobody wants to do 
anything with addicts, and you cannot blame them, and you cannot 
blame the Federal authorities either. 

I mean, doctors were responsible for this problem in the early days, 
there is no — about it in my mind. 

Senator Dantex. That is the interesting point to me, that you say 
a were responsible for the drug addiction problem to begin 
with. 

Dr. Howe. That is right. That is what I thoroughly believe, way 
back in the 1880’s, and before that. 

You see, the hypodermic was invented in about 1846 by a fellow by 
the name of Wood in England. 

Well, that immediately gave doctors a tool of which they thought 
they never had anything like. They could relieve all pain, and they 
did not stop at pain, any nervousness, anything, and we did not have 
a lot of drugs. 

We did not have different methods of treatment. We did not have 
psychiatric guidance in those days, and a woman would come in with 
something, she would be given a shot of morphine. 

Well, even though the doctor would say after a while, “Well, I am 
not going to give you that any more,” she could buy it for a few cents 
at the drug store. She could buy laudanum, she could buy morphine, 
anything. 

But the doctors introduced them to her, so the Harrison Act was 
right in a way in cracking down on the doctors. 
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But the doctors, in my opinion, are no longer responsible in any 
great amount for the type of addicts which we are having trouble 
with now. 

But the minute you cut off the doctors, which you had some control 
over, the doctors wrote prescriptions, and they go them in the drug 
stores, so you could at least find out the way they do in England. 

In England they do not pay any attention to the doctors much, but 
they do follow the prescription; and so the doctors were largely at 
fault. 

They introduced this to people who could buy it so, naturally, you 
could crack down on the doctors. But I think it is a different condi- 
tion now. I think every social legislation after 40 years should be 
looked at and examined. 

One of the directives that we had was they do not admit the fact 
that this is not a curable disease. 

Senator Dantet. I do not quite understand if you are saying “cur- 
able” or “incurable.” 

Dr. Howe. You see, the Harrison law was passed, but that did not 
say anything about addicts at all. It did not even mention it. It said 
that doctors could take care of patients in their regular practice. 

Well, that needed clarification. Then the Treasury Department 
made these directives, and one of them was—if you want to read them 
I will give them to you. 

Senator DanreL. Were you saying a minute ago that the Federal 
officials of the Treasury Department had considered that narcotic 
addiction was curable or incurable? 

Dr. Hower. As curable. 

Senator Dantet. They consider it as curable? 

Dr. Howr. They would not accept the fact they could not be cured, 
and could not be rehabilitated. 

Senator Danret. Which do you think is correct, is it a curable or 
incurable disease ? 

Dr. Howe. As far as anybody says, I am sorry to say it is practically 
an incurable disease. 

Senator Danrex. Incurable? 

Dr. Howe. Incurable. 

Senator Danrex. In your opinion. 

Dr. Howe. By any method we have. Again it depends upon the in- 
dividual’s cooperation. As I said this morning, I cannot stop you 
from smoking. I can tell you how terrible it is for you and all that. 
But if you could buy cigars and you do not want to stop, you are not 
going to stop. 

Well, that is the same way with this disease. We can cure the addic- 
tion, yes, and we can remove it, but we cannot keep you, when you get 
in any kind of trouble, you have learned that here is a panacea for any 
kind of trouble, it will relieve, so you go back to it. 

Senator Daniex. You think some of the addicts then can be cured, 
depending solely on the will power of the individual ? 

Dr. Howe. The addict may cure himself. You cannot cure him; that 
is my feeling. 

Senator Dante. Yes. 

Dr. Howr. You may persuade them—Alcoholics Anonymous, cer- 
tainly they help a lot of alcoholics. 
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We should have guidance for these people, but it is mainly a matter 
of trying to persuade them to stop. You cannot do it otherwise. 

Senator Danrev. Doctor, back in the eighties there was no black mar- 
ket because they could get the drugs from the doctors or the druggists 
without prescription. 

Dr. Howe. That is right. 

Senator Dantev. Is it not true that back in those days we had the 
greatest known number of addicts, I mean, insofar as accurate figures 
are concerned? I have heard these later figures of a million challenged. 

Dr. Howe. Well, proportionately to the population, yes; it was about 
1 percent. 

Senator Danige.. Yes. 

Dr. Howe. But they were largely women. It is an entirely different 
class. 

They were nervous women; there were many more women addicts 
mg there were men. They were adults, they were people in middle 
life. 

They got it to relieve something. They used it as a medicine, but the 
doctors were wrong, I think, in using it so freely and introducing them 
to it and letting them have hypodermic syringes and all that. But 
that period, I think, is largely over. 

I do not say there are not bad doctors, the way there are anybody else. 
But at the present time if anybody started this wholesale giving of 
drugs to anybody, I think you could stop it; the medical profession 
could stop it. 

Senator Dantei. Senator Butler, do you have any questions ? 

Senator burier. No. 

Senator Dante. Doctor, I have one or two I have put down here as 
we have gone along, and I again apologize for keeping you so long. 
I wanted to ask if you think this is the type of disease that the Federal 
Government, tinder our Constitution, has the right to step in and pro- 
vide a prograi: to try to combat. 

Dr. Howe. Yes; 1 think that you certainly have a right to do that. 
I think that what you should do in some way is to work it out with 
committees of lawyers and doctors. 

This thing could be perfectly well worked out, in my estimation, so 
that the incurable addict, of which there is a great proportion, could 
be taken care of, gotten out of crime, and I think you would largely 
stop the formation of new addicts which, to me, is one of the most 
important parts of the problem. The old ones will die off some time. 

enator Dantet. Now, as I understand it, your experience and actual 
treatment of addicts is largely confined to medical addicts and to 
physicians who became addicted themselves? 

Dr. Howe. That is right. 

Senator Danrex. And as far as basing your opinions and your 
recommendations upon your own personal experience with addicts, it 
is limited largely to addicts who came in that classification ? 

Dr. Howe. That is right. 

Senator Dantex. I believe you have already indicated that it is 
entirely possible that the medical addicts and the doctors who became 
addicted are in a different class as far as the possibility of applying 
this kind of treatment and benefiting from it, than your underworld 
addicts? 
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Dr. Howe. That is right. Another thing that this book pointed out 
was that while fear of imprisonment and everything else might deter 
some normal individuals from using drugs, it would do nothing to the 
psychopaths which are, in their opinion, largely the group that drug 
addiction—I mean, that this kind of drug addiction takes place in. 
They did not have any belief that that would frighten psychopaths 
at all. 

Senator Danrmt. I believe you said they taught in medical school 
that most drug addicts were psychopathic ? 

Dr. Howe. That is right. 

Senator Dantet. Is that still being taught in medical schools? 

Dr. Howe. I am not completely sure. I think that it is. I think 
that it is practically all drug addicts, and that has been one thing that 
has been very serious because it makes doctors and other people think 
that they could not be addicted. “You could not adict me; I am a 
normal person.” 

Well, you could. You give enough drugs to anybody, you could 
make an addict out of them. 

Senator Butter. Doctor, what would be the propensities of the 
psychopathic people you talk about ? 

Dr. Howe. What would be what? 

Senator Butter. What are their propensities? They certainly do 
not come within the classification of being normal people, do they? 

Dr. Howe. I think the best definition I have ever seen of a psycho- 
path, if you want that, is given by Dr. Pescor, here it is, Dr. Wilson 
and Dr. Pescor, in a book Problems of Psychiatry, prison psychiatry : 

The psychopath is one whose personality shows a functional hereditary defect, 
heredietary partially modified by environmental conditions manifested by an 
arrested development of the nonintellectual medical factors. These people could 
be perfectly bright, and it is characterized by infantile reactions to adult situa- 
tions without inner emotional conflict and without loss of contact with reality. 

Now, in many ways these individuals are people who have—they 
have a loss of emotional control, I mean, their intellect. If they see 
something that seems to them to be a good idea, their intellect, even 
though it knows, it does not seem to have control—it cannot control 
them the way it can a normal individual. 

If something seems like a good idea, they do it. 

Senator Butter. That would not be a safe person to drive a car, 
would it ? 

Dr. Howr. What? 

Senator Butter. Would that be a safe person to operate a car on 
the city streets? 

Dr. Howr. Oh, I think so. He doesn’t want to hit anybody. If 
he had a special desire to have accidents—but they don’t. 

Senator Butter. Well, he may have a special desire to get through 
a tight spot that a normal man would not want to. 

Dr. Howr. I know. But when I speak of emotions, there are the 
things that he wants to do that give him pleasure, and I don’t think 
that anybody gets much, the average individual gets much, pleasure 
out of automobile accidents. 

Senator Butter. Isn’t that the kind of psychopath you would want 
to appoint a committee to take care of them ? 

Dr. Hows. Well, I think that that is an important part of this 
whole business. It has to be considered that a great many of these 
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chronics may be psychopaths, but I do not think the jails are the 
proper place for them. 

I think the doctors can do more for them, perhaps, with the ad- 
ministration of the drug. As I said here, they definitely state that 
as far as they can determine, many Bo Sere are better behaving 
on drugs than they are off of them. I think you will find other doctors 
will tell you the same thing. 

Senator Daniex. I noted a minute ago you said that you had not 
in your report or your paper recommended clines. Is there any 
significance to be taken from that statement as compared with the 
recommendation of clinics made by your New York Academy of 
Medicine? 

Dr. Hower. Well, we both feel and, as I say, I was chairman of 
that committee 

Senator Dante.. Yes. I am just wondering if the committee con- 
vinced you in favor of the clinics. 

Dr. Howe. No. It simply was we all of us believed that they should 
be in medical hands. 

I do think that you might have trouble in finding enough doctors 
who would, for free—we all spend half our times in clinics and hos- 
pitals for nothing—would ie care of 3 or 4 addicts coming into 
their office. 

I mean, the other patients may not like them, there would be diffi- 
culties in that. 

But I personally think that you would be able to get enough doc- 
tors that would do that. They felt that, perhaps, you could not and 
perhaps, they would better be taken care of in a hospital clinic, an 
so forth. 

Senator Danrex. That is the other members of your committee ? 

Dr. Howe. That is right. 

Senator Danie. Do you endorse the report as it was filed in favor 
of the clinics? 

Dr. Hower. Oh, well, in favor of some way of getting this drug to 
the incurable addict. 

Senator Danrex. Let me just read you a line or two from the New 
York Academy of Medicine report which you did not present to the 
committee when you read some of the items here, and I will just ask 
you to comment on them. 





The service clinic should be in operation 24 hours a day, 7 days a week, to 
insure that no addict has the excuse that he could not obtain his supply from 
a legitimate source and was thus forced by his discomfort to seek his supply 
from illicit dispensers. 

Do you agree with that statement ? 

Dr. Hower. Yes. Another thing that you would have to work out, 
whether you could give them depots, as I said, supplies. But if they 
came four times a day they would not have to have that depot. 

Senator Dantet. The next sentence says: 

At no time should he be given a supply of narcotics adequate for more than 
2 days. 

Dr. Howe. There is no question that medical addicts, people who 
have these incurable diseases, can be given a supply for a number of 
days, and they will use it the way they should, and I think that many 
chronic addicts who have been addicted for 10 years, and know they 





a ol a Re a 


ILLICIT NARCOTICS TRAFFIC 1359 


do not want to have the withdrawal symptoms, will use it perfectly 
correctly if given a supply to last several days. 

Senator Daniev. Doctor, do you think though because there might 
be quite a few addicts who could be trusted that we ought to set up 
any kind of system permitting and legalizing the giving to addicts 
of a day or 2-day supply of the drug? 

Dr. Howe. Well, I think that whatever regulations you make, they 
should have sufficient leeway so that each individual ‘could be taken 
up individually, you see. 

The minute you say that you have got to come 4 or 5 times a day to 
a clinic, if we do not have this depot business, how are you going to 
work? What are you going to do? Who is ‘going to employ you? 
If you have to run from here to some place to get a hypo every 4 hours, 
who is to employ you? 

So that while I definitely would rather have the addict not have 
the drug in the average case, I think that there are some people who 
could take it and would not do anything except what they do in Eng- 
land, as I say, and as they state, which I can read you here, and some 
other things, they have no trouble giving it to anybody else; they 
want it themselves. 

Senator Danie. In our own country though the thing that would 
bother me with that kind of method would be the fact that these 
addicts might go out and sell and give to their brother, as Senator 
Butler said, some of these drugs, and before this ver y committee we 
have had cases of doctors doing that very thing and having the drugs 
sold on the market. 

Some of the addicts themselves have come before the committee and 
told us how they went and fooled the doctors and got supplies of the 
drugs, and then went out and sold those on the street corner. 

Dr. Howe. Well, if all profit is taken out of drugs, who are you 
going to sell them to? 

Senator DanteL. Well, they might be given away. 

Dr. Howe. Now, half a grain of morphine you could get, I don’t 
know, a dollar for it, I guess. But if all profit is taken out of this 
from top to bottom, who are they going to sell them to ? 

Senator Dante... So far as soc “ety is concerned, we were told that 
new addicts were made by gifts of these drugs as if they were sold. 

Dr. Howe. I know, but there is a purpose there in getting them 
addicted so that they can be a customer. There is a definite purpose. 

That does not work in England and these other countries where 
they have a certain amount of addicts. 

Senator DanieL. Then you would make it legal in certain cases, 
leaving it to the judgment of the doctor to give an addict the capsules 
of the drug for a day or two at a time? 

Dr. Hower. I know we do that right now, as I said, in cases of med- 
ical addicts. 

Senator Dantet. And you would do so under this treatment planned 
with underworld addicts ? 

Dr. Hower. I am not sure but, as I say, I think that there are some 
of them who, perhaps, that can be done. But on the whole, no, I don’t 
think so. 

I agree with you that every precaution should be taken. But if you 
make this too rigid, you know, you can do that, too. 
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Senator Daniet. Now, then, I read on down the report : 


Needless to say, all addicts receiving drugs from the service clinic or entering 
a hospital for evaluation and treatment should be photographed and finger- 
printed. 


Was the committee unanimous in feeling that that should be done? 

Dr. Hown. Oh, yes. 

Senator Dante. I see. 

Then you go on and recommend : 

It is visualized that such service clinics will be established all over the country. 

Dr. Howe. That is right. 

Senator Daniev. The committee was unanimous in recommending 
that ¢ 

Dr. Howe. That is right. 

Senator Danie. I see. You did in your own paper pay quite a 
tribute to the Public Health Hospitals at Lexington and Fort Worth. 
The only thing you said was wrong with that method was that not 
enough use is being made of the treatment being given at those hos- 
pitals; is that right? 

Dr. Howe. That is right. You cannot get hold of the addict now. 
There is no way of getting hold of them. This way you would have a 
hold of every addict in the country. 

Senator Daniev. You do approve though of the treatment method 
set up now by the Government at Lexington and Fort Worth, if more 
could be gotten into that system ? 

Dr. Howe. Yes. 

The only thing that is the matter with it, as I say, it is not a matter 
of Lexington—as I said, there so many people feel that a withdrawal 
treatment is a cure; it is not. It is the first part of one, and then the 
addict is supposed to be persuaded to not get it. 

There is nothing wrong with Lexington, but a lot of addicts go down 
there with drugs, and they bury them in the ground outside of the 
hospital, and the minute they are out, they go out and dig them up 
and start right in or they do it in Cincinnati; a lot of them the minute 
they get back to New York. That is not the fault of Lexington. It 
does a good job, as anybody could do, but that does not finish the 
job. That simply does one small part of it. 

They cannot help it. They do the best they know how, and I have 
no criticism of Lexington whatsoever. 

Senator Dante. Mr. Counsel, do you have any questions? 

Mr. Gasque. Yes, sir. 

Doctor, could you tell us the Academy of Medicine happened to 
make this report ? 

Dr. Howr. Well, I think that everybody has gotten more interested 
in this problem recently because we think it is a very severe problem. 

I think I am correct in stating that the same committee, although 
there is only one person left on it, wrote the original recommendations 
which were later approved by the AMA. 

Now, I am not sure. I know that we approved them. I was not 
a member of the committee then. We approved of them, but I think 
we wrote them, and I think the AMA, I think we had a feeling, that 
in those days the doctors did not appreciate the problem as it really 
1S. 

Everybody is so apt to think if you just pass a lot of laws you can 
cure everything. 
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Mr. Gasqur. I am thinking particularly of the fact that you re- 
ceived a request, I believe. 

Dr. Howe. That is correct; that is correct. We received a request 
from Dr. Berry to study the Payne bill, and see what recommenda- 
tions we would make for the Payne bill. 

Senator Danrex. Identify Dr. Berry. 

Mr. Gasqur. Dr. Berry is the Assistant Secretary of Defense for 
Health and Medical Affairs. 

Dr. Howe. That is right. 

Mr. Gasqur. And the Payne bill to which you refer is Senate Joint 
Resolution 19 of the United States Senate ? 

Dr. Howkr. That is right. So that was the real reason that we 
started. 

Asa matter of fact, the Payne bill was withdrawn just about, before 
we made any report. But we thought that we could call Dr. Berry 
and ask him if he would like to have us study the problem anyway, 
and he said he would, and to make some recommendations. 

Senator Dantet. The Payne bill has not been withdrawn, Doctor; 
it is very much alive and in the hands of this subcommittee. 

Dr. Hower. Oh, is it? I understood it had been withdrawn. 

Senator Dante... It was transferred from the Finance Committee 
to this committee. 

Dr. Howr. I see. 

Mr. Gasqur. Now, Doctor, referring to the chairman’s questions a 
moment ago about Lexington and Fort Worth, if we could establish 
a suitable and substantial rehabilitation program, do you believe that 
it would be more advantageous to aud addicts to institutions for 
treatment than to resort to the ambulatory program / 

Dr. Howr. Yes. But I think it would take a long time. 

| think that if these institutions, if they had methods of teaching 
individuals something that they could support themselves with when 
they got out, if they had automobile schools, mechanics, or something 
or other—now we treat them—it is occupational therapy now that we 
vive them largely—and if they learn trades or something that, I think, 
they could be, perhaps, rehabilitated in the hospital, then taken off 
drugs and gotten jobs—— 

Mr. Gasqur. Lexington does go as far as it can, perhaps, in treating 
them, in teaching them jobs. 

One final question, Dr. Howe: Do you believe that the Academy's 
plan aseribes to addicts traits of character motivation and emotional 
balance which are simply lacking, and insofar as they are lacking. 
would they not prove fatal to the plan? 

Dr. Hower. I do not think I quite understand your question. 

Mr. Gasqur. Well, do you believe that you ascribe to the addicts 
traits of character or motivation of wanting to get rid of drug addic- 
tion that in itself might prove fatal to the plan / 

Dr. Howe. Well, every addict who is on drugs wants to get off them. 
Kvery addict who is off drugs wants to get back on them. It is a very 
strange thing. They tell you there is something lacking. It is that 
tranquility, I think, is the thing that sends them back. They like that 
tranquil state. 

[am not—TI think that the poorest part of our recommendations ave 
the actual care of the addict. I do not know that anything much ca 
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be done for them. But I do think that taking them out of crime and 
stopping the formation of new addicts° will sometime answer the 
problem. 

Those are the two main things, I think, that are to be accomplished 
by this plan, that they would corral the present addicts and do the best 
you can with them. Maybe you cannot do anything; but keep the new 
ones from being formed, and take the present ones out of crime. 

Senator Danie.. Doctor, what would be wrong with isolating these 
addicts, like you do those who have leprosy or those with mental ill- 
nesses# Your program would call for a new set of laws in the country, 
both State and Federal. 

What would be wrong with a new set of laws that would follow your 
suggestion on not branding them as criminals, if that is all that they 
have ever done, but getting them in some kind of an institution or farm 
or something where they cannot spread their addiction to other people, 
and where you can try to do all of these things about treating them and 
rehabilitating them ¢ j 

Dr. Hower. Well, they have talked of all kinds of Devil’s Islands 
and everything else for these people. 

But you must realize, as I say, that addicts are not a homogeneous 
group. They are everything from doctors and lawyers and ministers 
and everything else all the way down, and I do not think you could 
very well establish a Devil’s Island and put them all there. What 
they need is to be gotten back into society, gotten back where they can 
hold down jobs. 

Senator Dantex. The incurable ones ? 

Dr. Howe. Sure, sure. They can work. 

What did all these clinics say? They furnished them with their 
drugs; they all worked. They supported their families. 

The minute that the clinics were aoved up, the whole thing disap- 
peared. They went back underground; they got their drugs, they 
lost their jobs, they were put in jail, and they died in jail, and all that 
kind of thing. But they worked perfectly well in each one of these. 

Of course, these were of very short duration. Shreveport was the 
longest. That was about 4 years. 

They went down there and closed it up. The narcotics agent said, 
“This is the last one in the country, and it is going to be closed up.” 

They had tried to close it before, 2 years before, but they kept it 
going. 
~ But anyway, Los Angeles was 5 months, and still it demonstrated, 
as I read you here, that on their drugs they could work, they could 
support their families, they could buy decent clothes. So, sure, they 
‘an work. 

Senator Danrev. Well, Doctor, thank you very much. You send 
us any other material that you want us to consider before this com- 
mittee completes its work early next year. _ 

Dr. Howe. I certainly appreciate your kindness. 

Senator Danrev. Thank you, sir. 

Dr. Andrew Eggston. ( 

Do you solemnly swear the testimony you are about to give to this 
subcommittee of the Senate Judiciary Committee will be the truth, 
the whole truth, and nothing but the truth, so help you God? 

Dr. Eceston. I do. 
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STATEMENT OF DR. ANDREW A. EGGSTON, REPRESENTING THE 
MEDICAL SOCIETY OF THE STATE OF NEW YORK 


Senator Danig.. Doctor, you are Dr. Andrew A. Eggston ? 
Dr. Eaeston. ‘That is correct. 

Senator Dantev. Doctor, you are appearing today for the Medical 
Society of the State of New York ¢ 

Dr. ee That is correct. 

Senator Danrev. I believe you were coauthor with Dr. Herbert 
Rerger of a recent article in Coronet magazine entitled “Should We 
Legalize Narcotics ¢” 

Dr. Eaeston. I haven’t even a copy of it myself at the present time. 

Senator Danie. We will place a copy of the article in the appendix 
tothe record. The committee has it. 

(The document referred to will be found in the appendix at p. 1738.) 

Senator Danie. Do you have a biographical sketch we can also put 
in the record showing your hachgeouns? 

Dr. Eaesron. I have not got that. 

Senator Danrev. We will place one in the record, with your help. 

Dr. Eeasron. All right. 

(The document referred to follows :) 


SIOGRAPHICAL STATEMENT OF Dr. ANDREW A, Eaaston, M. D. 












































































1890: Born January 6, Joelton, Tenn., son of Joseph and Mary Eggston; 
raised on a farm. 

1908: Graduated Dickson College, Dickson, Tenn. B.S.; worked way through 
college by farming. 

1912: Graduated, Vanderbilt Medical College, Nashville, Tenn., 1909-12. 

Scholarship Vanderbilt Medical School, 1909. 

Scholarship Vanderbilt Medical School, 1910. 

Scholarship Vanderbilt Medical School, 1911. 

Assistant physician, Tennessee State Prison, 1911. 

Founders’ Medal at Graduation. 

1912-13: Intern, Vanderbilt Hospital, Nashville, Tenn. 
1913-14: Assistant histology, clinical diagnosis, and bacteriology in Vander- 
bilt medical and dental departments. 

1913: Attended summer sessions at Harvard University, including courses 
in pathology (anatomy and autopsy technique) ; general and special pathol- 
ogy, bacteriology, and serology. 

1914: Attended summer school at Michigan University, including courses 
in general pathology and special pathological technique. 

1914-16: Instructor in pathology at Vanderbilt University. Pathologist, Shoff 
ner Hospital, Nashville, Tenn. 

1915: Special courses in physiological chemistry at Wood’s Hole, Mass. 

1916-18: Full-time assistant professor of pathology at Vanderbilt Medical 
School. Director of laboratories of St. Thomas Hospital, Nashville, Tenn. 

1918-19: Full-time resident pathologist, Presbyterian Hospital, New York 
City. Associate in pathology at Columbia Medical School. 

1919-20: Associate in pathology at Columbia Medical School. Assistant direc- 
tor in private laboratory, New York. 

1919-51: Director of laboratories and consulting physician, Manhattan Eye, 
Kar, and Throat Hospital, New York City. 

1922-47: Director of laboratories, Mount Vernon Hospital, Mount Vernon, 
N.Y. Bacteriologist and pathologist, city of Mount Vernon. 

1947-49: Acting director of Westchester County Laboratories and assistant 
medical examiner, 

1950-51: Director of laboratories, Lawrence Hospital, Bronxville, N. Y. 

1936: Diplomate of pathology. 

1946: Clinical professor of pathology, New York University Medical School. 
1947: Fellow of American College of Pathology. 
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1948: Assistant secretary of Medical Society of State of New York. 

1950-53: President, New York State Society of Pathologists. 

1950: Clinical professor of pathology, New York Medical College. As medical 
adviser to committee on workman’s disability law. 


Member 


American Medical Association. 

New York Pathological Society. 

New York Academy of Medicine. 

American Association of Pathologists and Bacteriologists. 
Society of Experimental Medicine and Biology. 

New York Laryngological Society. 

American Society of Clinical Pathologists. 

New York Bronchoscopic Society. 

Member of Westchester Country Club, Rye, N. Y. 
President of Mount Vernon Medical Society. 

President of Westchester Medical Society 1933-34. 
Hematologist Manhattan Eye, Ear, and Throat Hospital. 
Hematologist Mount Vernon Hospital. 

Hematologist Harlem Eye and Ear Hospital. 
Corresponding member of American Laryngological Society. 


Publications 


1913 : Some Practical Aspects of the Wassermann Reaction, Journal Tennessee 
State Medical Association, by Dr. A. A. Eggston. 

1914: The Abderhalden Reaction in Pregnancy, Journal Tennessee State Medi- 
eal Association, by Dr. A. A. Eggston. 

1915: Serum Proteases and the Mechanism of the Abderhalden Reaction, Jour- 
nal Experimental Medicine, volume xxl, No. 3, by Drs. Jobling, Eggston and Peter- 
sen. 

1915: Serum Ferments and Antiferments After Feeding, Journal Experi- 
mental Medicine, volume xxll, No. 2, by Drs. Jobling, Eggston and Petersen; 
Serum Ferments and Antiferments During Trypsin Shock, Journal Experimental 
Medicine, volume xxll, No. 2, by Drs. Jobling Eggston, Petersen; The Mechanism 
of Anaphylastic Shock, Journal Experimental Medicine, volume xxll, No. 4, by 
Drs. Jobling, Petersen, Eggston; The Serum Ferments and Antiferments During 
Pneumonia, Journal Experimental Medicine, volume xxll, No. 5, by Drs. Jobling, 
Petersen, Eggston; Serum Changes Following Kaolin Shock, Journal Experi- 
mental Medicine, volume xxll, No. 5, by Drs. Jobling, Petersen, Eggston; The 
Effects of Protein Split Products on the Serum Ferments and Antiferments, 
Journal Experimental Medicine, volume xxll, No. 5, Drs. Jobling, Petersen, and 
Eggston, The Effects of Killed Bacteria on the Serum Ferments and Antiferments, 
Journal Experimental Medicine, volume xxll, No. 5, Drs. Jobling Petersen, and 
Eggston; The Acceleration of Esterase Action, Journal Experimental Medicine, 
volume xxll, No. 6, Drs. Jobling, Petersen, Eggston; The Relation of Serum 
Esterase to Liver Destruction, Journal Experimental Medicine, volume xxll, No. 6, 
Drs. Jobling, Petersen, Eggston ; The Ferment-Antiferment Balance of the Serum, 
Journals of Laboratory and Clinical Medicine, Drs. Jobling, Eggston, Petersen. 

1916: Serum Changes and the Cause of Death in Experimental Pancreatitis, 
Jour. Experimental Medicine vol. XXIII, by Drs. Petersen, Jobling, Eggston. 

1918: Serum Changes Following Thyroparathyroidectomy, Jour. Experimental 
Medicine, vol. XXIII, Drs. Petersen, Jobling, Eggston; Studie n Uber Serum 
ferments un Antiferments, Zeit, f. Immun. u. Exp. Therp. Bd. 25, Drs. Jobbling, 
Eggston and Petersen. 

1917: The Wild Rats of the Southern States as Carriers of Spirochaete Icter- 
rhemorrhagiae, Jour. AMA, vol. XIX, Southern Medical Journal, by Drs. Jobbling 
and Eggston. 

1919: The Alkaline Reserve of Blood Plasma During Anaphylactie Shock, Jour. 
Laboratory and Clinical Medicine, July 1921, Dr. A. A. Eggston; The Alkaline 
Reserve of Blood Plasma during Protein Shock, Jour. Laboratory and Clinical 
Medicine, June 1921, Dr. A. A. Eggston; A Case of Gastroileostomy Living 5 
Years, Proceedings New York Pathological Society, 1921, Dr. A. A. Eggston. 

1922: Sensitization Diseases, The Laryngoscope, St. Louis, November 1922, Dr. 
A. A. Eggston; A New Technic for the Preparation of Bacillus Acidophilus Milk, 
and its Therapeutic Value, New York Medical Journal, June 7, 1922, by Drs. 
Norman and Eggston; Pyogenic Infections of the Digestive Tract and their 
Biological Treatment, New York Medical Journal, April 19, 1922, by Drs. Norman 
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and Eggston; The Use of Mercurochrome in Pathologic and Bacteriological Tech- 
nic, Journal AMA volume 78, page 509, by Dr. A. A. Eggston. 

1924: Allegric Reactions of the Upper Respiratory Tract, Journal AMA, volume 
83, No. 16, page 1221, by Dr. A. A. Eggston. 


1925: A New Stopcock for Blood Transfusions, by Drs, Eggston and Mr. John 
Moran. 

1930: Pathology of Chronic Nasal Sinisitis, by Dr. Andrew Eggston, Archives 
of Otolaryngology, November 1930, volume 12, pages 561-583. 

1930: Laryngoscope St. Louis, June 1930, The Clinical Pathology of Mastoiditis 
With Special Reference to Bacteriology and Treatment by Blood Transfusion. 

1933: Pathology of Chronic Nasal Sinisitis, New York State Medical Journal, 
April 15, 1933. 

1934: Pathways of Infection in Suppurative Meningitis and Brain Abscess, 
Annuls of Otology, Rhinology and Laryngology, September 19, 1934, volume 43, 
No. 3672. 

1931: Laboratory Aids in Diagnosis of Mastoiditis. 

1932: Use of Tuberculin In Ophthalmology, Archives of Ophthalmology, No- 
vember 1932, volume 8, pages 671—G72. 

1940: Experimental Evidence of Gonadotrophic Hormone in Nasal and Sinus 
Mucous Membranes. 

1941: Pathology of Nose and Throat, Kernan’s Surgery of Nose and Throat, 
Nelson’s Loose Leaf. 


1943: Tumors of The Nose and Nasopharynx, New York State Journal of 
Medicine. 


1944: Pathology of Petrositis, Archives of Otolaryngology. 

1946: Histopathology or Ear, Nose and Throat, Drs. Eggston and Wolff, Wil- 
liams & Wilkins Co. 

Senator Danirt. Do you have a prepared statement? 

Dr. Eaaston. I haven’t any statement. I just want to bring to the 
committee a little history of the background of this. 

First of all, I am not a general practitioner ; I am a pathologist, and 
1 am not too familiar with all of the details of this problem. 

Dr. Howe is thoroughly familiar with it, and I am very much in 
sympathy with everything that he has said. 

I did not know very much about it until this resolution was intro- 
duced into the house of delegates of the Medical Society of the State 
of New York when I was president of that organization, and that was 
introduced at a meeting, annual meeting, of September 1, 1953. 

I will say this: When this resolution was first introduced it was 
quite startling to me, and I think a lot of other members of the medical 
profession. 

I think it is probably quite startling to the public and to the Senate, 
because a lot of things that are implied in it. 

However, as time went on, we realized that it was, the whole ques- 
tion was, a challenge, not only to the medical profession but to the 
public and the people, and that it should be reopened, the whole 
question. 

I do not think that the AMA or the doctors, as we will put it, and 
the enforcement of the law, the Federal Narcotics Bureau, have really 
gotten together to discuss this problem in 25 or 30 years, and it is 
high time that the two agencies get together and reevaluate the situa- 
tion which we all agree is a serious one. It may affect any home or 
any patient in the country as a citizen. 

Certainly I think most of us feel that there are deficiencies and de- 
fects of the present way of handling it, and that was my inner feeling 
about it, not that I knew too much about the problem. However, t 


have lived with it so long now I am beginning to get to be a resolution 
addict myself. 
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This thing comes up every now and so often that I am beginning 
to believe in it stronger and stronger, just like an addict does when 
he is taking his dope, that is like politics; I found that true in the 
medical profession. 

Now then, the background of the State society: It is a federated 
group of the county societies. They have an annual meeting once a 
year, and they have about 190—don’t hold me exactly to the figures, 
please—about 190 delegates, and problems that affect the public and 
the medical profession are naturally discussed, like they do at any 
other convention. 

At this meeting in September 1953, and mind you that antidates 
the academy of medicine’s proposal by practically 2 years—not that we 
want to claim any priority, not that it makes any difference—the 
problem is uppermost in everybody’s mind, and this resolution was 
introduced in the house of delegates. . aete'y 

I do not want to bore you with reading it. It is not very long. 
Should I read it? 

Senator Dantev. We will place the entire resolution in our record, 
and then you read from the conclusions or whatever part you think 
you should call to our attention. (See p. 1943 of the appendix.) 

Dr. Eeeston. I will read the resolve of the resolution: 

That the Medical Society of the State of New York favors legalization of the 
distribution of narcotics free of charge with proper safeguards as follows: 

1. Establish narcotic clinics in all cities as the need appears under the aegis 
of the Federal Bureau of Narcotics. 

Now, some have said that should be under the Health Department, but the 
resolution says under the Federal Bureau of Narcotics. 

2. Register and fingerprint all who apply to prevent re-registering in other 
clinics. 

3. Do not demand that these addicts be forcibly confined as they are now. 

4. Determine the smallest amount of pure drug that will relieve the patient 
of his symptoms. 

5. Administer this uncut material by the doctor or under his supervision and 
under sterile precautions. 

6. Keep accurate records of dosages. 


7. Never give any supply to the addict. Dosage to be given only at the 
clinic. 


8. Normal charge for the actual cost of the drug, possible 15 to 30 cents. 

In the whereases it mentions fifteen to a hundred dollars a day. 

9. Make an effort to effect a cure, where possible using hospitalization, if 
the patient acquiesces. 

And be it further 

Resolved, That the Medical Society of the State of New York instruct. its 
delegates to the AMA (American Medical Association) to work actively for the 
enactment of Federal legislation embodying these principles. 

Now, that is usually referred to a reference committee, and the 
reference committee reports. ; ; 

I will not go into all the details. There is quite a lot of discussion 
by different members. One man refers to the 1920 Royal Copeland 
time when the clinics were failures, but he said he had treated addicts, 
and they would get them off of it in a month; it was just a question 
of traffic in drugs. : 

Now then, the action of the committee, the reference committee, 
discusses the resolution for some time, and they arrived at the fol- 
lowing conclusions: 

This is a complicated subject and one that would have to be studied at great 


length. There are so many ramifications of the problem that this house of 
delegates could debate on them the rest of this session. 
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Your reference committee unanimously approves of the resolution in prin- 
ciple, and recommends it be referred to the council for further study. 

Now, the council consists of about 16 outstanding members who 
are chairmen of committees, and in the interim when the house of 
delegates does not meet, it acts as the house of delegates. This was 
referred to the council, and then the council, in session, recommended— 
I will come to that later on. 

Now, in September 1954, this question came up again. ‘The first 
year it had everybody more or less n a state of indecision. 

Naturally, I think it is a thing, a subject, that requires the most 
active and uncompromising decision. 

At this time, Dr. Herbert Berger, who is a coauthor with me of 
the article—and I think this was originally his brain child anyway— 
appeared before the reference committee, and then it was stated, 
it was noted, that the cause of crime and addiction reside in the illegal 
acquisition through the underworld. Further, addicts are patients 
with mental disturbances, and should be treated by physicians, pre- 
senting a medical problem with very often the legal and criminal 
problem appearing secondarily. 

There was good reason to have existing mental health clinics or 
established narcotics clinics to handle such patients, with every pros- 
pect of their cure rate superior to what now is recorded. 

An equivalent resolution has been adopted in the States of Cali- 
fornia, Michigan, and Illinois. 

They said: 

It is the considered opinion of your reference committee that there is distinct 
merit in the purpose, objectives and recommendations included in the resolu- 
tion, and that this matter be referred to the council for the establishment of 
a committee to make special recommendations for its formal endorsement and 
implementation. 

Then council met, and through a committee on public health they 
formulated a resolution to be put more or less at the insistence and 
instruction of the house of delegates, to put the resolution into the 
AMA, that you will have a copy of here. 

Senator Dante... Yes; that will be made a part of the record. 

Dr. Ecaston. Yes. 

(The records of the various actions of the American Medical Asso- 
ciation in the past and which constitute the present policy of the asso- 
ciation as it relates to the Committee on Narcotics may be found in the 
appendix, pp. 1943-1982. ) 

_ Senator Dante. And your society has now offered the recommenda- 
tion to the American Medical Association for its consideration ? 

Dr. Eaeston. It did so on June 21, 1954, at its meeting in California, 
and I was delegated to introduce the resolution. 

Senator Danret. And the American Medical Association has not 
taken any action on the subject since its early action in 1920 opposing 
the plan? 

Dr. Eceston. To my knowledge it has never come up before the 
AMA in very much detail. I may be in error on that. So many things 
go by the board in 25 or 30 years, we do not remember. 

Practically the same resolution was introduced into the AMA, and 
the action at that time—this was in June 1954: 


Your reference committee believes that because of the complexity of the prob- 
lem involved, this matter should be referred to the board of trustees for fur- 
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ther reference to another appropriate group for detailed consideration by ex- 
perts, the results of such study to be reported to a subsequent meeting of the 
house of delegates. 

That was in December of last year. This was in June. 

Then we have an interim meeting at which we met in Miami, and 
then they had a report from the board of trustees. 

Senator Dantex. Has the board of trustees of the AMA set up a 
committee to study this problem ? 

Dr. Eacaston. They have referred it to the mental health committee. 

Senator Danteu. Yes. 

Dr. Ecasron. And they have already had some meetings on it, 
but the action 

Senator Danrex. I believe we are to hear from members of that 
committee tomorrow. 

Dr. Eaaston. Yes. 

Now then, I think I will read just a part of this action on the reso- 
lution of legislation for narcotics that I introduced. 

Senator Danret. What is it that you are reading from now? 

Dr. Eacsron. This is the report of the trustees to the house of dele- 
gates last December 1, after the resolution was put in in June. 

Senator Daniex. The report of the AMA trustees? 

Dr. Eaasron. Trustees. 


The council, following consultation with several individuals and groups act- 
ing in this field, agrees that the narcotics problem has increased in seriousness 
since the close of World War II. 


The means of alleviating the problem, as suggested by the resolution, were ex- 
tensively tried during the period following the end of the First World War. 

Experience with these clinics clearly indicated that they were an absolute 
failure, and that they increased rather than diminished the problem. 


I am giving you both sides of this, I am not prejudiced one way or 
theother. The facts are the things which I wish to give. 

The evidence on this point was so clear that those who had originally advo- 
cated them were convinced, and all of the clinics were closed within a few years. 

However, the council feels that the present situation is far from satisfactory, 
and that the problem is being handled too exclusively as a police problem, with- 
out sufficient emphasis on its most important medical aspects. 

The board believes that the matter should be thoroughly explored, and is re- 


ferring the problem to the subcommittee on narcotic addiction of the council 
on mental health. 


Now then, I think they wind up—that practically covers it. They 
did not approve of the resolution, but it was understood that they 
would refer it to a committee, which they did. Now then it is before 
that committee. 

I have only this to say personally. I know that it is—and you all 
know that it is—a terrrifically serious proposition when a thing that 
can be transmitted from one person to another almost as a contagious 
disease, should continue or the circumstances that have led to it should 
continue. 

My interest in this is strictly medical, and for the good of the cause. 

I wrote the article because I had introduced the resolution, and I 
was not the senior author because it was Dr. Berger’s resolution, and 
I said, “Herbert, you take it and I will be a coauthor with you.” He 
knows this subject thoroughly. I amsorry he is not here. 

Senator Dantet. We have a paper from him which we are going to 
make part of the record. 
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Dr. Eaeston. He had to go to London to give some lectures on this 
whole question. He is thoroughly familiar with the details. 

I believe, as a doctor, that something needs to be done. That is all. 

Senator Dantet. Thank you very much, Dr. Eggston. 

At this time, a statement by Dr. Herbert Berger will be made a 
part of and included in the body of the record, along with a biographi- 
cal sketch of Dr. Berger. 

(The documents referred to follow :) 


BIOGRAPHICAL STATEMENT—HERBERT BERGER, M. D., F. A. C. P. 


Herbert Berger, born December 14, 1909, Brooklyn, N. Y. Primary and second- 
ary education in public-school system, city of New York. B. S., New York Uni- 
versity, 1928; M. D., University of Maryland, 1932. Winner of Karlinsky schol- 
arship for highest standing in class. Interneship, Morrisania City Hospital, 
New York. Private practice of medicine, Staten Island, N. Y., 1934 to date. 
Diplomate of the American Board of Internal Medicine, 1944. Served as senior 
medical officer aboard U. S. S. General Black with United States Navy 1942-45. 
Fellow of the American College of Physicians, 1952. Attending physician of 
Richmond Memorial Hospital. President of Medical Staff of Richmond Memo- 
rial Hospital, 1954 to date. President of Richmond County Medical Society, 
1952. Cardiologist, Seaview Hospital. Consultant in medicine to the United 
States Public Health Service and consultant in medicine to New York State 
Department of Mental Hygiene. Member of the cardiovascular research unit, 
Bet Israel Hospital, New York. Author of over 40 papers on medical research. 
Vice president of the Medical Society of the State of New York, president-elect 
of the first district of the Medical Society, State of New York (Medical Society, 
City of New York), secretary of section of internal medicine to the Medical 
Society of the State of New York. Member of Blood Banks Commission of State 
of New York. Member of advisory committee of Visiting Nurses Association of 
State of New York. 


RicHMOND CouNTY NARCOTIC PLAN 


By Herbert Berger, M. D. 


There are few people in this enlightened country who are so badly misunder- 
stood and maligned as the narcotic addict. Our novelists and less responsible 
journalists have pictured him as a fiend and a devil, subhuman, possessed of 
none of the gentler civilized attributes. While it is difficult to paint a picture 
that would accurately characterize all addicts, since they differ markedly, as do 
the rest of us, the reverse of this concept is probably much nearer the truth. 
Many of them are veritable “Casper Milquetoasts.” They are usually uncom- 
petitive, shy, retiring, and given to quiet and inconspicuous behavior. Most of 
our misinformation reaches us from the pens of those who are ignorant of this 
condition. However, I regret to state that some of it is actually malicious in 
origin. 

What are narcotics?—These materials are derived in the most part from the 
opium poppy or are synthetic materials which, however, possess the same phar- 
macological attributes. They induce sleep. They relieve pain. They lessen 
apprehension. Perhaps it is just as imortant to say what they are not. They 
are not stimulants. They cannot induce an individual to activities which are 
foreign to his underlying nature. This is the way these drugs act on everyone, 
addict and nonaddict alike. Under the influence of these medicaments the addict 
is incapable of violence. He is not likely to be interested in activity of any sort. 
Rape is impossible. The addict is relieved of his tensions and pressures when 
he uses his type of material. Under their way he is content to sit quietly and 
relaxed possibly listening to records, reading and sleeping. ; 

What kind of a person is a narcotic addict?—All human beings experience 
periods of depression and elation. Most of us have learned that blue days are 
temporary and will eventually be followed by better ones. When overtaken by 
the depths of despair we overcome the situation with patience, with a new hobby, 
a vacation, a new job, or a new interest. The narcotic addict, like his alcoholic 
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brother, cannot tolerate depression. He is unable to use his native talents fur 
overcoming these valleys in our daily living and seeks instead to rise to the 
heights of happiness and stay there, on the peaks, all the time. This desire to be 
constantly happy is probably the most important motivating force in the behavior 
of each and every one of us. The addict differs in no way than from any non- 
addict in his desire to achieve contentment. His error lies in his desire to do 
this chemically rather than with insight and through his own strength of char- 
acter. What’s wrong with euphoria (this state of exhaltation which these ad- 
dicts achieve with drugs)? The fault lies, not with the pleasant state of mind 
engendered by these materials, but rather with the patient’s lack of a sense of 
reality. A problem put off with narcotics remains unsolved. It is still there 
tomorrow or the next day requiring larger and larger doses of narcotics to control. 
Whatever strength of character the addict may have once possessed he loses as 
he everlastingly retreats from the making of decisions. From this necessarily 
short description of an addict, it becomes apparent they are mentally sick. They 
suffer primarily from lack of will power. They have an inherent inability to face 
the problems of life. It becomes difficult to be critical of people so much like 
ourselves. Everyone who eats more than he should is acting very much like an 
addict. Both realize that what they are doing is bad for them but they enjoy it 
and they do it anyway. This is just as true of the inveterate smoker or drinker. 
Many of us might easily become addicts and quite likely many of the individuals 
whom you know are addicted to one or another of these drugs. 

This brings us to the effect of the cautious use of these materials. Many indi- 
viduals have lived useful and valuable lives for a full span of three score and 
ten after being addicted to one of these drugs all of their adult lives. Some have 
held positions of responsibility from bank presidents to doctors to locomotive 
engineers. They perform these functions perfectly without detection until they 
run afoul of the law while trying to gratify their illegal habit. Samuel Coleridge, 
for example, dominated the entire literary scene in England for some 40 years 
while he was so addicted and he died of a disease not related to narcotics. 

Picture, if you will, a diabetic person able to live a normal life as long as he 
gets the various necessities of food, shelter, warmth, and insulin. The drug 
addict is such a person, able to function fully, as long as he gets the various neces- 
sities of life and narcotics. 

Why are crime and addiction so closely allied ?—We, in this country, do not 
officially recognize the addict as a psychically or mentally sick person but rather 
as acriminal. Narcotics cannot be obtained from any legitimate source. There- 
fore, an addict must obtain them from the underground. The physician may not 
write prescriptions for addicts nor may the druggist sell them to him over the 
eounter. On the obverse side of the coin we find that these relatively inexpensive 
materials costing little more than aspirin can be sold for all the traffic will 
bear. Some addicts spend as much as $100 a day. Such fantastic profits are 
bound to attract the criminal into the narcotics peddling racket. The cause of 
the association of crime and addiction now becomes apparent. How many Amer- 
icans can afford to spend from $15 to $100 daily in addition to all of their other 
expenses without resorting to illegal acts? 

When one considers as well that the addict must constantly hide his habit from 
others, that he must constantly seek to avoid detection by the police, and that 
the materials that he takes dull his sensibilities, it becomes even more apparent 
that it is most difficult for him to provide sufficient funds to purchase these 
materials. Since he believes that he cannot live without them (and mind you 
I say he believes this because this is not true, he can live without them) but 
since he believes he cannot, then he must obtain the price of these materials, at 
this outrageously marked-up price, from illigitimate sources. Of all of the crimes 
of which the addict is guilty none is so important to society or so dangerous as 
the initiation of neophytes into the habit. This he does in order to guarantee his 
own source of supply for in most communities he is entitled to a 25 percent com- 
mission on all he can sell. This is by far the largest source of new addicts and 
one which might tend to disappear entirely were drugs less costly to those who 
feel that they need them. 

What kind of crimes do they commit ?—At the outset the addict was described 
as a quiet, shy person. Violence is abhorrent to him. Males acquire money by 
shoplifting, pilfering, making horse-book and policy running. Females are prac- 
tically all prostitutes or shoplifters. The crimes are rarely committed while 
under the influence of drugs unless some other material like cocaine is added to 
the materials which the patient takes, but rather when they do not have these 
drugs and are seeking to obtain the price of them. Since we have ostracized 
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these individuals, then it becomes quite rational, to th to feel the: - 
side of society and to be perfectly willing to prey ugen tt. wr pe oy 

And this brings us perhaps to one of the most important points that may be 
made in a discussion of this subject. That is that the addict is not the important 
individual but rather society itself who suffers from the depredation of these 
individuals who are driven to crime by our laws and decrees. ay! 

How did we ever get in this state of affairs?—There is probably no other coun- 
try in the world that has anything remotely resembling our problem in narcotics. 
This all came about through the passage of a few laws and through the inter- 
pretation of some of them by various courts and primarily by the issuance of ce- 
crees of a quasi-legal nature by the Bureau of Narcotics. The legal background 
of this entire situation is quite complicated and somewhat beyond a medically 
trained mind. I commend to you a paper by Mr. Rufus King of Washington in 
the Yale Law Review, which describes the background of this situation. In very 
short summary however, a revenue act was passed in 1914, the Harrison Act, 
which was supposed to raise some moneys by the selling of stamps which were 
to be placed on all vials of narcotics such as one sees on liquor and tobacco. 
There seems to have been no intent on the part of Congress to make the user of 
narcotics a criminal. The law hoped to regulate and control, to some extent, 
the sale of these materials which at that time were largely in the hands of Chi- 
nese Tongs and to raise some taxes therefrom. Consequently enforcement of the 
law was placed in the Internal Revenue Department and unfortunately, into that 
great blot on the escutcheon of American history, the Prohibition Bureau. The 
subsequent interpretation of the law was largely the result of the thinking of this 
department. These men were primarily police and revenue officers. I am sure 
they were motivated by the highest ideals as they sought to control the narcotic 
problem. Unfortunately, it is from these sources that all of our present diffi- 
culties emanate. 

There is no question that some of their activities are of the utmost importance 
in the prevention of smuggling and in the control, as far as possible, of the 
manufacture and international trading of these malicious drugs. As a result 
of several decrees and decisions, some of which were upheld in the Supreme 
Court itself, we now have arrived at the position where it is illegal to sell 
narcotics to an addict. It is illegal to prescribe narcotics for an addict, it 
is illegal to fill a prescription for an addict, it is illegal for an addict to 
possess narcotics or in some States, even a syringe or other material which 
he might use for the taking of narcotics. And finally, these admittedly men- 
tally sick individuals have been almost completely isolated from the medical 
profession, the one group of individuals who might have brought to them some 
relief from their present deplorable state. 

The more strictly these laws and regulations are enforced the happier the 
peddler becomes. These are further reasons for raising the price of the drug. 
All of the activities of the hard working Bureau of Narcotics (and I say this 
without the slightest criticism because these men, I believe, are devoted to their 
work, they take great risks and work long hours in tracking down the violator 
of the narcotic peddling acts) but despite all of their efforts and, were the 
Narcotic Bureau to have 10 times as many officers as it now possesses, they 
still could not enforce the narcotic laws and they would still only succeed in 
raising the price of narcotics to the eventual user. As you may remember we 
were unable to prevent bulky materials like alcohol from being smuggled into 
this country during the prohibition experiment. Between the layers of a suit 
of underwear a seaman coming in from the Orient can carry thousands of dol- 
lars worth of heroin. The material isn’t heavy; it’s easily concealed. It’s 
impossible to detect or prevent the smuggling of narcotics into this country. 
There is no question that efforts should continue to be made to cut this down 
to a minimum, but on the other hand if there were no market for such mate- 
rials the criminal world would drop it just as quickly as it dropped bootlegging 
after the prohibition amendment was repealed. 

What care is being rendered to addicts now ?—In 1939, just 25 years after the 
passage of the Harrison Act, it became apparent to the Congress that the num- 
ber of addicts was increasing and that there was no legitimate source of care 
for them. Therefore, the Federal narcotic hospitals were established. Such 
institutions now are in operation in this country. Care rendered in each of these 
institutions is under the aegis of the United States Public Health Service and 
is excellent. Unfortunately, too few of the addicts reach the hospitals because 
they regard them as jails. Most of the bed space is occupied by criminals who 
have been caught violating one or another law and who are then sent to the 








1372 ILLICIT NARCOTICS TRAFFIC 


hospitals. They get first choice of the space available, the voluntary individual 
who wished to admit himself for treatment must wait his turn. Even if every 
addict could be admitted at once, such treatment is highly impractical because 
the course of treatment runs over a period of several months. It means that the 
addict must leave his environment, go to a hospital far from home (the two 
hospitals are in Fort Worth and Lexington,) where he is deprived of the com- 
panionship of his family, his friends, his usual acquaintances, and perhaps his 
job if he has one. 

Hospital care is expensive. It is quite probable that the individual who stays 
for a full course of treatment might well cost the United States Government 
$2,000 to $4,000. I am sure these are minimal figures: Any of you who have been 
hospitalized have some idea as to the cost of such care. I am excluding now the 
cost of apprehending these individuals and bringing them to trial. If this treat- 
ment resulted in cure in a substantial number of patients then it would be 
worth every cent of it. But amazing enough there are no accurate figures as to 
the cure rate of the individuals who are treated in these fine institutions. It is 
no secret that an enormous number of them relapse and go back to their habit 
again at the first sign of a problem or a difficulty. One young man that I inter- 
viewed at North Brothers Island Hospital, an institution run by the city of New 
York for juvenile addicts, told me that he had his first dose of heroin as he 
changed trains after leaving Lexington in Pittsburgh, Pa., a few hours after his 
discharge. No one knows the exact rate of relapse. It has been estimated, and 
I emphasize these are estimates, as being anywhere from 70 to 95 percent. If 
the rate approaches 90 percent, and most addicts seem to think it exceeds that 
figure, then that $4,000 that we spend for the treatment of one patient becomes 
$40,000 for cure. Now this is an astronomical figure. 

We in medicine do not accept with equinimity any treatment that fails to 
achieve cure in even 5 percent of the cases of any specific disease. In other 
words, if we have a treatment for pneumonia that is 95 percent effective we don’t 
pat ourselves on the back and say, “We've got this thing licked.” On the con- 
trary, research people all over the country keep working away at that figure 
until they approach 100 percent with it and only then will the efforts to mitigate 
that disease slow down. Yet the United States Government is committed to a 
plan of action which fails more than 90 percent of the time. 

Is there a remedy?—Thus far an effort has been made to cover, in a superficial 
fashion, the narcotic problem. This is a criticism of the situation as it obtains 
today. All of this would be less than useless if we could suggest no remedy. The 
Richmond County Medical Society, and in turn the coordinating council of the 
five counties that comprise the city of New York, and still later the Medical 
Society of the State of New York, have endorsed a plan for the control of nar- 
cotics addiction. It is simplicity itself. 

1. Let us recognize the addict for what he is, a mentally sick person. 

2. Let us bring to bear on him the whole weight of the great knowledge of 
medicine, sociology, religion, rehabilitation, and vocational guidance. 

By these means let us return this individual to his rightful place in society, 
without narcotics if it is humanly possible to do so, and with them if there is no 
other course open in an ocassional case. This program can be accomplished 
through the establishment of narcotic clinics in larger centers where the problem 
is acute. Suitable private physicians can care for the occasional addict in iso- 
lated areas. It is my hope that as our experience increases that the latter may 
become the sole source of care for these sick people. 

Such a program will require certain safeguards ; fingerprinting, photographing, 
registering to be sure that an individual uses no more than one such facility. 
He will receive his narcotics only at the clinic, hospital, or doctor’s office so 
that he cannot resell them elsewhere. Each individual will be suitably tested 
to determine whether or not he is actually a narcotic addict. He will be informed 
from the start that it is possible for him to break this habit and be rid of it 
permanently if he will only apply himself to the suggestions of the staff, which 
as I have indicated, should contain many medical and ancillary disciplines. What 
can we hope to gain from such a program? In the first place we will learn the 
magnitude of the problem. No one knows how many narcotic addicts there are 
in the United States now. Secondly, there should be a diminution in the number 
of crimes committed by addicts in order to obtain the price of drugs. Third, 
the formation of new addicts by present users who are trying to guarantee their 
own sources of supply should terminate. Fourth, there are many unnecessary 
deaths at the present time caused by the use of impure and unsterile materials. 
Similarly such materials are often deliberately poisoned when a peddler or other 
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wishes to murder an addict. Fifth, to empty our jails of these noncrimina!s and 
get them into the hands of those who can hope to effectuate their rehabilitation. 
Sixth, we would take the profit out of peddling and pushing drugs and as a result 
it is quite probable that the problem will disappear of itself. One cannot sell 
a material which the community will give away. Finally, of paramount im- 
portance, it will give the medical profession a better opportunity to study ad- 
diction so that we may eventually find even better methods of coping with this 
problem, 


In closing, I would like to state that this plan has been criticized from some 
official sources as being like a department store where a brothel is operated on 
one floor, tables of merchandise for kleptomaniacs on the other, and narcotic dis- 
tribution on a third, and perhaps bullets for gunmen on a fourth. There may 
be criticisms to this plan but I am sure that such irresponsible statements, even 
though they eminate from our highest officials, are not the criticisms that we 
must answer. Our present methods have made of the United States a vast game 
preserve peopled by many, many thousands of addicts. Our police officers need 
only go out and catch a few much as a wealthy man shoots a few of his deer 
when he has the opportunity. These arrests are widely publicized and these un- 
important poor addicts (rarely a higher up) are brought to the attention of 
our legislatures throughout the country so that additional appropriations can be 
obtained. Our experiment with prohibition is proof enough that one cannot 
legislate the cure of a serious medical problem. 

Senator Dantet. Senator Butler, do you have any questions of Dr. 
Eggston ? 

Senator Burier. No. 

Senator Daniev. Mr. Counsel, do you have any questions ? 

Mr. Gasque. No. 

Senator Dantev. Dr. Eggston, I have but two. First, have you 
had any practical experience yourself with treating drug addicts? 

Dr, Ecasron. I treat very few patients. I know several doctors 
that treat drug addicts. I hardly ever write a prescription for nar- 
cotics, have very little general practice. 

Senator Daniev. You have not had any general experience in this 
personally ¢ 

Dr. Eceston. Fortunately I am very grateful I have not. 

Senator Daniex. Well, the other question is this: I believe that 
you differ with Dr. Howe on one point, and that is that you should 
not, through clinics or otherwise, give the addict any of the drugs 
to administer to himself. 

Dr. Eeestron. That is, the resolution states so specifically, that it 
should be administered to him. 

Senator Dantev. Inside the clinic ? 

Dr. Eaaston. Inside the clinic. 

Senator Dantev. Not let him leave the olinte with any drugs. Do 
you agree with that portion of it personall 

Dr. Eaasron. I believe that is the mabe way to handle it. 

Senator Dantret. And you agree in no event through clinics or 
otherwise should drug addicts be given the drug to administer to 
themselves ? 

Dr. Eeeston. It would be a great help if we had a hypodermic 
material like protamine insulin, for instance, that lasts over 24 hours, 
to give to addicts so he would have his maintenance dose. But so 
far as I know, there is no such drug available. 

Senator Dantet. I just want to be sure I have your answer correct. 
You personally agree with the New York Society of Medicine that i in 
no event should addicts be given the drug to administer to themselves / 

Dr. Eeeston. That, I think, would be the most sensible thing. Of 
course, once in awhile, you want to individualize. But when you start 
individualizing a little bit, you do a lot of it. 
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Senator Danrex. Yes; and when you pass laws that allow someone 
to individualize, of course, the opportunity there is for too much of it. 

Dr. Eaeston. You bet. 

Senator Dantet. Thank you very much. 

All right. 

Mr. Alden Stevens is the next witness. 


You solemnly swear the testimony you are about to give to this sub- 
committee of the Senate Judiciary Committee will ae truth, the 
whole truth, and nothing but the truth, so help you God 

Mr. Stevens. I do, sir. 


TESTIMONY OF ALDEN STEVENS 


Senator Danret. Your name, please, sir? 

Mr. Stevens. Alden Stevens. 

Senator Dante... A-]-d-e-n? 

Mr. Stevens. S-t-e-v-e-n-s. 

Senator Dantev. You reside at Montclair, N. J.? 

Mr. Stevens. Yes, sir. 

Senator Dante. I believe you were the author of the Harper’s 
magazine article in 1952, entitled “Make Dope Legal”? 

Mr. Stevens. That is right. 

Senator Dantev. Would you give us a little bit of information about 
your present profession and your background, before you go into 
your statement ? 

Mr. Stevens. I am an independent writer, sir. I have written four 
books, a great many magazine and newspaper articles, and also for 
radio and television. 

The only thing I have ever written on the subject of narcotics was 
that one article called Make Dope Legal, published in Harper’s maga- 
zine in November 1952. 

When I was getting material for this article I talked with a great 
many people, including Dr. Howe; and no one of these people sug- 
gested that I propose clinics for the treatment of addiction; for this 
proposal I alone am responsible. mat 

As Dr. Howe pointed out, addiction has been treated in clinics 
before, with some success, in spite of the fact that the clinics were 
limited in their scope, were principally dispensaries without a com- 
plete approach to the problem. ' : 

The clinics I suggested in my Harper’s article have never been tried 
on narcotics, but a very similar approach has been extremely successful 
in alcoholism, and the experts see no reason why this should not work, 
as well as with addiction. 

Addiction is generally regarded, though not by all doctors, as a 
symptom of some basic personality difficulty which drugs seem to ease 
by permitting the addict to escape from reality. ; 

“This difficulty may be immaturity or a sense of guilt, frustration, 
a bad home situation or any combination of these, and 50 other 
difficulties. ra . 

There are as many causes of addiction as there are addicts, and 
putting a man in jail does his personality no good. _ } 

The only way to cure addiction, really to cure it, if it can be cured, is 
to determine its cause in each individual case, and remove this cause. 
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I have talked with doctors who said addiction is a medical problem 
and ought to be treated as such. 

I have talked with social workers who have said it is a social problem 
that could be solved by correct social work; with lawyers who said it 
was WrOney interpreted, the law was wrongly interpreted; with 
policemen who said it was a police problem, with educators who said 
education was the answer, and with clergymen who said religion 
could cure it. 

The truth of it is that every one of these people is right. Addiction 
is @ very complicated problem, and only the entire resources of the 
community applied to every individual addict can possibly solve it. 

The work of the Federal Bureau of Narcotics in preventing the 
importation of illegal drugs should be continued, certainly continued 
and expanded; and the work of the Public Health Service at the hos- 
pitals at Lexington and Fort Worth should also be continued. But 
it is clear that these activities, excellent as they are, are not enough. 

The general outline of narcotics clinic procedure recommended in 
the report on drug addiction of the New York Academy of Medicine’s 
subcommittee on drug addiction, dated June 7, 1955, was, in broad out- 
line, essentially the same as that proposed in the Harper’s magazine 
article in November of 1952. 

It involved, of course, a tamper-proof identification system with 
fingerprinting, careful determination that each applicant is indeed an 
addict, and to what extent. before any drugs are given to him, a thor- 
ough medical examination and evaluation, a social welfare analysis, 
education about drugs and for a trade, efforts at job placement, a gen- 
eral atmosphere of tolerant, friendly, uncritical helpfulness, but with 


very close control at all points to eee fraud of any kind. 


On this question of whether addicts should be given any drugs to 
take out with them, I myself am strongly opposed to that, because I 
think, it would, first of all, expose the addict who had drugs to being 
cheated and robbed and beaten by others who knew he had them, and 
it would also expose him to the temptation to use them faster than he 
should. 

Most addicts will simply take all the drugs they can get. The only 
way to maintain control is the way proposed in my article, to give shots 
at the clinic, and never give the addict a supply to take out. ; 

In some cases, drugs might be given in a slow-absorbing material 
so that the patient would not have to return to the clinic so often. 

But some patients might be shot so often that the doctors in charge 
would determine they must go to Lexington, they were not suitable for 
treatment at the clinic, and they would have to go to Lexington for 
more radical treatment. This is a matter for the judgment of the 
physicians in charge. 

A rigid regime of education, psychiatry, group therapy, and work 
toward a social adjustment, together with tight supervision must be 
enforced and integrated with the medical treatment. 

To this I would add another element, a religious sponsor of the ad- 
dict’s own choosing. The sympathetic and tolerant understanding of a 
churchman would give each addict a helpful friend, with no ax to 
grind, to whom he could go at any time. vant 

Clergymen with whom I have talked have indicated with enthusiasm 
their willingness to cooperate. 
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The General Synod of the Church of England in Canada, by the 
way, has approved a plan for clinical treatment of addiction, including 
the dispensing of drugs while treatment is going on. 

There have been statements to the effect that clinics would open wide 
the gates to enthusiastic neophytes who would come trouping in to get 
shots, delighted with the opportunity. 

Under a rigid clinical control plan this would be impossible. 

The fact of addiction is easily established or disproved, and the 
penalties for misrepresentation could easily be provided. 

It has also been said that if the Government is going to give out 
narcotics on the first floor of a building, it might as well provide gam- 
bling and prostitution on the upper floors and create a quote “depart- 
ment store of vice.” 

It has even been suggested that marijuana cigarettes be sold over the 
counter. 

Marihuana and cocaine are not medically addicting. and would never 
be dispensed. That has been pointed out. 

Persons taking these drugs would be accepted for advice, religious 
counsel, education and psychiatric help, but would get no drugs other 
than nonnarcotic drugs the doctors felt might help with some other 
condition. 

These statements do not apply in any way to the clinics proposed 
by the New York Academy of Medicine and other responsible and 
experienced people. 

The clinics would make the work of the Federal Bureau of Nar- 
cotics easier and more effective in some certain ways. 

Patients found to be getting drugs outside the clinic—and these 
could be easily spotted by observant clinic personnel—could easily 
be followed by plainclothes officers to the source of their illegal drugs. 

It would not be necessary to arrest very many drug peddlers to 
make the point that it is not safe to sell drugs to clinic patients, and 
once that point is made it would be impossible for clinic patients to 
buy illegal drugs. 

It would also be unnecessary for addicts to become peddlers to 
protect their own supply. It would thus cut down the number of 
new addicts. 

The stated objective of the clinics would be to cure addiction. 

While the plan may be difficult in some ways and, perhaps, expen- 
sive, it is far cheaper to the public, as a whole, than to permit the 
traffic to continue as it has. 

The work of these clinics will, in some ways, be more difficult than 
that of alcoholic clinics, but not very much in others. 

They should be started in a small way in connection with and 
actually in the building of a hospital where other conditions could 
be treated. 

There should be at first a limited number of acceptances, and a 
waiting list. 

The waiting lists at many of the alcoholic clinics I have found out 
about by wandering around looking into them. 

The purpose of the clinics would be to get addicts out of the under- 

purpose u g 
world and back into society, for society’s good as much as for the 
addict’s. 

Actually, the addict is the less important person in the clinic estab- 
lishment. 
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Being addicted to drugs does not expel a person from the human 
race. Addicts are people, people with a problem, which must be 
dealt with realistically, with understanding, and with firmness. 

What they need is education, medical and psychiatric he ‘Ip. warm and 
even affectionate human relationships, and to be brought just a little 
closer toGod. That is the end of my statement, sir. 

Senator Dantev. Thank you very much, Mr. Stevens. 

We will make your article entitled “Make Dope Legal” which ap- 
peared in Harper’s a part of the record in the appendix, if we may. 
We have a copy. 

Mr. Stevens. Very good, sir. 

Senator Danre.. With your permission we will do that. 

(The document referred to will be found in the appendix to the 
record at p. 1742.) 

Senator DanieL. We appreciate your coming over and appearing 
before the subcommittee today. 

Senator Butler, do you have any questions ? 

Senator Burier. No questions. 

Senator Daniet. Mr. Counsel, do you have any questions? 

Mr. Gasqur. No questions. 

Senator Dante. I believe your recommendations and your pape! 
only cover heroin, morphine, not marihuana ? 

Mr. Srevens. That is correct. 

Senator Dante. It does not cover cocain ? 

Mr. Srevens. That is correct. 

Senator Dantet. Well, thank vou very much. sir. 

We will take a 2-minute recess. 

(Short recess. ) 

Senator Danrev. The committee will come to order. 

Mr. Rufus King. 

Mr. King, do you solemnly swear that the testimony you are about 
to give to this subcommittee of the Senate Judiciar y Committee will 


be the truth, the whole truth, and nothing but the truth, so help you 
God? 


Mr. Kina. I do. 


TESTIMONY OF RUFUS KING, ATTORNEY AT LAW, 
WASHINGTON, D. C. 


=) 


Senator Danrev. Mr. King, if vou will identify yourself—you are 


Rufus King? 

Mr. Kine. Rufus King, of Washington, D.C. I am a member of 
the New York, District of Columbia, and Maryland bars, and I am 
chairman of the committee on narcotics and alcohol of the section of 
criminal law of the American Bar Association. The first part of my 
statement, Senator. will be officially on behalf of the American Bar 
Association, to lay before your committee what we have done, and then 
I am going to make a very clear transition because I have some views 
that I would like also to submit for the committee’s consideration. 

Senator DanteL. Some personal views; is that correct ? 

Mr. Kine. Yes. 

Senator Danrev. Allright. You will tell us then when you complece 
your statement for the American Bar Association and then go into your 
own personal views. 


71515—56—pt. 5-6 
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Mr. Kine. The American Bar Association has recently concerned it- 
self especially with the problem of narcotic drugs and the illicit traffic 
in such drugs, as evidenced by two official actions of its house of dele- 
gates. 

First, on February 21, 1955, which, by a coincidence, was the day 
you introduced Senate Resolution 60, Senator Daniel, the American 
Bar Association house debated and unanimously approved the follow- 
ing resolution. 

Senator DanreL. I assure you I did not know about your action, and 
I suppose you did not know about mine. 

Mr. Kine. No, sir. We were all impressed. I think it just shows 
the breadth of interest in this problem in the last few years. 

The resolution which was passed at the session in Chicago was as 
follows, and I quote: 

Resolved, That the section of criminal law through its chairman or other such 
appropriate representative as he may appoint, be and it is hereby, authorized: 
To urge the Congress of the United States to undertake a reexamination of the 
Harrison Act, its amendments, and related enforcement and treatment policies 
and problems. 

I am also secretary of the session of criminal law, and so officially 
I would like to bring that to the attention of the committee, and in its 
terms urge and acknowledge this study of the problem. 

I would also like to add that I am personally delighted that it is 
in the Judiciary Committe, and that so distinguished a committee of 
lawyers is considering it, because I think that much of the problem is 
a problem of constitutional interpretation, and the statutory problems 
that underlie this. 

Second, at the same meeting, the house of delegates authorized the 
American Bar Association to take the initiative in proposing to the 
American Medical Association a joint study, cosponsored by the medi- 
cal and legal professions, of the entire narcotic drug traffic and the 
related problems it encompasses. The AMA has responded favorably 
to this proposal; a join committee of lawyers and doctors is being 
organized, and it is anticipated that a searching reexamination of the 
entire field, by those two groups who are both so closely concerned 
with it, will be the ultimate result. 

This study undertaking is in the early formative stages, but again 
I wish to lay it before the committee as evidence of the widespread 
interest in these problems, as evidenced by its coming from both the 
medical and legal profession. 

Senator Danteu. Has the joint committee been set up yet? 

Mr. Kine. The appointments for the American Medical Associa- 
tion have been made, Senator; the appointments by the American Bar 
Association have not been announced yet. The committee is still in 
the organizing stage. 

Senator Danret. Is the American Medical Association group the 
same that has been studying the problem for that organization ? 

Mr. Krna. In part. The members are Mr. Joseph Stetler, who is the 
head of the law division of the American Medical Association; Dr. 
Robert Felix, who is here in the room today; and Dr. Isaac Starr of 
Philadelphia, former dean of the University of Pennsylvania Medical 
School. 

Senator Dante.. Now, then, has the American Bar committee been 
set up ? 
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Mr. Kine. No, sir; the members have not been appointed. 

Senator Danrev. They have not been appointed; but it has been 
agreed that this joint committee will work together on the problem! 

Mr. King. Yes, in a research capacity, Senator. 

This is a group to back off and take a long look at some of these ques- 
tions which are being raised here, and back up their study, where 
necessary, with research. 

The foregoing is the official action of the American Bar Association 
to date. I wish therefore to emphasize that the following observations 
and suggested conclusions are my own, and do not represent the posi- 
tion of the American Bar Association. 

Mr. Chairman, I urge you to give very serious consideration to the 
views and proposals you are hearing today. They emanate from 
responsible people, they are sincerely advanced, and the questions 
which they imply are, in my opinion, the very questions which lie at 
the heart of this problem. 

For 40 years we have been looking for ways to make the existence 
of the narcotic drug addict just as tough as possible. For 40 years 
we have asked only what new penalties, and what new police tech- 
niques, might make it easier to catch him and lock him up, whether as 
an ordinary criminal or, more recently, in connection with some more 
or less sincere efforts at rehabilitation in confinement. I believe that 
this entire approach is open to grave question as a practical matter, 
and that it happens to be illegal, and very likely unconstitutional be- 
sides. 

At the practical level, although the statistics are manipulated up- 
ward and downward from time to time, it is not open to question that 
we have failed in stamping out drug addiction. The addict is still a 
cruel social problem ; and the addict is still getting his supply of drugs 
through peddlers in the vicious illicit traffic. 

By cutting off the addict from all possible points of contact with 
society, we have forced him to bargain with the peddler, on the ped- 
dler’s own terms, He has nowhere else to turn. It is small wonder 
that he will commit petty crimes to raise money and that the money 
exerted by this vicious bargainer who is exploiting his aflliction, 
mounts to fabulous totals, It is precisely our law-enforcement efforts, 
and nothing else, that keep the price of drugs, nearly worthless in 
themselves, so high as to attract an endless procession of criminal 
entrepreneurs to keep the traffic flowing. 

I want to emphasize particularly this next point, that the peddler 
himself, the nonaddict peddler who is extorting money from the vic- 
tims of this affliction, is, of course, as vicious a criminal as any we 
know; and the justification for vigorous penalties for him is not open 
to question. 

In sum, as a practical matter, it is our vindictive law enforcement 
approach toward the addict which keeps him enslaved to the peddler 
and perpetuates the illicit traffic. The addict makes his bargain, on 
fantastic terms, with the peddler because we have provided for him 
absolutely no alternatives. If he could make any kind of a deal with 
society, even on severe and exacting terms, I believe he would hasten 
todoso and that the illicit traffic would disappear overnight. 

The two most likely points of contact between the addict and society 
are the members of fhe medical profession, who traditionally and 
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throughout the rest of the world have long accepted the addict as an 
afllicted person within the purview of the Hippocratic oath, and some 
kind of public health service or institution, such as exists in the spen- 
did examples of Lexington and Fort Worth, or such as is contem- 
plated by the proposals outlined for you here this morning. 

Senator, I would like to say parenthetically that while you observe 
there is a good deal of controversy in some of the discussion here, I 
doubt if at any time you will hear anyone raise serious criticism of the 
Lexington and Forth Worth hospital operation. 

I think that everyone agrees we can start with an agreement that 
that is a very splendid operation and a great contribution toward the 
solution of this problem. 

Senator Buriter. Wasn’t that the operation that was criticized as 
the “revolving door”? 

Mr. Kine. No, I am quite sure that Judge Goldstein had in mind a 
great deal more, and at the same time, a great deal less than Lexing- 
ton. That is the best of the therapy facilities that are available to- 
day. What Judge Goldstein had in mind, I think, is what usually 
happens, like the use of the drunk tank in treating alcoholics: you 
pick them up and send them to the State penitentiary for 6 months, 
und give them a suit of clothes. If we could put them all through 
Lexington or something like that, this would be a great advance. 

Turning now to the question 

Senator Burier. Let me ask you one more question. On the first 
page you say that there was a grave question of constitutionality in 
connection with the present method. Now, what did you refer to in 
that connection ¢ 

Mr. Kina. Just what I am coming to, Senator Butler. 

Senator Butter. All right. 

Mr. Kina. My prepared statement 

Senator Butter. I will not ask any more until you finish. 

Mr. Kine. Turning now to the question of legality and the question 
of constitutionality, I believe that the Harrison Act has been misin- 
terpreted by the Treasury Department, in direct defiance of the Su- 
preme Court of the United States, so as to drive a wedge between 
the addict and the medical profession which Congress never foresaw 
or remotely intended. I feel that the medical doctors have been at 
fault in not sticking by this large class of sufferers and asserting their 
rights to minister to them; but I feel that my own profession has been 
much more gravely at fault in allowing the laws of the land to be 
grossly distorted for a very long time. 

When the Harrison Act was passed, in 1914, there was no such thing 
as a criminal addict or an addict criminal; narcotic drugs were being 
widely abused as some members of our society now abuse alcohol, and 
there is no question that around the edges of the medical profession 
and among pharmacists there were those who maintained very low 
standards. 

The Harrison Act was a tax measure. Obviously, the Federal Gov- 
ernment had no business intruding directly on the practice of medi- 
cine and pharmacy, to tell the doctors and druggists what they could 
and could not do in the course of their respective practices. But by 
the taxing of drugs, it was proper to bring the whole problem out into 
the open, to require the keeping of records, and to standardize pro- 
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cedures so that the professions themselves and the several States could 
make appropriate regulations, regulations to dea] with the situation. 
Moreover, to avoid any possible question of infringing local rights 


or intruding upon the medical profession, an exemption was inserted 
in the Harrison law for 


* * * the dispensing or distribution of any of the drugs mentioned * * * to 
a patient by a physician, dentist, or veterinary surgeon registered (under the 
act) in the course of his professional practice only * * *. 

That exemption is’still in the act as section 2554 (c) (1) of title 26 
of the United States Code. 

It was generally assumed that legitimate doctors and druggists, 
acting in good faith, could go right on taking care of drug addicts 
as patients without any interference from the taxing authorities what- 
soever. Everyone was, of course, willing to pay the tax and comply 
with the registration provision imposed under the act. 

Senator Danre,. You are speaking there, when you say, “legitimate 
doctors and druggists, acting in good faith, could go right on taking 
care of drug addicts as patients,” you mean in a good faith attempt 
to cure it ? 

Mr. Kine. In the period between 1914 when this became law, and 
1919, and 1920, when the prohibition officials took over the enforce- 
ment, there was quite a period in there when, as I say, there was no 
question of criminality attending on this traffic at all. 

Senator Dantet. My question was, Are you speaking of where the 
doetors in a good faith attempt were trying to cure addicts? You 
are not speaking of the giving of maintenance doses to gratify the de- 
sires or needs of the patients or keep them on a minimum dosage, are 
you? 

Mr. Kine. Well, Senator, this is exactly the point that has developed 
in the cases. There was no such distinction, and there is no such dis- 
tinction under the Harrison Act or, as the Supreme Court has inter- 
preted the Harrison Act. 

The distinction—well, let me say it this way—there is no question 
that there was an evil in the practice of medicine at this period, and 
the evil was this: There were doctors, and considerably more repre- 
hensible than the ambulance chaser in our profession who were ac- 
tually addicting patients. If someone would come in with a headache 
or other symptoms, the doctor would put him on a narcotic regime, 
the patient would be hooked, and the doctor would then be in a peddler 
relationship. : 

There were also, as you doubtless recall, manufacturers who were 
slugging opiates and things into patent medicine, and it was even 
charged that some soft drinks were loaded with opiates to addict 
customers. 

If good faith is defined to exclude that kind of abuse of medical 
practice, then, yes, of course. But, as far as the difference between a 
withdrawal regime, a comfort regime, or anything in between, this 
has always been a matter of medical discretion. 

So perhaps I can clarify the point as I go on, because the whole bur- 
den of my address here today is exactly that problem, and the intro- 
duction of that notion of good faith, and those peculiar circumstances 
that put a department of the Federal Government in the position of 
judging the good faith of a doctor’s actions within the area of his 
profession. 
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Senator Dantet. Am I right in this: It is my understanding that 
the American Medical Association has always had in its ethics or as 
part of its policies, even way before the Harrison Act, that doctors 
should not prescribe narcotic drugs to drug addicts solely for the pur- 
pose of maintaining their addiction and satisfying their desire for 
the drugs; but that they should prescribe them only in medical cases 
where there were other ailments or where they were trying by with- 
drawal or otherwise to cure the addict; am I right on that? 

Mr. Kine. No, that is not my understanding at all. Even the 1924 
resolution, that is so often cited as the medical profession stepping out 
of the picture, and so often cited for the proposition that there can be 
no treatment except confinement, actually excoriates a practice that 
many people here today have criticized, which is giving the addict 
the narcotic to take out and administer to himself, but only that. 

And then prior to the Harrison Act, most of the addiction problem 
was taken care of by the medical profession. ‘The addict was a sick 
person. He had a medical problem. He was treated by the doctor 
within the doctor’s discretion and, as I say, the bad faith aspects of the 
practice were way over on the periphery where you had doctors ac- 
tually exploiting this illness, actually making patients ill, if you wish, 
and this is what brought down the opprobrium, and raised the furor, 
but this had nothing to do with the run of the mine, conscientious, 
hard-working medical doctor who had addicts under his care, who was 
beginning at that time to recognize and deal with addition as a medica! 
problem. 

Dr. Howe this morning, quite properly, and I think fairly indi- 
cated that the doctors brought this on themselves. Everytime one of 
these new derivatives would come out, it was boomed up as a non- 
addicting substitute. 

When morphine came along, this was something you could give pa- 
tients instead of opium. And heroin—many people were addicted to 
heroin because the medical profession, in good faith, believed it was 
not addicting, and the doctors stuck it into people, and the addict 
Ene mounted. 

Senator Dantev. But in accordance with professional standards at 


that time they started off giving it to these people to cure some pain 
or ailment; did they not? 

Mr. Kine. Yes. , 

Senator Daniex. Here is what I am driving at, has there ever been 
a point in the course of your study in the history of the medical pro- 
fession in this country where the doctors took the position that it was 
all oe for physicians to give narcotic addicts drugs for the mere 


gratification or maintenance of the addiction ? 

Mr. Kine. Yes. There has never been a point when that, as a pure 
medical proposition, was ever accepted by the doctors. And there 
never has been a point when the Supreme Court—no, that is not 
correct—the latest pronouncement of the Supreme Court still leaves 
that, the giving, the administering of moderate quantities of narcotics 
to an addict—still leaves that open as a prerogative of the medical 
practitioner. And as I say, what was contemplated was this heinous 
abuse, which was something quite different, the really improper medi- 
cal doctor, using the narcotic addiction as a way to build up his 
practice. 
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Senator Dante. I wonder if we understand each other. I am lim- 
iting my question only to the administration of narcotics to addicts 
for the purpose of gratifying their addiction or maintaining the ad- 
diction. Has the medical profession in this country ever taken the 
position that it was proper for doctors to do that ¢ 

Mr. Kine. In the good-faith belief that that is the way to cure it‘ 

Senator Danter. Well, you are adding something there. 

Mr. Kine. Yes. But you are cutting off 

Senator Dante. I meant to distinguish what I asked you from 
good-faith efforts to cure addiction by withdrawal methods or some 
other means. 

Mr. Kine. Or to keep an incurable person comfortable, which are 
the qualifications that Dr. Howe read you from the British Medica! 
Society this morning and which are, I believe, a quite fair statement 
of the prevailing professional ethics. In those terms, of course, for 
a doctor to become a peddler if you are defining narcotic peddling 
then the answer is quite clear, the answer is, “No.” 

For a doctor to dispense narcotics as a peddler dispenses them, not 
within the realm of responsible medical practice, of course the answer 
is, no; but for a doctor to dispense narcotics to an addict, a person 
who has no other medical problems or symptoms, in quantity suffi- 
cient to keep him comfortable, I do not believe that has ever been, as 
far as the medical profession goes, ruled out of the ethical area. 

Senator Burier. You feel that would be in the course of his pro- 
fessional practice, within the meaning of this act ? 

Mr. Kine. This is the whole point, in a good-faith attempt to treat 
the addict in the course of his professional practice, and this encom- 
passes the comfort regime. This encompasses, really, what the clinic 
proposal also offers. This encompasses accepting the addict as a per- 
son with a special problem, not accepting him as a criminal to be 
hounded out of society, but accepting him as a problem. And the 
solution of his problem lies in the province of the medical profession. 
It does not lie in the province of the police activities, entirely. 

Senator Butter. In other words, treatment would also contemplate 
the maintenance of the disease. 

Mr. Kine. For the incurable, as in the diabetic case. 

For instance, you do not cure a diabetic, you put him on a regime 
which permits him to go ahead and make reasonably good adjustments 
in society. 

I do not want to be hung on this hook either, because I am not advo- 
cating any liberal dispensing of these drugs. I hope I will make it 
laut before I complete my testimony that I am not advocating what 
is usually regarded as the clinic system without many safeguards and 
reservations. 

What I am trying to do, and maybe I can get at it better by hitting 
only the highlights, is to tell a story of the interpretation of this act 
in the way the Supreme Court handled it which, to me, is one of the 
most astonishin bits of legal history that I have ever encountered 
in my career in the law. 

Senator Dante. There is only one thing I want to let you know so 
that we could understand each other as to the distinction I was trying 
to make. As a matter of fact, I was reading from Mr. Walker’s testi- 
mony from England. 
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You see, we had signed a treaty even before the Harrison Narcotic 
Act, and we have signed others since then, obligating our country to 
limit the use of narcotics solely to medical or scientific requirements. 

Mr. Kina. Yes. 

Senator Dante. Now, Mr. Walker of England, cited the latest con- 
vention on that in testimony he gave in Canada not long ago, and 
he said this: 


We, in the United Kingdom, have always interpreted this requirement— 
that is the treaty requirement which he quotes— 


as precluding the administration of narcotics to addicts for the mere gratification 
of addiction. 

That is the distinction that I had in mind in asking you that question. 

Isn’t that in line with the idea of the medical profession of this 
country all the way through, that doctors should never give addicts 
narcotics solely for the purpose of gratifying the addiction or main- 
taining the addiction ? 

Mr. Kine. Yes. I think we are having—I appreciate your effort 
really to pin these terms down, and I thinks this is where a lot of the 
trouble lies—and if by gratifying the addition, well, let us say, to let 
the addict get high, or get hopped up, or in terms of the illicit traffic, 
give a fellow a bang, why, of course not. 

This is not a medical phenomenon, this is not legitimate medical 
practice, and we can start with that premise. 

But there is a clear distinction which, I thnk, is the trouble here, 
between medical treatment and that, between the kind of thing that 
was prevalent in 1920, where a doctor for a dollar, you would walk 
in, you would find out in town who he was, and you would give 
him a dollar, and he would give you a prescription, and you would 
find a druggist who was in cahoots with him, you would give him 
a dollar, he would give you drugs, and you would go out and indulge 
the habit and get high or drunk or whatever. That is the prescription 
to an addict to gratify his craving and, of course, that is out. 

However, the difficulty, and I think perhaps we have jumped right 
to the heart of it, was that from the very beginning the enforcement 
officials began a campaign to equate the prescription of narcotics to 
an addict to gratify his craving, that is, the doctor as a peddler, 
with the prescription of narcotics to an addict who has no other 
affliction for any purpose and under any circumstances, including 
prescription by a doctor in a good-faith effort to cure the addiction 
or to relieve the addict from the symptoms of withdrawal, which is 
an inverse way of saying a maintenance regime. 

The enforcement authorities of the Treasury Department—and this 
was just at the time that the Treasury Department. was also charged 
with undertaking the enforcement of the prohibtion laws—set out 
from the outset to press for a strained interpretation of the Harrison 
Act, and a strained interpretation of this exemption which I have 
just quoted, and which we have been discussing, which would cut 
the addict off from the legitimate medical practitioner altogether. 

In a series of three Supreme Court cases, each involving unques- 
tionably flagrant violations of professional ethics by doctors and drug- 
gists, the Treasury Department got practically what it wanted in 
this respect, and I am sure your committee, in studying the history 
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of those days, has encountered something of the atmosphere that 
prevailed. 

The official Treasury estimate went up to a million addicts in 1919, 
and the New York Times was running headlines, and this is when the 
words “dope fiend” and “dope ring” became prevalent. There was 
great social pressure. 

In the first of these cases, Webd v. Unted States, handed down at 
the same time as the case upholding the constitutionality of the Har- 
rison Act, the Court was presented with a certified question which 
was phrased as follows: 


If a practicing and registered physician issues an order for morphine to 
an habitual user thereof, the order not being by him in the course of professional 
treatment in the attempted cure of the habit, but being issued for the purpose 
of providing the user with morphine sufficient to keep him comfortable by 
maintaining his customary use, is such an order a physician’s prescription 
under the exception (b) of section 2? 

That is under the exempting language that I quoted. 

Note right here the beginning of the very split that Senator 
Daniel has just pointed out: This question separates or divides “the 
course of professional treatment in the attempted cure of the habit, 
from “providing morphine sufficient to keep him comfortable by main- 
taining his customary use.” 

This is a somewhat loaded question because the facts in this case 
were that the doctor was pouring it out, as I said. 

~Y 

The Supreme Court responded : 

To call such order for the use of morphine a physician’s prescription would be 
so plain a perversion of meaning that no discussion of the subject is required. 

In the second case in 1920, Jin Fuoy Moy, the Supreme Court, again 
confronted with a flagrant statement of facts, made another strong 


statement in response, addressing itself to this same language, when it 
said : 


Manifestly the phrases “to a patient” and “in the course of his professional 
practice only” are intended to confine the immunity of a registered physician, in 
dispensing the narcotic drugs mentioned in the act, strictly within the appropriate 
bounds of a physician’s professional practice, and not to extend it to include a 
sale to a dealer or a distribution intended to cater to the appetite or satisfy the 
craving of one addicted to the use of drugs. 

Again, it was considering a flagrant case, flagrant facts. 

Senator Burter. May I ask this question, Mr. King: Say at the bot- 
tom of page 3 that it was generally assumed that legitimate doctors 
and druggists acting in good faith could go ahead and take care of 
these addicts. Was there any strong opposition to the opinions you 
just read, was there any attempt made by the medical profession to re- 
verse those opinions by Congress ? 

Mr. Kine. This is where the clinic system or clinic idea first came 
into currency. 

There was pressure by the medical profession on the local health 
authorities, not on Congress. Remember, Congress had imposed a tax 
structure on top of this practice, which was a local problem. 

The medical profession and other public citizens—and I am gen- 
eralizing about very complex history, as you know—perceiving the 
problem that was being created when the sloppy, illicit source was cut 
off, they actually brought pressure to make provision for these addicts, 
to care for them. The clinic, as Dr. Copeland’s statement made clear 
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this morning, was a poor substitute for responsible medical care, and 
they knew it and accepted it at the time. But they were still accepting 
their responsibility to do something, to take care of these people who 
were no eines pushed into the lead, but being freed from the 
predatory activities that surrounded the legitimate practice of medi- 
cine at the time. 

Senator Butter. It was my understanding that these opinions were 
brought about to some extent by pressure from the medical associations 
themselves. 

Mr. Kine. Well, in 1924 the American Medical Association went on 
record in this statement that is quoted again and again, but by 1924 
there had been an awful lot of intervening history written, and that 
was really the last retreat. 

That is when the medical profession abandoned this whole area, and 
it was these cases that I am addressing myself to now, more than any 
other single thing, probably, that put this fear into the medical pro- 
fession. 

These were medical doctors being brought to trial. These were med- 
ical practitioners—though the first ones, as I say, were pretty repre- 
hensible being dragged up, prosecuted. The prisons were filling with 
addicts and practitioners during this period. 

Senator Dantex. I do not think it makes too much difference as to 
who, pushed for these cases and for these decisions and supported 
them; but, just to keep the record straight, I do agree with Senator 
Butler that from what preliminary investigations and various articles 
have been furnished us by our committee staff, it would appear that 
the American Medical Association opposed doctors taking care of d 
addicts and that they, as early as 1920 had a committee which call 
upon the officials to prohibit the treatment on an ambulatory basis. 
I have a copy of that committee’s report of 1920 published in the Jour- 
nal of the American Medical Association, dated May 8, 1920, on pages 
1324-1328. 

Are you familiar with that report? 

Mr. Kine. Yes, I am. 

Is not that the one that criticizes the administration or the prescrib- 
ing of narcotics to an addict for self-administration ? 

Senator Danret. Yes. 

Mr. Kine. This was the point that was disturbing everyone, it was 
a tough thing then, and it is a tough thing now. 

They did not want the addict to get out of a relationship with a re- 
sponsible doctor, and if doctors were permitted to write prescriptions 
without limitation, without the exercise of their discretion as practi- 
tioners, of course it raised an enormous problem, Senator. 

This is the most helpful thing we could be doing right now, focusing 
precisely on these definitions and these concepts. Because that has 
been confused all these years since. The word “ambulatory” has been 
contrasted with treatment-in-confinement. 

The doctors were not saying you had to lock the addict up; they were 
saying you could not turn him loose with a needle and have him treat 
himself. That was sound then, and is sound now. But that is the 
kind of distinction that has been confused and lost sight of. 

Senator Dante. Let us-see if we can clear that up. Aren’t ambu- 
latory patients one who can walk into any doctor’s office or clinic, get 
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the shot in his arm and still walk around on the streets! All of those 
types of treatment which do not provide for confinement in an institu- 
tion during treatment, would be ambulatory methods; is that right! 

Mr. Kine. This is what the doctors said has been interpreted by the 
Treasury Department ever since. But this is not, I submit, what the 
doctors ever said, in fact. 

There is this important distinction between, as I say, giving an ad- 
dict his narcotics and letting him go and this is sloppy, medical prac- 
tice, it was the heart of the evil then, and it would still be a problem— 
on the one hand, and on the other, a doctor caring for an addict with 
everything in the book, the administration of narcotics by the doctor, 
under his direct control, being only one part of it, as has been pointed 
out this morning. 

You have psychiatric readjustments, you have physical therapy or 
you may have it, you may have a vitamin regime, or all sorts of treat- 
ment besides or apart from administering narcotics which may be 
helpful. 

But within the province of legitimate medical treatment of a man 
whose only affliction is addiction, the administration of narcotics, I 
submit, has always been intended to be included, and it should be left 
squarely within the discretion of the medical profession. 

Senator Dantet. Well, you recognize that the word “ambulatory” 
does apply, and is used by a lot of people to apply to the patient, wheth- 
er he walks in there and gets the shot in the arm or whether he walks 
in there and gets his drug in his hand to take away. 

Mr. Kine. Precisely. I would say this is precisely one of the mis- 
understandings, or confusions, or loose definitions of that period that 
started us down what I consider to be an entirely wrong road. What 
I am addressing myself to here is a more important episode of the 
same sort, a misunderstanding, or some confusion, that again has lain 
30 years neglected, and should be reexamined and corrected. » 

lon referring to these three cases which were obtained from the 
Supreme Court between 1919 and 1922 as interpretations of the exemp- 
tion in the Harris Act for the physician, dentist and veterinarian sur- 
geon prescribing narcotics within the course of his professional prac- 
tice. 

The third of the cases was United States v. Behrman, decided in 1922, 
and incidentally, the American Medical Association Committee actu- 
ally worked with the Department of Justice and the Treasury Depart- 
ment in preparing this case as a test case, so there is no question that 
it went up under wide auspices, and that it was carefully presented to 
the Court. 

What happened in that case was this: Dr. Behrman had prescribed 
thousands of grains of narcotics indiscriminately to anyone who came 
into the office; but the indictment drawn against him alleged in the 
test of the indictment, that his prescriptions had been given in a good 
faith attempt to cure the addict of his addiction. In other words, 
the Government, in drawing the indictment, ruled out all question of 
good faith and alleged that the doctor, in a good-faith attempt to cure 
the addict, had prescribed X hundreds of grains of these narcotics 
to a known addict who had no other affliction. 

The district court threw the indictment out. The Supreme Court, 
in the days when the Supreme Court did not have many dissents, sus- 
tained the indictment, reversing the district court, in a 6-to-3 opinion. 
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The majority talked about the flagrant abuse shown on the facts. 
Three Justices—and the three Justices, gentlemen, were Holmes, 
Brandeis, and McReynolds—dissented vigorously, saying that the 
Government had preferred to rely on a strained interpretation of the 
law instead of the facts of the case and that the decision created a 
crime where no crime had been intended. 

Now look what happened with the Behrman indictment affirmed 
by the Supreme Court: If the “good faith” prescription of a thousand 
grains of narcotics to an addict in an attempt to cure him or relieve his 
suffering was an indictable offense, so was the good-faith prescription 
of a quarter of a grain. In other words, the Treasury Department 
had accomplished what it sought to accomplish. The opinion made 
it a crime for a doctor to administer any narcotic to a known addict 
to relieve the symptoms of his addiction. 

I immediately after this, in 1923, the lid really came off. The prisons 
began to fill. The medical profession, the doctors, had Treasury 
agents dropping in on them repeatedly, and the medical profession 
was very quickly driven into retreat. In 1924 the American Medical 
Association formally adopted this resolution which uses the word 
“ambulatory” and which cut off all treatment at the hands of medical 
doctors. 

Senator Dantex. I have just within the last 48 hours tried to read 
up on all action of the American Medical Association on this problem, 
and when you blame the Treasury Department for pushing this Behr- 
man case, and you say they made the doctors retreat, actually in 1921, 
I find a resolution by the committee on narcotic drugs of the American 
Medical Association calling on the Attorney General of the United 
States to try to prosecute a test case on this very problem. 

So, just to keep the record entirely straight, would you not think 
from this that the medical profession itself, along the ethics that it 
seemed to be following, wanted doctors not to be allowed under this 
law, under professional practice, to give drugs simply to satisfy or 
to make content a drug addict? 

Here is what I am referring to: 

“Tn 1921 the narcotic drugs committee of the council on health and 
public instruction of the American Medical Association met in Wash- 
ington, D. C.,” and this is the resolving clause after a lot of 
“whereases” : 

Resolved That a special committee be appointed for the purpose of calling upon 
the Attorney General of the United States and conferring with him as to the 
practicability of obtaining decisions from the United States Supreme Court which 
will remove existing uncertainties as to the meaning and application of the 
provisions of the Harrison narcotics law referred to above, 
and above they were referring to just what we have been talking 
about; that this committee be appointed, and the committee goes on 
to say that it was appointed ; it talked with the Attorney General, and 
it asked for these kinds of cases to be brought. 

In other words, my whole point is that, it looks like the medical 
profession was not driven so much by the Treasury Department in the 
courts, but that the profession itself was a part of the driving force to 
bring about this interpretation of the law. 

Mr. Kine. To bring about an interpretation of the law. 

Senator Danie. An interpretation. 
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Mr. Kina. There was confusion. The medical profession had been 
threatened with prosecution, had been prosecuted. 

They were deeply concerned, of course, with getting an interpreta- 
tion of the law that would clarify the whole problem, the rights of a 
doctor. 

As a matter of fact, the brief that Solicitor General Beck, who 
argued the case, submitted—this is the Behrman case now in the 
Supreme Court—made it perfectly clear to the Court exactly what 
was being presented. 

I agree with you that the medical profession was pressing for a 
determination of the point and that the Behrman case was the test 
case that was submitted. 

The only thing is that the case went up on what I think can be 
ae characterized as a trick indictment, an indictment which, by its 


wording, ruled out the issue of good faith. Solicitor General Beck 
told the Court: 


The theory of the indictment is that this action upon the part of the defendant 
was, not a question for the jury, either on the defendant's intent, or as to what 
constituted the legitimate practice of his profession, but of a violation of the 
Harrison Narcotics Act as a matter of law. 

In other words, it was presented to the Court that the administra- 
tion by a doctor to an addict of any amount of narcotic drugs, regard- 
less of good faith, regardless of any other circumstances, was a per se 
violation of the Harrison Act and, as I say 

Senator Butter. Well, isn’t that just about the toughest case that the 
Government could have conceived of to try ? 

Mr. Kine. Yes. The most shocking to the morals of the Court, and 
the opinion holds forth at length on that. 

Senator Butter. Not so much that. They wanted to get a pinpoint 
ruling. and they did not want any quibbling on whether there was any 
good or bad faith. They wanted to know what the act meant, and 
they assumed he was acting in good faith which, I would think, would 
be the toughest kind of a case for the Government to try. 

Senator Danret. To win. 

Mr. Kinc. Well, there was a question of fact in this case: Was this 
doctor acting in good faith? But the facts on which this was 
presented were so flagrant 

Senator Butter. The Government just said : “We are going to admit 
for the purposes of this particular record that this doctor is acting in 
good faith.” 

Mr. Kine. Yes. 

Senator Burier. Thereby throwing overboard all of their defenses 
and laying themselves wide open to the worst licking they could get 
unless they were right in their contention. 

Mr. Kine. Yes, that is correct. 

Senator Butter. I cannot imagine a harder case to try than that. 

Mr. Kine. Exactly. They were reaching as far as they could reach, 
and they got it. And 

Senator Butter. Well, is there anything wrong with that? 

Mr. Kine. Let me read you what Mr. Justice Holmes said about it: 


It seems to me wrong to construe the statute as creating a crime in this way 
without a word of warning * * * the Government preferred to trust to a strained 
interpretation of the law rather than to a finding of the jury upon the facts. 
I think that the judgment [of acquittal in the lower court] should be affirmed. 
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That is Holmes, Brandeis and McReynolds. This was their state- 
ment of dissent in that case. 

Senator Burter. In other words, if you prove that the man is act- 
ing in good faith, it is all right to let it come up, but the Government 
cannot admit that. 

Suppose the Government felt he was acting in good faith, and they 
admit it, and they say, “We won’t try that issue,” and they admit he 
was acting in good faith. What is wrong with that ? 

Mr. Kring. ‘The point is good faith is then no longer a defense, Sena- 
tor, on the basis of this indictment. On this indictment—it became 
known as the Behrman indictment—which was used in case after 
case, there was no defense of good faith. They said: “Mr. Doctor, we 
caught you giving narcotics to an addict. This is a violation per se 
of the law. You are guilty.” 

Senator Burier. Certainly, because the Government admitted in 
its indictment this particular doctor was acting in good faith. 

Mr. Kina. Because the Supreme Court had ruled that, conceding 
good faith. In other words, conceding the defense of good faith— 
even if Dr. Behrman had been a reputable practitioner, and had acted 
in good faith—the Supreme Court, in passing on that indictment, 
said he was still guilty of a violation of the law per se. 

Senator Butier. Yes. 

Mr. Kina. Now, if the Behrman case had been the final and authori- 
tative interpretation of the Harrison Act during all these years since 
1922, we would be facing a grave question of public policy today, but 
not one of legality. But that is not the situation. 

As background for the case of Linder v. United States (268 U.S. 5), 
which I shall discuss in a moment, it should be noted again that three 
Justices, including the most distinguished legal minds of the day, 
had dissented vigorously from the Behrman holding. 

Dr. Linder, a reputable practioner of Spokane, Wash., was arrested 
for giving 4 quarter grain tablets to a woman who was a stool pigeon 
for the Treasury Department, who came to him representing she had 
a painful illness, and that her own doctor was away. 

He was arrested and convicted on one of these Behrman indict- 
ments. 

He appealed to the Supreme Court from his conviction, attacking 
the interpretation of the Harrison Act set forth in the earlier cases. 

This time the Court, Mr. Justice McReynolds writing, handed down 
a unanimous opinion reversing the conviction of Dr. Linder, ac- 
quitting him, and using this strong language, which I am going to 
read : 

The enactment under consideration levies a tax, upheld by this court, upon 
every person who imports, manufactures, produces, compounds, sells, deals in, 
dispenses, or gives away opium or coca leaves or derivatives therefrom, and may 
regulate medical practice in the States only so far as reasonably appropriate 
for or merely incidental to its enforcement. It says nothing of “addicts” and 
does not undertake to prescribe methods for their medical treatment. They 
are diseased and proper subjects for such treatment, and we cannot possibly 
conclude that a physician acted improperly or unwisely or for other than medical 
purposes solely because he has dispensed to one of them, in the ordinary course 
and in good faith, four small tablets of morphine or cocaine for relief of condi- 
tions incident to addiction. 

Then the Court went on and talked specifically about the Behrman 
case, and I want to emphasize to the committee again that this was. 
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in 1925, and in the intervening 3 years the medical profession had 
taken this stand of 1924, the medical doctors had been packed off to 
prison, the use of this Behrman indictment had decimated the pro- 
fession. 

Of the Behrman case itself, the Court says, in 1925: 

The opinion cannot be accepted as authority for holding that a physician who 
acts bona fide and according to fair medical standards, may never give an addict 
moderate amounts of drugs for self-administration in order to relieve conditions 
incident to addiction. Enforcement of the tax demands no such drastic rule, 
and if the act had such scope it would certainly encounter grave constitutional 


difficulties. 

Note that they even take in this problem that we were worried about, 
giving an amount for self-administration. The Supreme Court said 
even 1f a doctor wanted to turn an addict loose with narcotics, it would 
still be unconstitutional to bring him to account for it. 

The Linder case, and not the Behrman case, is the law of the land 
today, and has been the law ever since 1925, when it was handed down. 
But the Treasury Department enforcement tactics have never changed. 

The current regulation on this subject reads as follows—this is the 
Treasury Department definition of the exemption in the act: 

An order purporting to be a prescription issued to an addict or habitual user 
of narcotics, not in the course of professional treatment but for the purpose of 
providing the user with narcotics sufficient to keep him comfortable by maintain- 
ing his customary use, is not a prescription within the meaning or intent of the 
act; and the person filling such an order, as well as the person issuing it, may 
be charged with violation of the law. 

This is a paraphrase of the loaded—of the question; I started to 
say loaded question—that was presented in the Webb case. And I 
noticed when Dr. Howe read this regulation as of 1919, there was a 
difference in wording. The last phrase then was something about 
“is violating the Harrison Act” or “is violating the law and will be 
prosecuted.” 

The regulation now says “may be charged with violation of the law” 
which, technically, if we look carefully at the meaning of the words, 
it does not even state that this is any longer a violation. There was 
actually a change somewhere along the line in that regulation, from 
a straight statement that it is a violation of the law to this rather 
ambiguous wording. I do not know what date the change occurred. 

On this regulation that you have just read, do you see anything 
wrong with that regulation? In other words are we in disagree- 
ment? The wording of that regulation would appear to me to be 
justified under the statute. 

Mr. Kine. As an interpretation of the act? 

Senator Danrex. Yes. 

Mr. Kina. This is exactly the problem. The Supreme Court, the 
present authoritative interpretation of the Harrison Act by the Su- 
preme Court, puts it in these terms: 

The act says nothing of “‘addicts” and does not undertake to prescribe methods 
for their medical treatment. They are diseased and proper subjects for such 
treatment. 

And the Supreme Court says further that if the act is accepted as 
authority for holding that a physician, who acts bona fide according 
to medical standards, may never give moderate amounts of drugs for 
self-administration, it would be unconstitutional. 
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This regulation says that an order purporting to be a prescrip- 
tion issued to an addict or habitual user of narcotics, not in the course 
of professional treatment—— 

Senator Danret. That is the important language, “not in the course 
of professional treatment,” because the statute itself says doctors are 
exempt from the law in giving out or distributing drugs when done 
in their course of professional treatment only. That is the statute. 

Mr. Kine. Yes; and who is determining what professional treat- 
ment is? The Narcotics Bureau, in prescribing this regulation? In 
defining what professional treatment is, they are ruling out the rest 
of this definition 


of providing the user with narcotics sufficient to keep him comfortable by 
maintaining his customary use. 


Of that the Supreme Court says the statute— 


says nothing of addicts and does not undertake to prescribe methods for the 
medical treatment. 

Senator Dante. Well, go ahead. Maybe we will see where this 
fits in a little later, but you do feel this statement in this regulation 
is contrary to the law and unjustified; is that right? 

Mr. Kina. Yes, exactly—contrary to the law in that it has improper- 
ly cut the addict off from all contact with the medical profession. 

It has improperly permitted the medical doctors to be prosecuted, 
and has simply driven them out of a doctor-patient relation with the 
addict in our society. And that is a relation that, as you have heard 
this morning, exists in other countries throughout the world. It is, 
as far as I am concerned, this erroneous interpretation of a Federal 
statute, that has given us the whole problem. 

This is what has turned the police enforcement approach loose. 

I know you want to hear Dr. Scheele. 

Senator Dantet. You go right ahead. 

Mr. Kine. Well, I will let the long statement that is on pages 6 and 7 
of my statement here just stand in the record. 

This is, I believe, the story of a brave doctor. I do not know much 
about him. But this man named Ratigan, in my own town of Seattle, 
tried to buck this thing in 1932, and this statement is the official 
report of what happened. 

Mr. Ratigan opened the Ratigan Clinic and tried to administer 
narcotics, in his office, on the premises, to narcotic addicts for the 
relief of their addiction. 

He was tried by a jury and acquitted once. He was tried again a 
couple of years later and convicted. 

While he was out on bond on appeal, he still fought for his point, 
and continued to operate the clinic. So the Treasury Department. 
then went to his suppliers and attempted to cut off the drug firms 
that were providing him with narcoties, and Dr. Ratigan tried to 
enjoin the Commissioner from interfering with his medical practice 
in this fashion. 

He lost. a temporary injunction, and that is where he quit. I think 
that story is about as good a thumbnail picture of what I find to be 
the problem here, of the conflict between the medical profession and 
the Narcotics Bureau, as I could give in 20 pages. 

I can jump then to state my conclusions, the reason that I have im- 
posed upon the committee to say all this. 
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I believe it is much too late to rectify this error of 40 years by any 
kind of administrative reform, and I believe it is too late to do any- 
thing more by judicial interpretation, because 30 years ago Supreme 
Court said everything it could say; the language there, that the addict 
is a diseased person, and that the Fede al act authorizes no inter- 
ference with the doctors’ methods of treating him, is as strong a state 
ment as I could conceive of to offer to the committee. 

I, therefore, would urge that you consider an amendment to the 
Harrison Act, revising the exemption for medical practitioners so as 
to reaflirm the initial intent of Congress, to make it clear to everyone 
concerned that this exemption really means what it has said all 
along, and thereby to open the way for the medical profession to come 
back in and at least take its fair share of responsibility in this 
problem. 

Senator Daniex. In other words, you feel that in view of the history 
of the administrative practice and the Supreme Court opinions, there 
should be a change in the law if Congress wants to open it up, so that 
doctors can give narcotic drugs to addicts for the purpose of main- 
taining or satisfying their addiction ? 

Mr. Kina. Yes. I believe that the responsibility is now back on 
Congress at least to reexamine what the act said, and what the 
Supreme Court has said, and to bring the two together r. 

Congress has the last word; Congress can wipe out that Supreme 
Court decision if it wants to reaffirm the prior case. But 1 think that 
that is the crux of the matter, as far as the statutes are concerned, 
and that is a point that I urge the committe to address particular 
attention to. 

Senator Daniet. Now, what is your personal view? Do you feel 
that Congress should amend the law so as to provide that doctors 

can give drugs to addicts, for the purpose of making them com fort- 
able, by maintaining their customary use? 

Mr. Kina. Yes. It is my strongly held personal view, as I say, 
that—and I want to emphasize again the distinction 1 made before. 
for the nonaddict peddler, the man who is enriching himself on the 
peripheries of this thing, he deserves all the law -enforcement things 
that we can throw at him; the international illicit traffic and the 
smuggler the same—but the addict himself should be enabled to re- 
establish a contact, a point of contact, with society. 

I think that obviously the proper point of contact is the medical 
profession, through clinics or otherwise. 

I think the clinic system has great merit. If there were time I would 
state some reservations, some ‘problems that I see in that approach, 
but they are all part of the same alternative to further law-enforce- 
ment emphasis. I think that higher penalties and more policemen 
are not necessary. For 40 years ‘this problem has gotten worse and 
worse. It has not gotten better. Forty years ago, Congress took hold 
of this one—it is the only problem where the Federal Government has 
intervened that has gotten worse instead of better—and I think, as I 
say, I think we are on the wrong track, and the alternative is a clear 
one, to let the medical profession back to where it started from. 

Senator Dantex. If we had a million addicts back in the twenties, 
and only 60,000 today, or anything near those figures, if the compari- 
son is correct, then the situation has gotten better; has it not / 

71515—56—pt. 57 
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Mr. Kine. Senator, estimating the number of narcotic addicts in 
this country is sort of like estimating the number of unfaithful hus- 
bands; you just do not know; you cannot nail it down. There is no 
measure. That million figure was enormous. The next year it went 
down to a hundred thousand. 

I would like to give you some figures that are right out of the budget, 
though, that are some index, at least, of the size of the problem, and 
those are the appropriations of the Narcotics Bureau, the amount of 
money that we have been spending to deal with this problem : 

In 1928, $1,350,000; in 1936, down to $1,249,000; in 1940, $1,300,000; in 1950 
$1,647,000 ; in 1953, $2,790,000. * * * 

I will not read them all. 

Senator Daniev. Back to that addiction and on the improvement 
of the problem, are you just going to throw all those statistics out 
because they are difficult, or wouldn’t you feel that the addiction prob- 
lem in our country today is much less than it was before the Harrison 
Act, and much less than it was in the 1920's? 

Mr. Kina. No—well, on the contrary, at least at the Federal level, 
we are spending $3 million a year dealing with the police problem now, 
where in 1936 we were spending $1,200,000. 

Senator Danrev. I’m talking now about the number of addicts in 
the country. You see, our population has grown, but our narcotic 
addicts’ population, instead of being anything near as high in propor- 
tion, is much lower than it was back years ago. It is bad enough, do 
not misunderstand me. We would not be here if it were not a shame- 
ful situation, and we were not doing all that should be done about 
taking care of the addicts. But, on the other hand, I am just wonder- 
ing if we want to leave it in the record, that the situation is worse today 
than it was back in the twenties or in period of 1914 or 1915. 

Mr. Kina. No. Let me revise this, because I am certainly not as 
qualified as some other people to make estimates. 

Let us say this: There is a law-enforcement problem which has 
become more and more acute and more and more challenging as a 
law-enforcement problem. Whether that means more addicts or less 
addicts, I do not know. 

I do know that in terms of the law-enforcement activities, the law- 
enforcement forces that have to be committed to it, the corruption—I 
was assistant counsel to a committee that Senator Butler sat on, where 
we found that the police department in the District of Columbia had 
taken over this traffic and was running it practically right out of the 
narcotics squad. 

Senator Danre,. Two members of the department ? 

; Mr. Kine. Well, yes; an important correction, and I thank you 
or it. 

But nevertheless, this is one that is giving us a continuous and a 
mounting range of difficulties, instead of diminishing. 

Look at the other things where the Federal Government has stepped 
in with penal laws to back up the States, kidnapping, the Lindbergh 
Act; white slavery, train robbery, bank robbery—every place along 
the line when the States have gotten into trouble, and the Federal 
Government has come along and Congress has passed a good law, the 
problem just gets back in hand. 

With this one that was not so. There was no criminal problem be- 
fore the Harrison Act. The States were not in trouble. Congress 
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passed a law, and from that time to this, we have had increasing com- 
mitments at all levels to the task of law enforcement. 

Senator Danre.. Well, the only thing is—and I thought you might 
want to correct that impression—that no progress has been made. 
At least we have less addicts, 1 would say. Whether you want to take 
those figures there at face value or not, at least 1 would think it is 
safe to say that although the problem is bad enough, we have less 
addicts than we used to have in this country before the enforcement 
agencies started after the problem. 

Mr. Kine. Well, under oath, as a fact, I certainly could not say 
that. I will give my opinion that it is not improved. 

Furthermore I think that the proposition that higher penalties im- 
prove it, is a preposterous proposition. 

You do not cure addicts. The fact remains that the addict and 
his problem is not solved by increasing the law-enforcement inten- 
sity with which you hound him. 

As the California Commission said, you are just sweeping the dirt 
under the rug. You run the penalties up one place, you run the price 
up, the profit goes up. The addicts, sure, they withdraw to some- 
where else, but this is not solving the problem. This is leaving them 
in limbo, and if the proposition that addicts infect addicts is a sound 
proposition—and I think that is probably subject to a lot of qualifi- 
cations—but if that is sound, then you are intensifying the problem 
again by pushing these people out without any relation to society, 
and leaving them in the country in limbo, infecting other people, com- 
mitting crimes, raising the costs of the addict population enormously 
by the law enforcement that is necessary to deal with the crimes they 
commit to get money to pay the peddler to feed the traffic. 

Senator Butter. Mr. King, you do not cure that problem by having 
doctors such as Dr. Ratigan, who bought 445,980 one-half grain mor- 
phine tablets 

Mr. Kine. You improve it. 

Senator Butter (continuing). And just let him give them out in- 
discriminately. 

Mr. Kine. I do not know enough about Dr. Ratigan to know 
whether he was—I think he was a brave man because of the way he 
stuck to this fight. 

Senator Butter. If he had given out 1 or 2 as a test case, I might 
agree with you. But aman who has given out 445,000 one-half grains 
of morphine passes the field of bravery; he is getting into the field 
of making money. 

Mr. Kine. He is putting the peddler out of business in that area 
and bringing the traffic out into the open. 

Senator Butter. What peddler is he putting out of business ? 

Mr. Kine. The peddler who is supplying all the addicts who are 
getting those narcotics. 

Senator Butier. Well, I know, but 

Mr. Kina. Senator, yes, he is on the edge of peddling. Those nar- 
cotics, according to that report, were administered to addicts in the 
clinic. There was not a grain of that that ever got out into the traffic. 

Senator Butter. I know, but, my gracious, when you get into that 
stream you sort of pass by the stage of being a clinic, do you not? It 
becomes very questionable whether or not you are a clinic or whether 
you are just peddling. 
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Mr. Kino. Well, this is precisely the problem. Dr. Ratigan may 
have been a problem for his medical associates, and he probably was, 
and as I say, I do not know enough about the facts in the case to know 
whether there were other factors involved; but on the record he was 
applying the Harrison Act as it was written. 

Senator Butter. I will admit that, and had he done it to the extent 
of a half-grain or 2 to 3 or 4 different people to make a test case, 
all right. But when he puts out 445,980 one-half grains, he is getting 
a little away from the test-case theory; he is getting to making a lot 
of money. 

Mr. Kine. This is just what the Supreme Court did in the Behrman 
case; they looked at the facts and they lost sight of the principle. I 
concede that the facts in this case—it is the only instance I have ever 
found of anyone who has tried to make a test case—and I concede 
the facts are rather shocking. But the principle is clear and it is 
there. 

Senator Butter. Hard cases make bad law. 

Mr. Kine. Exactly. 

Senator Dantreu. Well, we certainly appreciate your coming before 
us. I believe you said that the hospitals at Lexington and Fort 
Worth you thought were doing a good job, and, if we can expand 
the activities there sufficiently, do you think that would be the best 
way of trying to treat this. problem rather than going on to taking 
the chances of the clinic method ? 

Mr. Kine. Well, I think they are part of the problem. I would 
like to make this cautionary note, too, if I might presume to do so. 
Senator, it is very important to emphasize, if we are going to go along 
with the compulsory hospitalization of addicts approach, then it is 
very important to keep in view the part that ag ie and Fort 
Worth and similar institutions are going to play. Because if you 
enact compulsory hospitalization laws which permit the law-enforce- 
ment people to pick up an addict not only because he has narcotics in 
his possession unadministered, but also because he has needle holes 
in his arm—in other words, that is the difference: compulsory hos- 
pitalization, you catch him because he is an addict; under the present 
law you catch him because he has the drug in his possession—if you 
are going to extend it so they can pick up an addict and put him into 
the machinery for compulsory hospitalization, then you must have 
adequate facilities behind that, to take care of him. Otherwise he 
winds up in the lockup. 

We are in that position in the District of Columbia now, with a 
pretty good compulsory hospitalization law, but nothing to do with 
the addicts. 

We finally—after the law itself had been signed by the President— 
we finally passed another law that lets, as you, Senator Butler, know, 
50 addicts a year be sent to Lexington. But there is still a sad travesty, 
because here we are committed to an approach that is important, and 
it is not backed up by adequate facilities. 

So, in looking at that aspect of the thing, Lexington and Fort 
Worth and what they stand for, and the contributions of the Public 
Health Service, must be kept right in the forefront. 

Senator Danret. Thank you, sir. If you have anything else to 
offer to the committee at any time we would appreciate it. Especially 
we might want to talk with you about the constitutional points you 
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have raised there on any laws that we might decide to recommend to 
the Congress. 

Mr. King. Thank you. 

Senator Daniev. Thank you, sir. 

Senator Burier. Thank you. 

Senator Daniex. Dr. Scheele. 

Do you solemnly swear the testimony you are about to give to the 
subcommittee of the Senate Judiciary Committee will be the truth, 
the whole truth, and nothing but the truth, so help you God ¢ 

Dr. Scuee.e. I do. 


TESTIMONY OF DR. LEONARD A. SCHEELE, SURGEON GENERAL, 
PUBLIC HEALTH SERVICE, DEPARTMENT OF HEALTH, EDUCA- 
TION, AND WELFARE 


Senator Danrev. Dr. Scheele, if you will identify yourself for the 
record, please, sir, then you may proceed. 

Dr. Scueete. Mr. Chairman and members of the committee, my 
name is Leonard A. Scheele. I ama physician. 1 am Surgeon Gen- 
eral of the United States Public Health Service, which is a unit of 
the Department of Health, Education, and Welfare, with offices in 
Washington, D. C. 

I might identify my interest in the narcotics problems. 

The two hospitals that have been referred to by yourself, Mr. 
Chairman, and by various witnesses, the hospital at Lexington, Ky., 
and the one at Fort Worth, Tex., are part of the program of the Pub- 
lic Health Service; and my other interest is that of a physician and 
Health Administrator. 

I have had little direct contact with addicts in their day-to-day 
problems. My only knowledge and ideas on the subject stem from 
my administrative work as Surgeon General of the Public Health 
Service. 

I appreciate this opportunity to review briefly the 30-year eget: 
ence of the Public Health Service in dealing with the many problems 
that result when people abuse narcotic drugs. My comments repre- 
sent a synthesis of our experience and thinking, including that of 
our specialists in the various aspects of medical management of nar- 
cotic addicts. 

The Service first began work with the narcotics problem in 1923 
when a Service officer, Dr. Lawrence Kolb, a psychiatrist, conducted a 
survey of the prevalence of narcotic addiction in the United States. 
Although there were reports of very large numbers of addicts, no 
reasonable estimates existed of the amount of addiction. The fol- 
lowing year, Dr. Kolb reported an estimated 110,000 addicts in the 
United States. In subsequent clinical and psychiatric investigations 
he studied the physiology and psychology of narcotic drug abuse 
especially among Federal prisoners. His work provided the foun- 
dation for the currently accepted medical approach to the treat- 
ment of narcotic addiction. Kolb identified the addict as a mentally 
sick individual in need of medical treatment, his criminal tendencies 
and record of law violations notwithstanding. 

In recognition of the medical and social aspects of narcotic addic- 
tion, Congress, in 1929, authorized the construction of two Federal 





1398 ILLICIT NARCOTICS TRAFFIC 


hospitals for the care and treatment of addict prisoners, with facilities 
for conducting research into the properties of addicting drugs, their 
effects, and the most efficacious methods of treatment and rehabilita- 
tion. The statute provides that prisoner patients have first call on the 
facilities and that voluntary patients be admitted to the extent that 
facilities are available. 

The unit in the Service responsible for administering the hospitals, 
and for studying the facilities required to treat addiction in the 
United States, was originally called the Narcotics Division. The 
functions of this Division broadened beyond narecotie work and it soon 
became the Division of Mental Hygiene, the forerunner of our present 
National Institute of Mental Health. 

The United States Public Health Service Hospital at Lexington, 
Ky., opened in 1935, and the hospital at Fort Worth, Tex., in 1938. 
Scientific studies of the addicting qualities of pain-relieving drugs 
in progress at the United States Penitentiary, Fort Leavenworth, 
Kans., were transferred to the hospital at Lexington. There, in a 
clinical setting, a research program relating to the many health facets 
of narcotic addiction was instituted. 

Thus, for over 30 years, Public Health Service staff members have 
had close contact with addicts as patients—sometimes as very sick 
ones. They have come to know the total person of the addict—his 
habits, his goals, his strengths, and his weaknesses. In addition to 
being his physician, his teacher and his counselor, we have sometimes 
had to be his disciplinarian. Addict admissions at both hospitals since 
their openings have totaled over 53,000 and represents approximately 
25,000 separate individuals. 

With this background of experience, gained through many years of 
care and study, the Public Health Service has acquired a considerable 
amount of scientific knowledge about narcotic addiction, about the 
people who use and abuse narcotics, about the course of addiction and 
its tragic dependencies, about liberating addicts from their entangle- 
ment and pointing them in the direction of rehabilitation—physical, 
emotional, vocational. 

There are two principal groups of addicts. First are those who, 
after receiving repeated doses of narcotic drugs during a long and 
painful illness, become physically dependent upon the drug, and, 
therefore, addicted. In a majority of instances, people who become 
physically dependent in this way will lose their dependence simply 
by gradual withdrawal. A few do go on to become true addicts in 
the sense that they continue to be psychologically as well as physically 
dependent after efforts at withdrawal. 

The second and by far the larger group represents those in whom 
drug addiction is a manifestation of some physical or mental ab- 
normality. These addicts often say that they became addicted after 
having been introduced to the drug by their companions. For these 
people, the drug fills an emotional need, giving them a feeling of se- 
curity, of being able to meet the realities and frustrations of life with 
more equanimity than they could otherwise muster. They usually 
suffer from any one of the types of character or personality disorders 
and have mental and emotional inadequacies that we classify as psy- 
choneurosis, psychopathic or, more rarely, psychotic. Those charac- 
teristics are not limited to narcotic addicts, they are found also in 
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the chronic alcoholic and the barbiturate addict. In all of these ad- 
dictions, the underlying emotional problem is likely to be similar. In 
fact, some narcotic addicts are first alcoholics, and turn to narcotic 
drugs as a secondary addiction. athe 

Since there is no single “cause” for drug addiction, there is no uni- 
versally applicable method of treatment. Phy sical dependence upon 
the drug 1s easily treated. However, in the great majority of cases, 
treatment must take place in a drug-free environment, In an institu- 
tion with special facilities for gradual withdrawal of the addicting 
drug. A very small proportion of addicts, highly motivated toward 
recovery, especially some of those who have become addicted during 
a painful ‘iiness, can undergo gradual withdrawal successfully with- 
out being institutionalized. With the exception of this small group, 
however, our experience leads us to believe that the vast majority of 
addicts cannot be withdrawn from narcotics with hope for success 
without institutional treatment. Even with such treatment one some- 
times fails; and one might say oftentimes fails. 

Institutional treatment includes psychiatric care and rehabilitation. 
The psychiatric treatment in our hospitals is of necessity limited, be- 
cause, like other mental institutions Sheodghout the country, our hos- 
pitals, too, suffer from a shortage of psychiatrists. 

Rehabilitation of the patient after withdrawal! of the drug is a very 
important and very difficult part of the treatment. At the PHS hos- 
pitals at Lexington and Fort Worth we guide the patients into en 
ductive activity, by providing work assignments in the hospital it- 
self, on the farm, in the garment shop, in the furniture shop, or in 
the printing shop. ‘These activities serve several functions—they 


provide the patient with purposeful Se for a substantial por- 


tion of each day; they help establish regular work habits; and in some 
instances, they furnish vocational education in trades the patients can 
follow after discharge. 

But there remains much that we do not know about narcotic addic- 
tion and much that we haven’t succeeded in accomplishing. The two 
keys to accelerated progress, in our opinion, are research and preven- 
tive services, 

One of the biggest gaps in our knowledge of narcotic addiction is 
the lack of scientific information on the biological and other factors 
which lead some people to become susceptible to use of narcotics 
when such use is not indicated for medical reasons. Our current 
knowledge is largely based on studies made after addiction. Most of 
the answers must be found in the cities and towns where these people 
live. We must find out what bends some individuals away from ac- 
ceptable behavior and toward vandalism, theft, sex offenses, aleohol- 
ism, narcotic addiction—all manner of conduct that conflicts with our 
principles, our ethics, our progress, and sometimes even our safety. 
The reported upsurge of antisocial behavior among young people 
in recent years puts a heavy accent on the need for many more scien- 
tific studies to identify the complex causes. 

In recent years, our National Institute of Mental Health has made 
grants to six universities for the express purpose of conducting in- 
vestigations of problems leading to drug addiction. We hope that 
State and local authorities will finance additional studies in this field. 

The quest for new answers to addiction problems is not limited to 
research specifically related to narcotic addiction. Rather, advances 
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in medical knowledge pertaining to addiction will be one of the prod- 
ucts of our research effort in the broader field of mental health. The 
more we learn about mental illness generally and the more we improve 
our techniques of diagnosis and treatment of such illness, the sooner 
will we improve our ability to help the narcotic patient to solve his 
basic problems. 

Even with the existing gaps in our knowledge about the causes and 
treatment of addict patients, much more could be accomplished 
through greater attention to programs of prevention as distinguished 
from treatment as such. Prevention in this context embraces two 
general types of services. First are those community mental health 
services which are designed to detect mental illness or disorders before 
they lead to diffic ulties which may require institutional care. Second, 
it includes services aimed at preventing relapses among narcotic pa- 
tients who have been discharged from a narcotics hospital, 

Considerable progress has ‘been made in recent years in the estab- 
lishment and expansion of community mental health programs in 
States, counties, and municipalities. Grant funds appropriated by 
the Congress and administered through the Public Health Service 
are assisting in the extension of such programs. Although these 
general preventive services are seldom directed specifically at “narcotic 
addiction, they are essential to any effective approach to the preven- 
tion and control of addiction. 

Less progress has been made in the development of followup and 
rehabilitation programs for addicts who have completed their period 
of hospitalization. Some excellent pioneering programs have been 
inaugurated in a few communities—inecluding New York, Chicago, 
Detroit, and Los Angeles—but much more attention needs to be de- 
voted to these posthospitalization services. 

For the addict, completion of treatment at a narcotics hospital is 
just the beginning of his return to health, as one of the witnesses said 
this morning. 

It has become increasingly evident that hospital treatment is not 
sufficient, that treatment following discharge from the hospital is 
equally, if not more, important. The next stop, after hospitalization, 
is his return to his home community. Will he be accepted or will he 
be looked upon with distrust and suspicion? Will the police see him 
only as one whom they must watch as a criminal? Will he be able 
to go to work and earn his place as a reponsible citizen? Treatment 
as an outcast will only speed him back to old associates where a cordial 
welcome and more narcotics await, along with the feeling of belong- 
ing and being wanted. 

Too seldom do relatives and friends greet the returning addict in 
the same warm spirit that they extend to the recovered poliomyelitis 
or tuberculosis patient. Often the community to which he returns 
ignores him. It may even treat him as an undesirable citizen. Yet 
the community is the place where the addiction and its damage oc- 
curred and it is where readdiction may occur. The community suffers 
a serious health hazard and loses the productive capacity of a citizen 
every time addiction claims another victim. Conversely, the com- 
munity gains immeasurably every time an addict is restored to health 
participation. Mere banishment to a jail or to an institution does 
not solve the problem. Those who merely want more beds for addicts 
and who do not work vigorously to develop the community programs 
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so necessary to complement the institutional program are failing to 
face up to the problem fully. 

The watchword for communities attempting to suppress narcotic 
addiction should be prevention. The adage “addicts make addicts” 
still holds true. Antisocial behavior in afl its forms often spreads 
rapidly. Of course, in the ideal situation, a community will detect 
early signs and act before habit patterns crystalize. 

here addiction has taken root, however, the officials of an alert 
community must face the problem squarely, discounting the hysteria, 
alarm, and sensationalism that so frequently accompany addiction 
reports. And they must mobilize resources to control the problem 
courageously, scientifically, humanely. The person who has become 
an addict needs a completely altered outlook of himself in relationship 
to his immediate environment and to society. He has complex per- 
sonal difficulties and many and varied needs as a physically crippled 
person. For some, counseling, training, special guidance, a program 
of medical care in the community may be indicated. Most require 
access to treatment in a specialized institution or unit of such an 
institution. All need comprehensive followup services. Local wel- 
fare and job-placement services must lend their helping hands. 

States and cities with large numbers of addicts should consider 
establishment of their own special treatment facilities. These should 
be parts of psychiatric hospitals or of psychiatric units of general 
hospitals. 

They need not necessarily be an integral part of the physical struc- 
ture of those hospitals, although they might bear some relationship 
to many, even though they are out in the country or some place else. 

When hospitalization is indicated, a community organization can 
prepare the patient to accept treatment, arrange his admission, pro- 
vide the hospital with comprehensive background data and keep 
abreast of his progress. Community workers then have a good start 
toward planning his posthospital activities, orienting family and other 
close associates to his future needs and best interests. In this way the 
gains realized through treatment stand a better chance of bearing 
fruit and contributing to real rehabilitation and eventual independ- 
ence. The major role in reclaiming addicts and preventing the mak- 
ing of others must take place in the places where they live before and 
after they have medical care in an institution. 

In our opinion, the stimulation and development of community pro- 
o of prevention and rehabilitation offers the greatest opportunity 

or immediate progress in the fight against the problem of an addic- 
tion. Although the primary responsibility for these programs lies 
with the States and municipalities, we are prepared to provide advice 
and assistance to those who wish to seize the initiative. I have re- 
cently assigned Dr. Kenneth W. Chapman, who is with us here today 
and will be here tomorrow, as a consultant on narcotic addiction to 
work with the State and local authorities who request assistance from 
the Public Health Service. He has had exceptional experience in 
narcotic addiction through his work as clinical director and, later, 
medical officer in charge of the United States Public Health Service 
Hospital in Lexington, Ky. 
In conclusion, let me summarize very briefly our views and recom- 


mendations with respect to the health or medical aspects of narcotic 
addiction : 
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1. With few exceptions, narcotic addicts are sick people who need 
medical and related care. This is true of both criminal addicts and 
noncriminal addicts. 

2. Narcotic addiction is usually a manifestation of a personality or 
character disorder that might just as well have evidenced itself in 
some other antisocial pattern. 

3. The treatment of addiction embraces withdrawal of the patient’s 
physical dependence upon the drug, psychotherapy, and physical and 
social rehabilitation. 

4. Special narcotic-hospital facilities, such as those operated by the 
Public Health Service, are essential to effective treatment, particu- 
larly for the withdrawal of physical dependence and for the initial 
stages of psychotherapy and rehabilitation. 

5. Hospitalization alone is not enough to provide a lasting “cure” 
in most cases. Of particular importance are community followup 
services to help the discharged patient reestablish himself in his 
home community and continue psychiatric guidance on an outpatient 
basis. 

6. While the Federal Government can play a helpful role in the 
establishment of community services for prevention and rehabilita- 
tion through its provision of technical assistance, the primary action 
must be by State and local organizations. 

T realize, Mr. Chairman and members of the committee, that this 
brief review and summary has only touched the high points of a 
subject which is very broad and complex. I shall be very happy, of 
course, to supplement this introductory statement with further infor- 
mation or discussion relating to any aspects of the problem that may 
be of particular interest to your committee. 

Accompanying me today, and they will be present tomorrow to 
answer technical questions, are a number of men in the Public Health 
Service who have had broad experience in research and treatment of 
narcotic addiction. 

They are Dr. Robert Felix, who is director of our National Insti- 
tute of Mental Health; Dr. Kenneth Chapman, whom I mentioned 
before, who is now our consultant on narcotic drug addiction; Dr. 
Chapman is working in the National Mental Health institute; Dr. 
Clifton K. Himmelsbach, Chief, Division of Hospitals—it is under 
him in Washington that the two narcotic hospitals operate, and he 
has had experience in the field; Dr. James V. prvsally medical officer 
in charge of the hospital at Lexington, Ky.; Dr. Harris Isbell, direc- 
tor, addiction research center, Public Health Hospital at Lexington; 
and Dr. John Trautman, who is medical officer in charge of our hos- 
pital at Fort Worth, Tex. 

Senator Dante. Thank you very much, Dr. Scheele. 

Senator Butler, do you have any questions? 

Senator Butter. I do not think so, Senator Daniel. 

Senator Dantret. Those whom you just named will be here tomor- 
row, and they have been working closely with the hospitals at Lex- 
ington and Fort Worth, and also in the research centers on the gen- 
eral problem ? 

Dr. Scurete. Yes, sir; that is correct. 

Senator DanteL. You made the statement as a finding of the Public 
Health Service and those who studied the whole problem, that in a 
great majority of cases treatment must take place in a drug-free en- 
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vironment in an institution of special facilities for gradual withdrawal 
of the addicting drug. 

Do you personally feel that finding is correct ¢ 

Dr. Scurete. Yes, 1 do. We think that the temptations—and we 
were thinking here of clinics, the clinic in which the patient might be 
given drugs to take home—— 

Senator Dantev. Yes. 

Dr. Scueeve. That the circumstances surrounding that patient 
when he leaves the institution are such that it would be very difficult 
for him to get along. 

Senator Danteu. This decision that the best program of treatment 
would be through hospitalization was made shortly after the clinics 
were closed up? 

Dr. Scueree. That is correct. 

Senator Dante. Confinement of the patient during the treatment ? 

Dr. Scueere. Yes, sir; and I can think the other drawbacks to 
clinics, they are problems in the clinic concept. I do not think any 
of us know anything about developing the otha concept in a satis- 
factory form—although ways may be developed for working this out 
in the future. There are so many things that have to be done for 
these people; they have so many problems, that you have to have them 
living in an institution to be able to deal with those problems. 

Senator Danret. And, Doctor, don’t you have to have control over 
those indivduals if there is any chance for successful treatment? By 
control I mean legal control over them in some way. In other words, 
you have voluntary patients at Lexington and Fort Worth. Can you 
have anything near the same success with voluntary patients who can 
come and go, as you have over the patients whom you control ? 

Dr. Scuerete. No, sir, we do not, and the record of duration of 
treatment before voluntary patients leave us in many instances is 
good evidence of that fact. I mean, they are among our group who 
leave frequently before—without medical advice—and I suspect that 
efforts to treat them outside of an institution would be even more 
complicated than our treating them within our institution where at 
least we are on a reservation; there is a fence around the place. There 
are some guards. 

And while we cannot hold them in, we try to make them comfortable 
enough so that they want to stay, happy enough that they want to 
stay. 

But in spite of that a very high percentage of the voluntary patients 
leave us before 3 months. 

Senator Butter. Doctor, will you address yourself to the problem 
that has been spoken of by several witnesses, and that is this: That an 
addict who can get his drug freely is not potentially a dangerous 
person from the standpoint of criminality. 

Dr. Scueetx. I think that is a medical opinion and, generally 
speaking, one with which we would agree if it is taken in this context— 
that the drug by itself does not appear to give tendencies to criminality. 

Senator Burier. And it does not weaken the will of the individual 
that he would do things that he would not have the drug? 

Dr. Scuretze. Probably not in the majority of cases, except as it 
may be related to getting the drug. 

We must also look at this in another light. There is often a high 
degree of criminality in people who also have a high degree of nar- 
cotic addiction. 
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Many patients come to us who have been criminals before they used 
their first narcotics ; and—— 

Senator Butter. What I am getting at basically is this: There are 
certain sanctions in the law now. Would it be wise to relax those 
sanctions and treat these people as sick people or would it be wise to 
increase those sanctions? 

Would it be wise, for instance, if you had a man who had been in the 
institution, and after repeated trips went back to addiction, to perma- 
nently incarcerate a man or what would be the situation 4 

Dr. Scueete. I suspect there is a practical side of the whole prob- 
lem that would lead one to say that such a person might just as well 
be incarcerated. On the other hand, as physicians, we always take a 
hopeful outlook. In the treatment of many forms of mental illness, 
and narcotic addiction falls in this category, we are not necessarily 
successful even though we would like to be successful in our first con- 

tact with the patient. Very frequently, the patient who is under 
psychiatric care gains no improvement or may gain a little improve- 
ment on first treatment. 

He goes off treatment for a while, he comes back, and sometimes it 
is on the third or fourth try that we are successful. 

Now, to condemn all uncured addicts except certain of them who 
are criminals to a lifetime in prison on the basis that they have re- 
peated their use of narcotics is, from a medical standpoint, hard to 
visualize. We like to think that somehow or other during the course 
of time we are going to succeed in getting through to that individual 
and get him over the “hump,” so to speak, that has given him his prob- 
lem. Some of the things we are talking about here also apply to the 
whole business of rehabilitation of the criminal, the narcotic and non- 
narcotic criminal, because 

Senator Butter. I had in mind particularly some statutes in some 
States where they call them three-time losers, and they are in, and 
that is the end of it. 

Would you think that would be a solution to the problem as to the 
hardened characters or do you think there is always hope that you can 
rehabilitate these people? 

Dr. Scurerz. Well, I think there is always hope for most of them, 
but I would like you to ask that question of one of our men like Dr. 
Lowry, who is running a hospital with over 1,500 patients in it who 
are addicts, and who has day-to-day experience with them. I think 
he can give you a wiser answer to that than I can. 

Senator Dantet. Dr. Scheele, I want to compliment the speed with 
which your Public Health Service and hospitals have done away with 
the waiting lists that you had the last time we had some of the repre- 
sentatives, “Dr. Chapman and Dr. Hunt, before our committee. 

I believe several months ago there was a waiting list of about 500 
voluntary patients who wanted to go to Lexington and Fort Worth, 
and it was a situation that you and our committee regretted; and 
when the matter was brought out and called to the attention of other 
officials, with their help, you were able to start getting these patients 
admitted on a current basis. As I understand it now, both from our 
own staff and from you the other day, you now have very few—I be- 
lieve about 17—on the waiting list, and you hope to let them in within 
a month. So I want to congratulate you and all who had a part in 
speeding up the admissions of these voluntary patients. 
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Then I want to say that I am happy to note that today throughout 
all this testimony from those who cane a clinic plan or some change 
in the present system, all have complimented the work at Lexington 
and Fort Worth; and if I have remembered correctly, they have 
indicated that if that work could be increased enough, and the follow- 
up properly handled, that it would be as good a treatment as we 
could have, even though they feel like the clinic treatment should 
be tried if we do not increase the treatment and the admissions at 
Lexington and Forth Worth. That is an interesting thing to me. 
I did not know that would occur, and I think you are to be commended, 
you and those who have been operating the hospitals, for that. 

Mr. Counsel, do you have any questions ? 

Mr. Gasqur. No questions. 

Senator Danie. We thank you, Dr. Scheele, and we will take up 
other matters with your assistants and other officials of the Depart- 
ment who will be here tomorrow. 

(The report entitled “Studies on Narcotics Use Among Juveniles” 
by the Research Center for Human Relations, New York University, 
New York City, will be found in the appendix at p. 1748.) 

Senator Dante... Now I have one witness here who is going to give 
part of his testimony and put the rest in the record. If you will come 
forward, Mr. Zucker. 

Thank you very much, Dr. Scheele. 

Mr. Zucker, you do solemnly swear that the testimony you are 
about to give the subcommittee of the Senate Judiciary Committee 
will be the truth, the whole truth, and nothing but the truth, so help 
you God? 

Mr. Zucker. I do. 


TESTIMONY OF NATHAN S. ZUCKER, NEW YORK, N. Y. 


Senator Danrex, Thank you, sir. 

Mr. Zucker, we appreciate your attendance on these committee hear- 
ings throughout both this session and the previous session here, and 
the interest that you have shown in this committee as a layman and 
the recommendations that you wish to make, we will be glad to have. 
But, as we explained before, we would appreciate it if you will make 
the personal comments that you want us to hear now, and then place 
the rest of your statement in the record. 

Mr. Zucker. I thank you very much; that is exactly what I will do. 

Senator Danrev. Thank you. 

Mr. Zucker. I wish to thank the committee for giving me this 
opportunity to speak on a subject which, unhappily, I have been 
associated with for over 30 years. I speak, not from theory or hearsay 
but from stark reality. 

Senator Danie.. Just a moment. For the Reporter, this is Mr. 
Nathan S. Zucker. 

Mr. Zucker. Right. 

Senator Danre.. And you live in New York? 

Mr. Zucker. New York City, 565 West 171st Street, New York City. 

Senator Dantet. New York City. 

Mr. Zucker. Much has already been said about juvenile drug ad- 
diction. It is, indeed, a sad commentary of our times, that teen-agers, 
mere children, who should be addicted to candy, super-duper ice-cream 
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concoctions and bubble gum are addicted to “goof balls”, marihuana, 
and heroin. Obviously, this alarming problem is of the utmost im- 
portance and I do not wish to minimize its importance, not even in 
the slightest degree. 

Howev er, there are other facets of drug addiction which, because 
of the preponderance in numbers, are also vitally important. I’m 
referring specifically to the thousands of adult drug addicts, many 
of whom can still be cured and the great number of chronically ad- 
dicted men and women, whose minds and bodies are saturated with 
years of narcotic use and who seem beyond cure. I shall confine my 
remarks to these groups. 

On June 7, 1955, the New York Academy of Medicine issued a 
report on drug addiction and clearly stated : 

Drug addiction is a serious disease. There should be a change of attitude 
toward the addict. He is a sick person, not a criminal. That he may commit 
crime to maintain his drug supply is recognized; but it is unjust to consider 
him a criminal simply because he uses drugs. 

It is a strange paradox that while medical authorities agree drug 
addiction is a serious disease requiring prolonged medical and psy- 
chiatric care, yet, because of provisions or rather an interpretation 
of the Harrison narcotic law, enacted in 1914 at a time when the nature 
of drug addiction was less understood and the vindictive appellation 
of “dope fiend” was commonly used, doctors today are restricted in 
treating these unfortunate victims. 

The drug addict cannot cure himself and there are no adequate 
agencies he can turn to for help. He has only the dismal alternatives 
of continued voluntary commitments and be sent to jail for a so-called 
but elusive cure or of dire necessity, resort to crime to cbtain large 
sums of money for illicit narcotics. He must steal $50 to buy illicit 
narcotics worth 30 cents at legal prices. 

So long as we think in terms of punishing the already punished and 
helpless addict, instead of providing proper therapy and free him from 
the greedy clutches of the vicious dope peddler, there is no solution 
to this tragic problem. 

Apparently, at least one branch of the Federal Government is in 

accord with medical opinion, that drug addiction is a serious disease, 
as evidenced by the two institutions operated by the United States 
Health Service at Lexington, Ky., and Fort Worth, Tex. Both hos- 
pitals with facilities to treat only a comparatively insignificant number 
of addicts, are constantly filled to capacity and applicants must wait 
months or in some cases years to gain admittance. While the care and 
treatment of withdrawal and physical dependence on narcotics is 
satisfactory, the most important, long-range psychiatric and social 
followup care is totally lacking, with the results that an estimated 
95 percent of the addicts discharged as cured, revert to using drugs 
again. It bring to mind that old cliche, “the operation was successful 
but the patient ; died.” 

For over 40 years the Government has tried to curb narcotics 
smuggling without success. With all due respect to our efficient law- 
enforcement agencies in their efforts to smash the narcotics racket and 
notwithstanding many sensational arrests and seizures of large quan- 
tities of illicit drugs, the sad fact remains that drug addiction is on 
the increase. And now, with the advent of sy nthetic narcotics, such 
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as demeral, metopon, and methodone, to name but a few manufactured 
domestically , the prospects of breaking up the wicked racket in human 
misery, seems even more remote. 

Although narcotics were used since ancient times, it was not until 
the past century that drug addiction became a serious problem in the 
United States. In 1856, the hypodermic method of administering 
morphine was introduced and this marked the beginning of drug 
addiction as we know it today. Not much was known of the addictive 

otentialities of narcotics and they were freely used and prescribed 
v reputable physicians and sold in every drugstore in the form of 
patent medicines as a panacea for all ills. 

To curb the unrestricted use of narcotics and stem the rising tide 
of addiction, a number of Federal laws were enacted, including the 
now famous Harrison Narcotic Act of 1914. This law and later 
amendments, effectively stopped the indiscriminate sale of narcotics 
by drug stores and made it illegal for physicians to furnish or pre- 
scribe narcotic drugs to addicts. W *hile the intent of this law was 
good and necessary, it made no provisions for those already addicted 
and thus paved the way for the illicit traffic in drugs and brought into 
being the evil drug racketeer. 

With the repeal of prohibition, the former bootlegger and gangster 
mobs transferred their nefarious talents to narcotics. It was a com- 
paratively simple change. Already skilled in the art of cutting and 
adulterating liquor, they applied the same modus operandi to drugs 
with even more profitable results. According to a report in the New 
York Police magazine, Spring 3100, a kilo, 2.2 pounds, of heroin, 
costing $3,000 outside the United States, would after cutting and 
adulteration, be sold to addicts for about $314,000. It became in- 
evitable, that such enormous profits would attract the attention of 
the underworld “big shots” and the wicked, illicit traffic in drugs and 
human misery developed to a racket, estimated at $3 billion annually. 
With such fantastic profits, it would be naive, inde ed, to think this 
tremendous, well-organized racket, of international character, can 
be broken by prohibitive laws, alone. It did not work during prohi- 
bition of liquor and it is not working with narcotics. 

The gangster mobs engaged in this nefarious business, are of crim- 
inal cunning and devoid of all humane instincts. To satisfy their 
insatiable greed for more and more profits, they have ensnared even 
teen-agers in the viscid web of drug addiction and are responsible 
in great measure, for the current wave of juvenile delinquency, crime, 
and shattered lives. 

Once enslaved to narcotics, the addict faces insurmountable prob- 
lems. The more he takes, the more his body builds up a tolerance 
to the drugs and the more he needs. As the required dosage increases, 
so does the need for more money, sometimes as much as $100 a day 
to buy illicit drugs, worth about 60 cents at legal prices. They cannot 
stop their addiction without help, they cannot earn such fabulous 
amounts of money and so—they commit crime. 

It is at this point that drug addiction becomes a serious social men- 
ace. To satisfy desperate needs, the desperate resort of crimes of 
violence, the less daring to for ging prescriptions, shoplifting, and so 
forth, and the timid to self-commitment to jail for a “cure.” Still, 
others, at the mercy of the dope peddler, the only source where they 
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can obtain their precious drugs, join him and become “pushers” in 

recruiting new victims. This is the main cause of the much talked 
about “contagion factor.” Drug addiction is not catching, like the 
measles. 

Drug addicts contaminate others because of their own dire need 
for drugs. Most addicts use opium derivatives, such as morphine and 
heroin, which are strictly depressants. A “doped up” addict does not 
have the energy to commit crime. He just wants to sleep and dream 
of a make-believe world of his own. It is the lack of drugs that is 
responsible. 

In explaining the reason for doubling the size of his narcotic squad, 
former Police Commissioner Francis W. H. Adams, of New York 
City, was quoted in the newspapers, dated November 5, 1954, as saying: 

We are not keeping pace with the sale and distribution of narcotics. The 
move was dictated by a grave concern over the direct relationship between seri- 
ous crime and drug addiction. There is no question that one of the chief 
motives for such crimes as burglaries and robberies is the urgent necessity of 
addicts to get money to buy drugs. 

He further stated that drug users need $42 to $210 a week to satisfy 
their craving and added “most addicts cannot earn this lawfully and 


are forced to commit crime.” The commissioner asserted that even 
though the shift of extra policemen— 


may lower our effectiveness in other areas of law enforcement, I am of the 
opinion that if we can make some headway in stopping the sale of drugs, we 
will necessarily decrease the number of serious crimes. 

In making these observations the noted police commissioner de- 
scribed conditions prevalent throughout the country. While Police 
Commissioner Adams has done a splendid job in making numerous 
arrests of dope peddlers, the overall picture remains the same. 

Every once ina while, a spectacular arrest is made of a dope peddler. 
The newspapers are ablaze with headlines. We are shocked by dis- 
closures of the great number of teen-agers addicted to drugs. Inter- 
national dope syndicates are mentioned and verbally castigated. 
Great excitement prevails and arrests of higher-ups expected momen- 
tarily. It seems, at such times, everybody wants to get into the act. 

Then, as suddenly as it started, the hubbub subsides. Somehow, 
like magic the problem of drug peddling vanishes and all seems well 
again ; that is, for all but the enslaved drug addict. His tragic lot 
remains the same. He has no place to go but down the dismal road of 
no return, to chronic and incurable drug addiction. There are thou- 

sands of such forlorn, helpless men and women throughout the country 

who desperately need tain want help, but eventually end up in jail. 
Drug addiction is the only disease I know of that is petro & in jails 
instead of hospitals. 

Narcotic addiction in all its sordid phases brings only misery, but 
the tragedy that finally envelops the chronic drug addict is appalling. 
If the teen-age drug user could but see himself in the mirror of time, 
the reflected apparition would be terrifying and a most potent deter- 
rent to self-imposed destruction. But, alas, we have no such prog- 
nostic mirror and must rely on education, religious guidance, and a 
humane understanding to prevent this inevitable disaster. 

Medical science, as yet, has not been abie to cure the chronic or con- 
firmed drug addict. It is, indeed, a perplexing problem—but the 
answer certainly cannot be found in jails. They are not criminals. 
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They are sick, unfortunate human beings, from all strata of society, 
who need the sympathetic care and understanding given to victims of 
cancer, tuberculosis, or other dreaded maladies. ‘Chronic drug addic- 
tion is a psychosomatic disease. They need physicians and hospitals, 
not prison guards and jails. 

Anyone who has ever endured the pangs of a severe toothache knows 
from experience how unbearable a paincan be. If we can imagine 
that dreadful pain of a single toothache multiplied by every cell, every 
organ, every part of the body, we may then have some idea of the 
suffering and agony the chronic drug addict endures and the over- 
whelming desire for his precious drugs. 

There are, of course, smug and sanctimonious individuals who per 
sistently demand to know why these wretches took the “darn stuff” 
in the first place and, in righteous indignation, express the be- 
whiskered saying about having made their beds, they should now lie 
in them. They “would probably scold their rheumatic grandma for 

taking pink pills or lecture a victim of lung cancer on the evils of 
smoking. 

The chronic drug addict uses his “medicine” for the same reason the 
moralist uses aspirin—to alleviate pain. They both use drugs but one 
drug is more vicious than the other. In the chronic stage of drug 
addiction, it is of little concern whether the drugs caused their ail- 
ments or whether they are now used because of them. That is an 
academic question to be debated in clinical research. 

In either case the condition of the chronic drug addict is appalling. 
He is held in a vise-like grip of misery. Like the jungle game of cat 
and mouse, he is released from the jaws of jail; finds temporary 
respite and human kindness in a city Sid for a while and, when 
discharged, is pounced upon again ‘and held in the fangs of prison 
bars again, in an unending pathetic merry-go-round. 

In newspapers dated ‘April 5 5, 1954, Chief Magistrate John M. 
Murtagh, of New York City, was quoted as saying: 

Courts have found it necessary to improvise and compromise and we must 
admit that our approach to the problem of the adult narcotics addict is not 
one of which the community can be proud. 

For years, Judge Murtagh has advocated desirable reforms but 
lack of necessary appropriations for adequate supervisory and medi- 
cal personnel have hampered his efforts. In discussing the subject 
with Judge Mathew J. Troy of the New York Court of Special Ses- 
sion, a humane and learned jurist, he said: 

I am aware of the tragic plight of the chronic drug addict and the heartaches 
endured by his family. They need medical attention and proper care. Un- 
fortunately, the facilities available to them are inadequate to achieve desired 
results. 

As a preface to the following case history and to better understand 
the frightful dilemma of the chronic drug addict, we might consider 
the perpetual problems that confront him. Years of narcotics addic- 
tion eventually result in physical ailments which require medical] 
attention. The physician, in treating these ailments and unaware 
that his patient is a drug addict, prescribes a normal amount of 
narcotics, which is, of course, insufficient to satisfy the needs—high 
tolerance—of the confirmed drug addict. He therefore must visit 
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several doctors, almost daily, in order to accumulatively acquire a 
needed amount. 

After several visits, the physician discovers he is treating an addict 
and thus, unwittingly violating the Harrison narcotic law, dis- 
courages further visits. 

Soon the chronic drug addict runs out of money and doctors and 
when he can no longer beg, borrow, or pawn, his condition becomes 
desperate and he again falls prey to the illicit drug peddler, or com- 
mits himself for another so-called cure and is sent to jail again. To 
jail the chronic and sick drug addict when we know that, as ‘yet, there 
is no cure and abruptly deprive him of drugs—the cold turkey treat- 
ment—is brutal, inhumane, useless, and contrary to medical advice. 

The following case history is typical of thousands of unfortunate 
men and women throughout the country. The record is 10 times 
longer than here stated but in the interest of brevity, I will relate the 
happenings of the last year or so. Every statement can be verified 
by contacting any or all the veterans’ and city and many private hos- 
pitals in and around this area as well as the records in the courts and 
jails. 

Mr. X, age 49, has been using narcotics for over 30 years. As a 
youth he suffered a head and nose injury while in the United States 
Armed Forces and during prolonged medical treatment was given 
morphine. With the recurrence of violent headaches, after hospital- 
ization and in civilian life, he continued the use of drugs and became 
addicted. He was arrested a number of times for drug addiction and 

each time sent to jail to be “cured.” Because of this criminal record 
aie continued arrests, he was unable to maintain steady employment 
and thus developed another addiction ; namely, an addiction to poverty. 

After exhausting the financial help of his family and friends, he 
voluntarily committed himself, a number of times, to be cured and 

each time was again sent to jail to be “cured.” During the past 15 
years, he developed a serious heart condition, complicated by other 
very serious physical ailments and spent most of this time—perhaps 
12 or more years—in veterans’ hospitals, city and private iepapltels, 
and jails. 

At every hospital, because of his ailments, he is always given nar- 
cotics as part of the medical treatment. 

Several months ago, financially unable to visit private doctors who, 
like the hospitals, prescribed narcotics in treating his many ailments, 
he again voluntarily committed himself to the United States Public 
Service Hospital in Lexington, Ky. He had been in Lexington, Ky., 
and Fort Worth, Tex. United States hospitals several times before. 
After 4 months of treatment, he was discharged and returned home, 
fully resolved that “this time” he would remain “cured.” 

A few weeks later, while riding in the subway, he suffered another 
heart attack. He was again rushed by ambulance to a hospital, placed 
in an oxygen tent, again given narcotics and—you guessed it—again 
addicted. 

Only a few days after his discharge from this hospital, where he had 
been confined to bed for many weeks, he found it necessary to again 

“voluntarily commit himself” and again he was sent to jail, again 
placed behind prison bars, so that he would again be “cured.” What 
a dismal convalescence. 





ILLICIT NARCOTICS TRAFFIC 1411 


Three days after his discharge from jail, where for a month he re- 
ceived anative one of those strange, cureless cures, he collapsed on the 
street with another heart attack, plus an advance state of edema, which 
swelled his body out of all proportions, and at this time he is again 
in a city hospital, where he has been confined to bed for the past several 
months. Presumably, in a few weeks, he will again be discharged from 
the hospital, where it was again necessary to give him narcotics, with 
the dreary prospect of again “voluntarily committing himself” and be 
sent to jail again, to be “cured” again and again—until when? 

I am mindful of the monotonous repetition of the word “again” and 
that it is not conductive to literary propiety but neither is the monoto- 
nous repetition of “jail again” conducive to the well-being of the al- 
ready miserable, helpless, incurable, chronic drug addict. 

We all agree that drug peddling is a vile and vicious crime and 
should be dealt with severely by the police, courts, and jails. But 
chronic drug addiction is a disease, a sickness which differs only in 
kind from other ailments and should be the concern of medical, psy- 
chological, and religious agencies. Yet, our present narcotic me 
make no particular distinction. The peddler and addict are like one. 
The villian is sent’ to jail for a specified period of time, the victim is 
imprisoned for life, albeit at intervals of a few months at a time. 

How, then, can we put “amen” to this vicious narcotics racket and 
the misery and tragedy it brings to shattered lives. In the light of 
past experience and better understanding of the physical and psycho- 
logical factors involved in drug addiction, it seems obvious that a 
new and more realistic approach is needed. With this in mind, I have 
discussed the matter with many prominent physicians, judges, legis- 
lators, and others, who have had long experience with the subject and 
from the consensus of opinions expressed submit the following pro- 
posals, not as an all-inclusive plan but rather as a basis in combating 
this dreadful disease and aid in eliminating the illicit narcotics mar- 
ket : 

1. Drug addiction should be considered for what it is; namely, a 
psychosomatic disease. What is needed is therapy, not punishment. 

2. Our present laws should be amended to permit physicians, par- 
ticularly those who may desire to be “specially commissioned” and 
under the supervision of the health department, to treat drug addic- 
tion as they do any other disease. Who else is better qualified ¢ 

3. By eliminating the threat of jail and the dreaded “cold turkey” 
treatment, drug addicts should be required to apply voluntarily, or 
if arrested, to these “specially commissioned” physicians for examina- 
tion to determine the extent of their addiction and possibility of a 
cure. 

4. After a thorough medical examination, if there is a possibility of 
a cure, the addict should, as a matter of law, submit to custodial care, 
treatment, and rehabilitation at a properly equipped medical institu- 
tion or wards of a number of private and public hospitals. Exper- 
ience has shown that the drug addict, generally, cannot be cured on 
an ambulatory basis and he therefore must submit to custodial care 
for a period of 5 years, with the possibility of medical parole after 1 
year of custody. During the remaining 4 years of medical probation, 
he would report monthly for a thorough examination and during this 
time every social agency should be put into play, including psychiatric 
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treatment, employment opportunities, and religious guidance. Should 
recidivism occur, the addict would, of course, be returned for further 
custodial treatment. How much would this program cost? A frac- 
tion of what is being spent on crime and punishment and with no 
ae 

However, if after a thorough medical and psychiatric examina- 
it is determined by those competent to judge that because of physi- 
cal ailments or other factors the chronic or confirmed drug addict 
seems beyond cure of drug addiction, he should be permitted, under 
supervision of the courts or health department to visit a “specially 
commissioned” doctor in his locality, and at stated intervals and after 
a thorough examination each time he should be given the required 
narcotics or a prescription for them, sufficient to satisfy his needs. 
The doctor could then attempt, medically, not arbitrarily, to reduce the 
dosage. If the chronic drug addict cannot be cured and his craving 
and suffering is so intense that he is forced to commit crime to obtain 
large sums of money for illicit drugs or in desperation contaminate 
other s, what other alternative is there? It has been suggested that he 
be jailed for life but that is a repugnant remedy and contrary to our 
American ideals. Besides, that costs money, too.. Why spend it in 
jails?) Why not spend it for medical treatment ? 

The diabetic injects his insulin because he needs it. The chronic 
drug addict injects his drugs because he needs them. Perhaps, some 
day, medical science will find another way of treating these diseases. 
As long as the chronic drug addict does not harm or hurt anyone else, 
that is his way of life. Most of us kill ourselves more slowly, smoking ; 
others chewing tobacco, and some drink too much. 

This plan, properly administered, with the necessary safeguards, 
would give new hope to the enslaved ‘addict, particularly to those who 
can be cured. It would make life, such as it is, at least livable for 
the chronic drug addict. It would remove the contagion factor by 
freeing the addict from the domination of the dope peddler. It 
would reduce crime and destroy the narcotic racket. 

If customers do not patronize a merchant, he goes out of business. 
If drug addicts have no need to patronize dope peddlers, the racket 
ceases. If large sums of money are no longer necessary to buy illicit 
drugs, many crimes are prevented. Drug addiction is no respecter 
of who lives on which side of the track. It affects all strata of society. 
If the stigma of crime and punishment and the resultant fear, shame, 
and humiliation, not only of the drug addicts but their families, were 
removed, there would be greater cooperation between all concerned 
and allow medical science, religion, and a human approach to find the 
ultimate remedy. 

In conclusion, I want to again thank you for the privilege and 
courtesy extended to me. I know I voice the gratitude and blessings 
of thousands of troubled families, everywhere, for your conscientious 
and humane efforts in finding a workable solution that will wipe away 
this dreadful scourge from our great and beautiful country. 

Senator Dantet. Thank you, Mr. Zucker. 

Any questions, Mr. Counsel ? 

Mr. Gasqur. No questions, Mr. Chairman. 
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Senator Danie. Tomorrow morning we will hear from Commis- 
sioner Harry J. Anslinger, and from Dr. Stevenson, of Canada, who 
has been kind enough to come here. He has illness in his family, and 
we certainly hope that condition will improve. We will hear those 
two witnesses, and then we will hear from representatives of the Pub- 
lic Health Service. 

Thank you very much for your cooperation today. 

The committee will stand in recess until 10 o’clock tomorrow morn- 
ing in this room. 

(Whereupon, at 5:30 p. m., the subcommittee recessed to reconvene 
tomorrow, Tuesday, September 20, 1955, at 10 a. m.) 
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TUESDAY, SEPTEMBER 20, 1955 


Unrrep Srares SENATE, 
SUBCOMMITTEE ON NARCOTICS 
OF THE COMMITTEE OF THE J UDICIARY, 
New York, N.Y. 

The subcommittee met, pursuant to recess, at 10:20 a. m., in room 
618, United States Courthouse, Foley Square, New York, N. Y., Sen- 
ator Price Daniel (chairman of the subcommittee) presiding. 

Present: Senators Daniel and Butler. 

Also present: C. Aubrey Gasque, general counsel; and W. L. Speer, 
committee investigator. 

Senator Danre.. The committee will come to order. 

Dr. G. H. Stevenson. 

Dr. Stevenson, you do solemnly swear that the testimony you are 
about to give to this subcommittee of the Senate Judiciary Committee 


will be the truth, the whole truth, and nothing but the truth, so help 
you God ? 
Dr. Stevenson. I do. 


STATEMENT OF DR. GEORGE HERBERT STEVENSON, VANCOUVER, 
BRITISH COLUMBIA 


Senator DanreL. You may be seated, Doctor. 

Will you state your name for the record ? 

Dr. Stevenson. George Herbert Stevenson. 

Senator Danret. And you live in what place in Canada ? 

Dr. Stevenson. I live in Vancouver, British Columbia; and I am 
director of the drug addiction research under the auspices of the 
University of British Columbia. 

Senator Danrex. Dr. Stevenson, first, I want to express the appre- 
ciation of this committee for your coming here to be with us. We 
appreciate the work that you have been doing in Canada. As you 
know, the chairman of your Senate committee investigating narcotics 
sat with us at our opening session in Washington. We appreciate 
the cooperation that we have had from the Canadian Senate com- 
mittee, and especially appreciate your appearance here today, sir. 

Dr. Stevenson. It is a pleasure to be here, sir; and I appreciate 
the invitation, and I would like to say just at this point, too, how 
grateful I am personally, and our Canadian scientists, especially 
in the field of psychiatry and addiction, how much they have appre- 
ciated all the a they have had from our American colleagues in 
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the United States Public Health Service, Mr. Anslinger’s division, 
and others; it has been a great help to us in Canada. 

Senator Danre.. Doctor, as I understand it, you have had occasion 
to study both sides of the argument for and against the legal sale of 
narcotics ? 

Dr. Stevenson. Yes, sir. 

Senator Danie.. Do you have a prepared statement ? 

Dr. Stevenson. I have no prepared statement. 

I have a paper which has heen published, and which deals with the 
arguments for and against the legal sale of narcotic drugs. 

It was published in the bulletin of the Vancouver Medical Associa- 
tion last June. 

Senator DanreL. May we make that a part of our record ? 

Dr. Srevenson. Yes, certainly. It was made a part of the record 
of the Canadian Senate committee. 

Senator Dantet. This paper by Dr. Stevenson entitled “Arguments 
for and Against the Legal Sale of Narcotics” will be made a part of 
the record of the committee. 

(The document referred to will be found in the appendix at p. 1756.) 

Senator Dantet. Now, Doctor, will you relate to us a little about 
your background and experience in the medical professional insofar as 
narcotics are concerned, and how you happened to make a study of the 
so-called clinic plan or legal sale plan. 

Dr. Stevenson. Well, I have been in the practice of psychiatry for 
35 years as superintendent of a mental hospital in Ontario, and pro- 
fessor of psychiatry at the University of Western Ontario, and in those 
capacities had addicts for many years, had them in our hospitals from 
time to time. 

When I retired 3 years ago, after returning from Europe, I was in- 
vited to go to British Columbia for a 3-year period to set up and direct 
a research on drug addiction, and I have been up there now for 2 years, 
nearly 2 years, and have been fully occupied with the problems of drug 
addiction. 

When I went out there I learned that an organization which had a 
narcotics addiction committee, had made a recommendation for the 
legal sale of narcotic drugs, and in my relationship with that com- 
mittee I told them that we would be studying that problem, and that 
when we had come to certain conclusions about it, that they would be 
made public, and they, on their part, agreed not to push their plan 
until we had made our report, and this paper you have before you is 
our report. 

Senator Danret. What organization was it that had endorsed the 
legal sale of narcotics plan? 

Dr. Stevenson. The Vancouver Chest had a committee on narcotic 
drugs, and it was their committee. 

Senator Dante. Then did you have a staff in your research agency 
that assisted you in making the study? 

Dr. Stevenson. Yes. Our group issmall. There are just three of 
us full time, myself as a psychiatrist and director; a psychologist and 
a social worker, part-time internist, but we always have an advisory 
committee from the University of British Columbia with which I 
meet every month or so. 

Senator Danret. Were you in a position to approach this question 
from an objective viewpoint or had you ever made up your mind one 
way or the other before you actually started into your research ? 
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Dr. Stevenson. No. I had given no consideration to the matter 
until I started the research project. 

Senator Dante. Did you have any inclinations one way or another 
about the matter ¢ 

Dr. Srevenson. No. At that time it just had never occurred to me. 
It had never been brought to my attention at that time. 

Senator Danrex. Doctor, will you just relate to the committee wha‘ 
your findings were, the nature of your study, and exactly what conclu 
sions you came to, anything that you might think would be of interest 
to this committee in forming our decision or our recommendation to 
the United States Senate on this question of legal sale of narcotics 
or furnishing narcotics to drug addicts. 

Dr. Stevenson. I don’t know whether I should go through the 
paper page by page—— 

Senator Dante. Any points you wish to go through. 

Dr. Stevenson. We have studied, and I personally interviewed 
more than 500 addicts, so that I feel that I know the drug addicts very 
well; and I have heard their arguments for legal sale, and the argu- 
ments of the committee that I referred to. 

Dr. Ranta was chairman of that committee, and the report that they 
made is sometimes known as the Ranta report, and the argument that 
is commonly—one of the arguments that is commonly offered is what 
it would take—it would take the profit out of the illicit market. 

Well, in my reading on that, so far as I could see, wherever there 
had been legal sale, the illicit traffic continued to be present, and even 
increase in some places. Way back in the last century, I am sorry to 
say that Canada had some opium; Canada had opium factories wa) 
back at the end of the last century, and some of their opium, operated 
by Chinese, was smuggled into the United States. 

Also when the United States had legal sale the middle of the last 
century, I have read that opium was smuggled into the United States 
in large quantities. 

In Hong Kong and in Formosa, after the Japanese took over, in 
some years the amount of the illegal traffic exceeded the amount that 
was used in the legal traflic. 

In China, where drugs were legal for a long period of time, the 
smuggling and illegal traffic flourished right along with it. 

I have not been able to find any historical evidence that drugs being 
legal blotted out the illicit traffic. 

As a matter of fact, the evidence has usually been that the illicit 
traffic even increased in some places. 

Senator Butter. Doctor, did you look into the cause of that phe- 
nomenon ¢ 

Dr. Stevenson. The what, sir? 

Senator Butter. Did you look into the cause of that phenomenon ? 
It is unusual that that would be the case. What did you find to be the 
cause for that? 

Dr. Stevenson. I don’t know that I can answer that question with 
any assurance. 

It is well known, of course, that narcotic drugs are produced in 
excessive quantities, and that all that is not used for scientific and 
medical purposes presumably gets into the black market, and if people 
who operate illicit traffic can get it cheaply, and they can meet legal 
prices, it is something the same as the question 
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Senator Burter. Then it is not true that simply because you give 
narcotics away or sell them at the going price that everybody would 
adopt that plan. You still would have illicit users. 

Dr. Stevenson. Yes. I would not expect to see any reduction in the 
illicit market merely because drugs were made legal. 

Senator Burirr. The testimony that we had yesterday led me to 
believe, and I think the witnesses gave the impression, that if this 
plan was adopted, everybody would immediately leave the illicit mar- 
ket and come over to the other side, and it w ould dry up completely. 

Dr. Srrvenson. I think that is entirely incorrect that that would 
happen. Unless drugs were to be given to addicts in unlimited quan- 
tities to satisfy their wants rather than any need they might have, 
they would get their surplus from the black market the same as they 

do now, and people who were going to start in to drugs, the same as 
young people get started in drugs now, they could not get it in a legal 
market, would still get it from the black market. 

The remarks that were made yesterday about marihuana, if mari- 
huana is still to be sold by peddlers in the black market, they would 
still carry heroin as one of their lines. 

I see no reason at all—I think the black market would welcome 
legal sale as a means of increasing their own market. 

Mr. Gasqur. You mean it might tend to give it a source of 
respectability ¢ 

Dr. Stevenson. Well, it would make it more commonly used, and 
a certain degree of public acceptance and respectability or pseudo- 
respec tability. 

Senator Danret. What were your findings as to the actual practice 
in the clinies that had been attempted in the various countries, Doctor ? 
I would like your conclusions as to the operation of these clinics. 
Please read that into the record, or at least summarize that to us. 

I notice on page 6 of your paper you point out the chief defects of 
these earlier narcotic clinics. They might be listed as follows—you 
are speaking there of the clinics operated in the United States 

Dr. STrevENSON. Yes, sir. 

Senator Danteu (continuing). In 1919, 1920? 

Dr. Stevenson. Yes, sir. My information there is one of your own 
documents, so that while it is here it is simply copied or taken from 
your own official documents; perhaps one of your own witnesses from 
the United States might be a more suitable person to give that evi- 
dence. But at least it is listed here, and it is available if you wish it 
read into the record, sir. 

Senator Danrex. I am thinking now about page 6 of your report. 
Is this a conclusion of your committee based on your study of these 
clinics there on page 6 of your report where you say: 

The chief defects of these earlier narcotic “clinics” might be listed as follows— 


Is that your conclusion after having studied all of the information 
youc ould obtain concer ning the clinics? 2 

Dr. Stevenson. No. Those statements are made in that booklet 
published by the United States Government entitled “Narcotic Clinics 
in the United States.” 


Senator Daniet. Did you agree with these findings after your 
study ? 
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Dr. Stevenson. Well, I had no reason for disagreeing with them. 
They were stated as facts. 

Senator Dante. I see. 

Dr. Stevenson. The information given yesterday from some of 
these clinics, of course, was just from some of the clinics. There are 
i lot of other clinics listed in that booklet which did not have nearly 
as much—did not have nearly as satisfactory a time with them as some 
of those that were read into the record yesterday. 

Senator Dante. Well, let me take up these points here just to see 
if you found similar experiences from other countries or similar 
reports from other countries. First it says, in listing these defects: 

1. “Clinics” brought criminals and drug addicts from areas where no “clinics” 
were available, increasing the number of idle, delinquent, and prostitute classes 
in the cities where there were “clinics.” 

Did you find that experience in any other countries? 

Dr. Srevenson. I don’t know any other country that has had 
clinics. This refers entirely to the United States. As a matter of fact, 
I do not know any country at all that has had clinics except the so- 
called clinics that were in the United States in 1919-23. I think that 
is a misuse of the word “clinic,” too, but that is a sideline. 

Senator Danret. What about the system they tried in Singapore of 
free narcotics toaddicts? Did you make a study of that ? 

Dr. Stevenson. Well, I have read in the bibliography, you will see, 
several books there dealing with China and the War East, and prac- 
tically all of those books have a section on smuggling and illicit traffic, 
and your own Senate committee back in 1906 had somewhat similar 
reports of smuggling in these various places. 

Smuggling was very common and was the chief thing that people 
advocating legal sale or responsible for legal sale in those days had to 
tight against. 

Senator Dante. Well, now, do we have anything in England such 
as the clinic system? Every once in a while someone talks about the 

“nglish system as though they had an system by which addicts could 
easily get the drugs necessary to maintain or satisfy their addiction. 

Dr. SreveNson. That is a complete misapprehension, of course, and 
yet it is amazing how many people believe that the English system is 
different from our own. 

The University of California Law Review had an article on nar- 
cotics—had a whole issue on narcotics—and spoke that we might try 
the English system, and yet the English system is, for all practical 
purposes, the same as our own in this continent, in the United States 
and Canada. 

England has never had clinics, and I deal with the English system 
on pages 7 and 8 here, and I also have the report with me of Mr. 
Walker, who is the representative of the United Kingdom to the 
United Nations Commission on Narcotic Drugs. 

He gave this report to the Canadian senate committee. It was read 
into the evidence there, and you stated yesterday you had also been 
to England and talked with him. 

But Mr. Walker insists that the English system does not and never 
has had a clinic system, and it has never had a system that. gave free 


drugs or at nominal cost to addicts merely for perpetuating their 
addiction. 
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As a matter of fact, just last year doctors themselves were punished 
in court for taking drugs for their own addiction in England, which 
is pretty clear evidence that there is no such thing as an English system 
which gives legal sale. 

I sometimes ask our addicts why they do not go to England then if 
they think this English system is legal sale. None of them go. 

You just cannot get drugs leg: ally. in England as an addict except 
under the special features where a doctor is treating an addict and 
using reduction or, as was stated yesterday, where he, the doctor, fears 
the man is in danger of collapse or possible death, and then he may 
give him drugs in minimum quantity to keep him from collapse or 
death. 

He may also give him minimum quantities of drugs if he feels the 
man cannot live a comfortable life. That does not mean that with all 
drugs, with all the drugs in him he wants, but cannot be a useful 
citizen. 

But the English act, the Dangerous Drugs Act, and the regulations 
clearly state that any doctor who gives drugs to an addict for the 
per petuation of his addiction is committing an offense, and is punish- 
able for it. 

Senator Dantez, I believe they use the word “gratification,” do they 
not; anyway, it is along the line you brought out. 

Dr. Stevenson. Yes, exactly. 

Senator Danrex. As I said yesterday, I just talked with several of 
the officials in England last month, and I obtained from them exactly 
the impression that you have stated, and that Mr. Walker gave in 
his paper before the Canadian senate. 

Has the Walker paper been made a part of the record ? 

Mr. Gasque. No, sir. 

Dr. Stevenson. I have a copy of it here, sir. 

Senator Danrtrt. If you will let us have that we will make that a 
part of the record. We will include it in the appendix to the record. 

(The document entitled “Dangerous Drugs Administered in the 
United Kingdom” will be found in the appendix at p. 1764.) 

Senator Dante. Mr. Walker is the representative of the United 


Kingdom on the United Nations Commission on Narcotics; is that 
correct? 


Dr. Stevenson. Yes; he is, sir. 

Senator Dantet. And he delivered this paper before the Canadian 
senate narcotics inv estigating committee ? 

Dr. Stevenson. That is correct; and he was questioned on it by the 
Canadian senate committee. 

Senator Dante. Doctor, the argument was made here yesterday 
that a lot of people get into the use of narcotic drugs by being seduced 
by unprincipled narcotic sellers, and that is the way more new people 
become addicted. What findings have you made on that subject? 

Dr. Stevenson. Speaking for our Canadian addict, that is not the 
way they become addicted. 

T think only 1 person out of the 500 or more that I have interviewed, 
indicated that he had been offered drugs by a trafficker. 

But in every other case the person started drugs by associating 
with addicts—I am speaking now of the criminal- addict class—and 
being curious about it, had certain group loyalties and group inter- 
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ests, and started on drugs because he wanted to know what it was 
all about. He wanted a new thrill, a new experience. 

He would get it, his drug, from some other addict, ot a seller, not 
a trafficker, but some friend of his who was an addict. 

Senator Dantet. Now, these 500 addicts that you interviewed, did 
you find any of them advocating the free-drug system or what posi- 
tion did they take or did you ask them that question / 

Dr. Stevenson. Oh, yes. We asked every question we could think 
of in our interviewing. 

The more voluble addicts are keen advocates of legal sale; but in 
interviewing them personally, I have a report here of 100—actually 
I have interviewed these 500 people in groups of a hundred, and 
made a separate analysis of each 100. 

But of the 1 group of 100 that I have in mind now where the 
question was asked whether he favored legal sale, less than half 
favored legal sale. 

When you come right down to it, less than half of them favored 
legal sale. 

Senator Daniet. How did you set that group of 100 off from the 
others? 

Dr. Stevenson. I interviewed every consecutively convicted addict 
coming into the prison, and I started in thinking I would just study 
100, but then I got through the first 100 so quickly, that I started 
another 100, and kept on, and thought I would go for the whole 
year. 

This particular year ended the end of August, this last month, 
and in that month I interviewed 455 consecutively convicted addicts. 

There were nearly as many addicts who favored—there were less 
than half who favored legal sales. 

There were also less than half that were opposed to legal sale, and 
there were about 15 that were not certain whether they favored it or 
not. 

But there wasn’t a majority of the addicts that even favored legal 
sale, because the reason they gave, they realized that to be an addict, 
even a legal addict, is going to still be a very grave social hindrance to 
him, and to be an addict legally he feels that he still would not be able 
to be as successful and as socially accepted and get along as well as if 
he were off drugs. 

Of course, it is very remarkable how much better these people are 
when they are off drugs than when they are on. There is no question 
in my mind, and the addicts will agree with you in large part, that 
they are in much better health physically and mentally when they 
are off drugs. 

I do not want to get too far away from your question, sir, but I was 
talking to an exaddict last Friday, the day before I left Vancouver, 
who has been off drugs for 4 years, nearly 4 years. 

He spent 5 years in jail, 2 years in the penitentiary, was 7 or 8 years 
on drugs over that period, but he is in a real-estate firm now. 

He is their second best salesman. He says that legal sale would 
never have been any answer to him. 

He is identified with society and with church; has married and got 


a young child, and he is just as much opposed to legal sale as it would 
be possible for a person to be. 
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He realizes if he had legally been an addict, he never would have 
gotten any place, except the very lowest social stratum. 

Senator Danteu. Doctor, do you agree with the medical opinion ex- 
pressed yesterday that these addicts can be put on a maintenance dose 
of drugs that will sustain them so that they can go about their business 
like normal people ? 

Dr. Stevenson. No, I do not. 

My experience, seeing addicts both when they are on drugs and 
when they are off, because I see them in the city from time to time, and 
they come to see me in my office at the Vancouver General Hospital, 
they are not as good people physically and mentally and socially when 
they are on drugs as when they are off drugs. 

They need increasing amounts; their mind is completely preoccu- 
pied with getting drugs when they are on drugs, and their work is, in 
my opinion, never as of good quality when they are using drugs as 
when they are not using drugs. 

My chief experience with that group has been with doctors. I have 
known over these 30 years a number of doctors who have been drug 
addicts, and they were never in the best use of the word good doctors 
when they were using drugs all the time. 

It was not until they got off drugs, those who did, that they became 
first-rate practitioners again. 

I think the same thing applies to anybody else who uses drugs. 

The drug is an intoxicant, and it seems to me it is foolish to think 
that a person who is intoxicated, even in a mild degree, is as capable 
a person or as well adjusted a person as a person who is free from an 
intoxication. 

Senator Dantet. Does the continued use of drugs cause the buildup 
of an immunity so that the dosage might be increased from time to 
time ? 

Dr. Stevenson. Yes; up toacertain ceiling. Different people have 
different ceilings, as it were. Some people can get along on 1 or 2 
or 3 capsules a day of heroin, which is pretty well diluted. We have 
other addicts that take up to 35 capsules a day. 

Senator Dante. Well, in your opinion, does a person under the 
influence of heroin or morphine to the extent of keeping himself com- 
fortable have enough of his mental facilities to be out driving automo- 
biles and be trusted with other activities of that kind ? 

Dr. Srevenson. I would say he should not be driving a motorcar 
if he is under the influence of drugs. 

Certainly there would be the danger of some degree of physical and 
mental impairment, coordination, and things of that sort, if he has 
drugs in his system. 

Senator Danrex. Just summarize the recommendations that your 
committee made after it completed its research, Doctor. 

Dr. Stevenson. We have not made—we have another year to go. 
We have not even made an interim report yet, other than monthly 
discussions with our advisory committee. 

Senator Danrex. You are giving the committee your own personal 
conclusion based upon 2 years of study and research of the addiction 
problem ? 

Dr. Stevenson. That is correet, sir. 

Senator Danrex. Your personal conclusion is that legalizing the 


sales of narcotic drugs or giving free drugs to addicts would be a 
mistake ? 
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Dr. Srevenson. I think it would be a serious mistake. I think it 
would increase the problem. It would force them to remain addicts 
really very often against their real inner desires. 

It is very similar, it seems to me, to alcohol, and alcohol to many 
people is a narcotic drug, and it is very much the same as if one would 
say to an alcoholic addict, “We are giving you a pint of whisky every 
day, but we are pleading with you not to drink it.” 

Well, it is exactly the same thing here with narcotic drugs. Why 
give the man drugs if you do not want him—if you are going to try to 
coax him not to take them ? 

Senator Dantet. Do you think that a man is in a position to have 
much social guidance or much psychiatric treatment if he is under 
the influence of drugs during the time you are working with him? 

Dr. Stevenson. What treatment does he need ? 

Senator Danrev. I say, do you think that a person under the 
influence of heroin or morphine would have the mental state of mind 
that would enable you to have much success in appealing to him in a 
social way or trying psychiatric guidance and treatment / 

Dr. Stevenson. No. When a person has drugs in his system, drugs 
are the only thing he is interested in; that is the only thing he wants. 

It solves all his problems, it removes his ambition, and reduces his 
inhibitions and moral tendencies, and I see no point at all in giving 
aman drugs. 

Most of these addicts can get off drugs and they can get off drugs 
fairly easily. 

The thing that has not been brought out in the evidence so far has 
been that the addicts are off drugs for fairly long periods of time when 
they are in jail, for example. 

As I just mentioned, 455 have come into jail where I am working 
within the last year, and nearly as many have left. 

Well, they leave the jail, and they are not addicted when they leave. 
a go out into the community. They may or may not look for 
work. 

They do not have too much in the way of opportunities, and very 
often they do not start back on drugs for quite a little time after they 
leave the prison. 

Very often they start the same day they leave, as far as that goes. 
But I have analyzed in this group of 100 many of them, as many as 
two-thirds of them, have stayed off drugs for months or years, and 
we have—we are studying, one of our substudies right now, is people 
who are off now, who have been off for 3 years or longer. 

This young man I just spoke about that I interviewed last Friday 
is in that study. But we have seen certain numbers, it is not a large 
number, I admit, who have stayed off drugs. 

You see there are so many difficulties in the way of a person who 
has found out what heroin will do for him in increasing his comfort, 
and when he is in trouble, and making him feel that his troubles have 
vanished, that once he has used heroin it is always a tremendous 
pull back to it when things go wrong; and in my judgment the most 
important parts of the treatment of the drug addict are after he 
leaves the hospital, the social rehabilitation, job finding, social ac- 
ceptance, the things that Dr. Howe mentioned yesterday, which are 
tremendously important if one is going to keep him off drugs. 
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In British Columbia that is one of our problems. It is one of the 
things we are working on, which is better job placement for these 
people when they leave, and then follow-up to keep them in jobs 
and in socially well-adjusted situations, family life and things of 
that sort. 

Senator Danter. And your recommendation to this committee then 
would be that we continue our system of hospital treatment and 
efforts to withdraw the drugs from the patients and then have a 
follow-up rehabilitation system ? 

Dr. Stevenson. Yes. I am not too sure that lengthy hospitalization 
in a total security situation is necessary. 

My own recommendations this far in British Columbia have been 
that a person who is addicted and comes to us, say, while he is on 
the street, that he should be placed in a general hospital in a total 
security situation for a matter of 2, 3, 4 weeks, to get the drug with- 
drawn from his system, and to get some degree of physiological sta- 
bility, and then be placed in a rehabilitation center for the next, up to 4 
months, where a job would be found for him as quickly as possible, 
where he would have psychotherapy and social acceptance, and where 
an attempt would be made to get him to understand himself and his 
problems better. 

There is a certain place for psychological treatment there, and 
then an indefinite followup as long as he may need it, which might 
be for years. Some of these people stay off drugs for years, as long as 
things are going well with them. That is one of the big problems. 

I think that has been one of the biggest weaknesses of any hos- 
pitalization plans in the past, that there has not been adequate after- 
care. Adequate aftercare to me is the missing chapter in the treat- 
ment of the drug addict. 

Senator Dante... Senator Butler? 

Senator Butter. Doctor, I was just thinking a little more about 
the statment that you made in connection with the increase of the 
traffic in all free drug areas. 

The reason for that, as I understand it, is that most people will 
not come out in the open and register themselves as being drug addicts 
anymore than a man would come out and register himself as having 
an incurable cancer or something of the kind, something that the 
man actually does not like to do. He would take the illicit market 
rather than make that disclosure; is that the point that you made? 

Dr. Stevenson. I think that is a very large part of it. 

As was mentioned here in New York only a fairly large fraction, 
I believe,*but only a fraction of the known addicts registered for 
drugs, and in Hong Kong and in Formosa they had difficulty in 
getting people to register; and then after they thought they had them 
all, they had to open the registers again for people who had started 
drugs, getting their drugs from the black market. 

Senator Butter. Yes. 

Tn other words, I think the testimony here was that the maximum 
registration is something about 7,000—the number of addicts at that 
time was not mentioned—but it was supposed to have been something 
around 40,000. So the black market does not, in your opinion, dry 
up at all through the giving away of the drug. They take what they 


can get there, and then go into the black market to satisfy their further 
desires. 
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Dr. Srevenson. Yes; I would expect the black market still to flour- 
ish, and it seems to me that even if you could dry up the black market 
by the plan that is recommended, to keep people as drug addicts 
legally is a tremendous crime against the individual addict. If it 
was my boy or anybody’s boy, and most of these addicts are young 
eople, would we want him to be legally an addict or would we want 
aan free of his drug addiction ? 

Senator Butter. That suggests the next question that I was go- 
ing to ask you. The only premise upon which you can proceed in 
free drugs would be that the man is hopelessly and incurably an 
addict, is it not? In other words, you would not have any chance 
of salvaging these people if you gave them the drugs that they 
wanted ? 

Dr. Srevenson. Even then I see no reason for giving them free 
drugs. We do not give free whisky to the skid row alcoholics. 

Senator Burier. Now, the statement was made yesterday that a 
drug addict is only normal when he has his drugs, and he is abnormal 
when he has not. Do you have any comment on that? 

Dr. Stevenson. I would say that is completely erroneous. I think 
anybody who is intoxicated cannot be considered to be a normal person. 

Senator Burier. And you think that a man, an alcoholic, is only 
normal when he has a drink or is only normal when he does not have 
a drink? 

Dr. Stevenson. No. The whole problem of normalcy is one that 
one can spend quite a bit discussing. 

I do not know that it is too fruitful from my standpoint, sir, but I 
would rather leave it at that point that a person with drugs in him 
is not a normal individual with drugs in him. 

He may be a quieter individual, but I think that he can be made 
a better citizen by better social psychotherapies than simply throwing 
up your hands and giving him drugs. 

If I might—might I add another word? 

Senator Butter. Yes, indeed, sir. 

Dr. Stevenson. A little bit aside from that, but this concept of 
cure is one which has been mentioned here, and was mentioned in our 
own Senate committee, and it troubled me quite a bit. I think we 
make a lot of confusion for ourselves by using the word “cure” when 
we are dealing with drug addicts. 

The word “cure” in medicine has a variety of meanings, and 
whether an infection is stamped out and the disease is cured or 
whether the individual is cured—we speak of, for example, diabetes, 
which was mentioned yesterday. 

The individual is given insulin, he is not cured of his diabetes, but 
he is made into a reasonably healthy individual again. 

And then in tuberculosis, we questionably use the word “cure.” We 
speak of an arrested disease. 

In cancer we speak of 5-year cures. That does not mean the person 
is necessarily never going to have cancer again, but he is free of 
symptoms for 5 years. 

But with this variety of meanings of the word “cure,” it led to a 
lot of confusion in our Senate meetings because some people said an 
addict can never be cured. 

Other people said an addict can be cured, and you will probably 
have the same sort of difference of opinion expressed here. 


71515—56—pt. 5 9 
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“abstain 


But my feeling is that one should simply use the words 
from drugs.” 

That the addict, under proper therapy, proper opportunities, that 
many of them—I won’t say all of them by any means, but that many 
of them—can abstain from the use of drugs over indefinite periods. 

There is no reason why they cannot abstain permanently, and some 
do. 

It is just a question of whether we abstain from tobacco or abstain 
from alcohol or abstain from heroin. 

Those of us who have given up smoking are not cured necessarily 
of our liking for tobacco, but we have given it up for one reason or 
another, and just abstained from it. 

I do not suppose I will ever be cured of wanting to smoke again, 
but I probably never will. 

Well, the same with a heroin addict. Heroin is always very, very 
attractive to them after they have experienced it, because it was 
attractive to them even previous to their starting or they would not 
have started it. 

But the main problem of the addict is to abstain, the same as the 
alcoholic who has been an AA abstains day by day from it, and hoping 
to keep on abstaining. 

He may not be cured of his liking for alcohol, and we know that he 
is not. But he is abstaining from use, and again becomes a satisfac- 
tory citizen. - 

That should be our objective, I would say, in drug addiction. 

Senator Daniev. Dr., you testified before the Canadian Senate com- 
mittee ? 

Dr. Stevenson. Yes, sir. 

Senator Dante.. We will make a part of the record here the com- 
plete testimony and examination from the records of the Canadian 
Senate. 

(The document referred to entitled “Proceedings of the Special 
Committee on the Traffic in Narcotic Drugs in Canada, the Senate 
of Canada, Monday, April 18, 1955, No. 4,” may be found in the 
appendix at p. 1771.) 

Senator Danre.. Will you tell us the finding of the Canadian Sen- 
ate committee on the particular question of whether or not there 
should be free or legalized sales of narcotics to addicts ? 

Dr. Stevenson. The Canadian Senate committee opposed the legal 
sale or free gift of drugs by any means, either through clinics or 
through physicians. 

Senator DanieL. We will make a copy of the Canadian Senate’s 
findings a part of the record. 

(The document referred to entitled “Minutes of the Proceedings 
of the Senate of Canada, No. 63, Thursday, June 23, 1955,” may be 
found in the appendix at p. 1854.) 

Senator Danie.. Mr. Counsel, do you have any further questions? 

Mr. Gasqve. Well, Mr. Chairman, I was going to remark that 
Dr. Stevenson would certainly be joined by the ‘Public Health Service 
in his remarks on cures, and that my impression, from talking with 
them, is that the success should be measured more in terms of the 
ont of time between relapses rather than measured in terms of a 
total cure. 
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Dr. Srevenson. Yes; and one does not need to assume that he is 
going to relapse either. 

I could give you case after case where people have been off for a 
number of years and have not relapsed, and if they died today, they 
would have gone their whole lifetime after quitting drugs without 
resuming them. 

Certainly women addicts who were prostitutes on the streets of 
Vancouver are now well-established in business and in their homes. 

One girl I know is secretary in a big office in Vancouver, and yet 
she hit bottom, and served jail sentences. 

Another one, I was in their home recently. Her husband is a hard- 
working nonusing drug addict. There is a new baby, a clean home. 

Her drug addiction is just a bad memory to her, and that is why 
I think it 1s so terrible really to the people advocating keeping these 
people as drug addicts when they can get away from drugs and should 
be helped to get away from them. 

I quite agree with what Dr. Howe said that we should certainly 
not regard a person as immoral or vicious or depraved merely because 
he likes heroin. 

There are harmful effects of taking narcotic drugs, but in itself 
there are other deep psychological factors involved when we, the 
alcohol-using majority, take our alcohol legally and comfortably and 
enjoy it, and think we are pretty good in doing so, but a fellow who 
likes heroin in preference to alcohol, we put in jail for 5 years. 

There is really nothing more criminal in his wanting that sort of 
chemical satisfaction than there is in any of us wanting an alcoholic 
satisfaction or a tobacco satisfaction. 

If he breaks the laws then, of course, he breaks the laws and must 
stand on his defense. 

But I think society does need to change its attitude. 

These addicts that I speak about and see in Vancouver and, inci- 
dentally, there are some different aspects of Canadian drug addiction 
to American drug addiction but most of them are actually nice people 
when you get to know them intimately, as I have. 

They have unburdened themselves to me very fully, and they have 
many—most of them have many—very sensitive, fine qualities. 

But many of them got off to a very bad start as juveniles; half 
of them started their addiction before they were 20; and a quarter 
of them before they were 25, and many of them came from unfortunate 
social beginnings, unhappy homes, and so on; and they need a lot 
of constructive assistance rather than punishment, on the one hand, 
or giving them legal drugs on the other. 

Mr. Gasqure. Doctor, where do you regard the crucial period in 
the treatment of drug addiction, in the hospital or in the community 
during the followthrough period ? . 

Dr. Stevenson. In the community. The great majority of our 
Vancouver addicts got off drugs themselves, and I have gone into 
that very carefully with them, got off very often without any hospital 
help at all, without any medical aid. 

They would lock themselves up in a hotel room or in a motel, or 
they would get a bottle of whiskey or some barbiturate and go up 


into a logging camp up into the interior, and sweat it out there, and 
got off drugs. 
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They would have a week of being very, very miserable, dreadfully 
sick, perhaps, but then they can stay off drugs fairly easily as long 
as things are going well. 

But they are frail personalities. They are weak, and they have 
not had the same sort of training that most of us have had, and if 
they come back to Vancouver or come back to New York, I suppose, 
as things are here, get back with old friends, I suppose it is very easy 
for them to be going around with the old crowd again, and if they 
lose their job, get discouraged and depressed, and they know heroin 
solved all their problems before—it did not solve them, of course, in 
a realistic way, it just blotted them out, as it were for the time being— 
but it is very easy for them to relapse, and that is why another very 
important part of our problem in Vancouver must be to destroy the 
contaminated area, the colony life that the addicts live in in Vancouver. 

Senator Butter. Doctor, are you in a position to express an opinion 
as to whether or not the medical profession of Canada would be 
willing to undertake the problem if the so-called clinics were set up ? 

Dr. Stevenson. I think they would not be. 

When the matter was fully explained to them—we have a parallel 
situation in the prohibition era in Canada, when every doctor was 
allowed, when every doctor was allowed, I think it was 100 alcohol 
prescriptions a month, and it demoralized certain elements, certain 
members, of the medical profession in Canada who simply sold the 
preter: and the medical profession, as a whole, felt that to 
ye bartenders to the Nation was a terrible thing for them to be. 

I do not think the Canadian medical profession want to be bar- 
tenders to drug addicts. 

Senator Burier. In other words, you would have a bad base to 
start on ? 

Dr. Srevenson. Right. 

Senator Butter. You would not have the cooperation of the pro- 
fession itself? 

Dr. Srrevenson. The doctors are willing to treat sick people, treat 
drug addicts under proper provisions. But I cannot imagine that 
the medical profession is going to want to be just a means of issuing 
prescriptions to addicts for the purpose of continuing their addiction 
any more than they approved giving alcohol prescriptions to people 
during the prohibition era. 

Senator Burrer. And the result would be that you would have a 
vast majority of the doctors who would have nothing to do with the 
program ? 

Dr. Stevenson. Yes, they would not want to be involved in it at 
all. 

Senator Butter. Yes. 

Senator Danrev. Thank you, Doctor. 

Dr. Stevenson. I may say in Canada we have sort of a double 
recommendation that you heard here yesterday, both for clinics to be 
set up, and that doctors supply prescriptions or supply the drug. 

But I think under either plan there would be no genuine support 
from the medical profession at large for it. 

Senator Burier. And would it not be awfully difficult to have a 
program of that kind succeed without the wholehearted support of 
the medical profession ? 

Dr. Stevenson. Yes, it would be, sir. 
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You see, in every Province in Canada drug addiction has been de- 
creasing, and it has decreased in Canada as a whole over the last 30 
years, but it has been i increasing in British Columbia. That is why 
this research project was set up. 

It is not just all the other addicts have come from the other provinces 
to British Columbia either. British Columbia grows its own. 

But the doctors in the other nine provinces where the drug addiction 
situation is under control now, relatively under control, certainly are 
not going to want to be involved in setting up clinics for giving drugs 
or anything else. 

Senator Danrer. Any other questions? 

Thank you again, Dr. Stevenson, for your assistance to the commit- 
tee. We certainly hope that the illness in your family, will be im- 
proved when you get back. 

There will be inserted in the appendix to the record the proceedings 
of the Canadian Senate of May 17, 1955. 

(The document referred to will be found in the appendix at p. 1858.) 

Senator Dantex. All right, sir. 

Mr. Iannvuzzi1. Mr. Chairman, my name is Nicholas Iannuzzi; I 
am an attorney. 

At your last hearing here I appeared for a Mr. Scalici, who was 
served with a subpena. 

Senator DanreL. That is Frank S-c-a-l-i-s-i? 

Mr. lannvzzr. That is right. 

At the time I asked for an adjournment because Mr. Scalici was in 
the hospital and was operated on. You granted the adjournment. 

At that time there was no date fixed whether to come back or not. 

I received a phone call yesterday from Mr. Speer who asked me to 
produce Mr. Scalici. 

I told him that I didn’t know where he is because the last time I 
saw him was when he was in the hospital, and I have not seen him 
since. 

I called his home—I think it is 211 Kirby Street, Bronx. There is 
no phone number in his name, but there is one in a tenant upstairs 
by the name of Savarese, and I asked whether Mr. Scalici was in or 
his family downstairs, and to let me speak with someone who could 
connect me with him. 

They said he had been away. 

Now, I was told to come here this morning. I am here, and I am 
making my statement to you. I am rather embarrassed, and I do not 
know what I can say to you, Mr. Chairman. I certainly am not this 
man’s keeper. 

Senator Danten. Well now, that does not exactly reflect the attitude 
that counsel presented to the committee at our last hearing. For the 
purposes of the record let me say this: Frank Scalici was subpenaed to 
be before this subcommittee on June 24, 1955. It was reported by you 
to us that he had entered the hospital and had been operated on the 
day before this hearing began. 

Our investigation shows that Mr. Scalici was informed of the need 
for a hernia operation 6 months before he was subpenaed, and then 
3 months before this subpena was served on him, and that on June 23, 
the day before the hearing he entered the hospital for this operation. 

You appeared before the committee and assured the committee that 
you would cooperate in having him here before us at some subsequent 
hearing. 
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Mr. Iannvzzi. I am still willing to cooperate with the committee. 

Senator Danter. When you say you are not his keeper, can you in 
some way help us find Mr. Scalici so that he can appear before the 
committee? 

Mr. lannvuzzi. I will assure you of this: I will make every effort to 
locate him; that I will do to you and promise that. 

I will call, I do not know where his 

Senator Dantet. You have not seen him since the day he went to the 
hospital ? 

Mr. Iannvuzzt. I was to the hospital and saw him in the hospital. 

Senator Dante... That was in June of this year? 

Mr. Iannvuzzt. That is right. Let’s see, we met here on a Friday, 
and the Friday I came here—I saw him Monday in the hospital, and 
that isthe last Isaw him. He never communicated with me, he never 

called me up, never spoke to me. 

Senator Daniet. Let me read further into the record what the chair- 
man said to you at that time: 

You understand that he will remain under subpena and that we will notify 
you as to when he should return to the committee. 

Mr. [annvuzzt. I do not recall that, sir. But if you are reading it 
from the record—— 

Senator Danre.. Yes. 

Mr. Iannvuzzi. Wasthat from the record, the stenographer’s record ? 

Senator Dantex. I have taken that from the ae 

Mr. Iannvuzzi. I do not recall that you said that he was to remain 
under subpena. It is no criterion with me whether he was under 
subpena or not. I know nothing about what you were going to ask 
him. I was just here to appear for him on the date, to make the 
application for adjournment. 

I will tell you now, Mr. Chairman, that if I can find him or if I 
can locate him, I shall be glad to communicate with you or your 
attorney. 

There is nothing else I can do. 

Senator Daniet. Let us know as soon as possible; we would like 
to have him in the morning at 10 o’clock. 

Mr. Tannuzzr. As a matter of fact, I am expecting to leave the 
country on the 6th of October, so I will do everything possible be- 
tween now and the 6th, you have my assurance that I will do it. 

Senator Dante. Between now and tomorrow morning at 10 o’clock, 
please, sir. We would like to have him here at 10 o’clock. 

Mr. Lannvuzzt. You tell me where to call. I called his home. 

Senator Danret. I declare, as his attorney you left me with the 
impression that would be an easy matter for you to locate him and 
have him here when we notified you, and that is the impression that 
you left with this chairman. 

Mr. Tannvzzr. I am sorry, sir that you feel that I have left you 
with that impression. I have never taken the responsibility, and I 
have practiced criminal law for many years, I have never taken the 
responsibility for any person, and I have never been reprimanded by 
any judge at any time for giving any assurance or making any as- 
surance that I would have a man in court. I can speak for myself, 
but I cannot speak for the other man. 

Senator Dante. I am just telling you the impression that you left 
with the chairman of the committee. 
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Mr. lannuzzi. I am sorry if you did get that impression. 

Senator Danret. And we would appreciate it if you would try to 
locate him, 

Mr. [annvuzzi. That you will have; I will try to locate him. I can- 
not do anything else. You tell me what you want me to do. 

Senator Danre.. How long had you been his attorney previously ¢ 

Mr. IANNvzzt. This is the first occasion. I have known this man 
only from people who have recommended him to me. I never had 
any dealings with him before. I have not even been paid a fee, if 
you want to know that. But that is no criterion whether I was paid 
or not. I owe it to you gentlemen to be here. 

Senator Dantex. Yes. 

Mr. [Annvuzzi. And we appreciate it. 

Senator DanreL. You do your best and we will see if we can help 
you. 

Mr. [Annvzzi. Thank you, sir. 

Senator Daniev. Thank you, sir. 

Mr. Anslinger, if you will stand, do you solemnly swear that the 
testimony you are about to give to this subcommittee of the Judi- 
ciary Committee of the U nited States Senate will be the truth, the 
whole truth, and nothing but the truth, so help you God ? 

Mr. Anstrncer. I do. 


TESTIMONY OF HON. HARRY J. ANSLINGER, COMMISSIONER, 
UNITED STATES BUREAU OF NARCOTICS 


Senator DanreL. Commissioner Anslinger, you have appeared be- 
fore this committee before on other matters, and if you will identify 
yourself again for the record, you may then proceed. - 

Mr. Ansuincer. Yes. I am Harry J. Anslinger, United States 
Commissioner of Narcotics, and United States representative on the 
United Nations Narcotics Commission. 

Senator DanieLt. How long have you been Commissioner of 
Narcotics? 

Mr. ANnsLinGER. Twenty-five years, and an equal number of years 
as representative at the League of Nations and the United Nations. 

Mr. Chairman and honorable Senators, the proposal of the pro- 
ponents is, in fact, a proposal for the United States Government to sell 
poison at reduced prices to its citizens. 

Now, that is—narcotics are labeled as poisons all over the world, 
by treaty. 

Our traditional policy since 1912 has been to oppose legalized sale 
of narcotics, 

Now, in 1912—that was the first Narcotic Convention. There have 
Leen nine altogether, and there we fought against the insertion of the 
word “legitimate” which covered the so- -called opium clinics of the 
great powers in the Far East. 

Now, Great Britain had opium, legalized sale of opium, in Hong 
Kong, in Malaya, Borneo, Sarawak, and many other places; France 
in Indochina ; Portugal in Macao; The Netherlands in Dutch East 
Re, and Japan in Formosa, and it was legalized for sale in Thai- 
land. 

Those clinics have all been closed except the ones in Thailand, and 
just a few weeks ago the Prime Minister of Thailand announced that 
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those opium dens operated by the government would close January 
1957. 

In the last opium protocol which was agreed to at the United 
Nations in 1953, ratified by the Senate in 1954, the word “legitimate” 
does not appeal 

All of the countries agreed that only this potocol would now only 
recognize the medical needs, and certainly it did not contemplate 
the legalized sale of narcotics to addicts. 

But there are 2 transitory reservations in the protocol, 1 by India, 
which has had legalized sale of opium for eating, and opium for smok- 
ing for many years. 

The All-Indian Congress has and this is in the reserva- 
tion—that the eating of opium in or will cease in 1958, that is, 
legalized sale across ‘the counter. 

They call it a quasi-medical use, but it was in the old treaties re- 

garded, in two of the treaties regarded, as a legitimate use. 

Also the eating of the cocoa leaf by the Indians in five Latin- 
American countries will cease. The program to eliminate that has 
already begun. 

Take the clinic in Hong Kong. In the last year of its operation 
it had 800 addicts applying for their legalized dosage as against 
80,000, according to the Hong Kong police, who got their narcotics 
on the illicit market. 

The same was true in some of the other places, well, particularly 
Macao. 

Today, in Vietnam the police of Saigon estimate that under this 
protocol you could register an opium smoker up to September 1953. 
After that no more smokers were to be registered, registered opium 
smokers were to be registered, throughout the world. and those old 
opium smokers would cease to exist—no more registration after Sep- 
tember 1953; and India and Pakistan both had these transitory reser- 

vations which agreed that the eating would cease, and there would 
be no more smokers registered. 

When Senator Mansfield was recently in Saigon, he inquired about 
this, and I just saw the report of the police, and ‘they said, I think it is, 
14,000 smokers had registered under the protocol, and 40,000 were 
still obtaining their narcotics from the illicit market; and that is the 
history all through. 

Here in New York State-—Senator Butler made a point yesterday 
about 7,000 appearing at the clinics. Yes—30,000 did not appear. 

Those clinics were closed by the action of the medical authorities, 
the recommendation of the medical authorities, and by the State 
legislature. 

In 1 year of operation—now, mind you, the proponents say, “Well, 
we didn’t h: ave time enough.” 

Well, that is nonsense. They were in existence for 5 years. In 
1 year of operation we seized in the illicit market 75,000 ounces of 
narcotic drugs. Today we will only seize about 6,000 ounces, without 
clinics. 

Now, in New York State there were 17 clinics operating. Assum- 
ing that the clinics were legalized in the State of New York, you 
would only actually have ¢ linies in two places, because drug addiction 
has been cleared out in all the other cities where we had these clinics. 





ILLICIT NARCOTICS TRAFFIC 1433 


One of the proponents referred to the clinic in Shreveport, La, 

Well, Senator, that was the worst situation in the country, and was 
closed by action, by the recommendation, of the medical authorities, 
by the citizens complaining that all the thieves in that area were 
getting their narcotics. 

The chief of police of Shreveport said, “Well, this is very simple for 
me. When I have a burglary in the town, I just go down to the clinic 
at 4 o'clock when they get their customary supply.” 

Most of those addicts were selling to other addicts who would not 
appear at the clinic. 

Senator Danie... Just a moment, Commissioner Anslinger, you say 
this was the chief of police at Shreveport ¢ 

Mr. ANsLINGeR. Yes, sir. 

Senator DanieL. Did he say these were addicts on free drugs who 
were committing crimes ¢ 

Mr. Anstincer. Were committing crimes. There were thieves from 
all over that area, and the record will show that many criminals came 
in from Texas to get their supply at the Shreveport clinic. 

Senator Dantex. To get their supply of dope? 

Mr. Ansuincer. Yes, sir; and it was—the people of Shreveport 
demanded that those clinics be closed. 

Senator Danie. I noticed at the time the Shreveport clinic was 
closed there were still several hundred getting drugs there, which 
would seem to me to be larger than the number of addicts that you 
estimate are in Shreveport today. 

Mr. Anstincer. Oh, yes, sir. I think that there were—I have the 
record here, Senator. 

I would like to submit for the record this pamphlet that we have 
prepared on the history of the clinics in the United States, if I could. 
I would like to have that made a part of the record. 

Senator Dantec. That will be received and made a part of the rec- 
crd and be included in full in the appendix. 

(The document entitled “Narcotic Clinics in the United States” 
will be found in the appendix at p. 1869.) 

Mr. Anstincer. It is taken from the files, from the records, and it 
is a sorry, dismal mess that took place in those days and, as you have 
correctly stated, the medical association took a very positive position 
on this. 

Senator Dante... That was my understanding, that the American 
Medical Association and the local medical groups in most instances 
wanted these clinics closed down because of their opinion that the 
clinics were failures. 

Mr. Anstincer. That is right; that is all through this record. We 
have the statements of the responsible health officials in the various 
States showing that the situation got progressively worse; addiction 
spread and crime spread. 

Now, as to the question of crime, in Formosa, the only place where 
they actually made a study, Dr. Tu of the University of Taipeh made 
this study, and he showed that criminality—of the crimes committed 
in Formosa at the time these monopolies or the legalized sale of drugs 
were in effect, 70 percent of the crimés were committed by opium 
smokers who got their narcotics at Government shops at very cheap 
prices a few cents a day; whereas only 30 percent of the crimes that 
were committed were committed by nonsmokers. 
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Now, these proponents just skirt this _— of — smoking. 

W ell, the active principle in opium smoking is morphine, an opium 
alkaloid, and are we now to establish opium dens throughout the 
country 4 

We just about got rid of opium dens in the United States. We 
would have a hard time today coming up with one pipe, and we used 
to destroy thousands of pipes, opium pipes, every year. We would 
have a hard time bringing a pipe here for the committee to examine. 

Now, that has been done through, of course, relentless international 
effort and enforcement. 

They say nothing about the opium smoker. Well, he is just as 
much of an addict as the man who takes heroin, and he is just as dan- 
gerous In every way. 

Now, they also brush marihuana and cocaine aside. You know, 
cocaine was the big drug of addiction before the Harrison Act. Why, 
it was sold across the country. We imported some 2 million pounds 
of cocoa leaves for cocaine for 80 million, and today with 160 million 
people, we would import 2,000 pounds a week. You do not see co- 
caine addiction, but if you are going to make narcotics available to 
these addicts, why, you have got to consider the cocaine addict, al- 
though we have been able to ret rid of cocaine addiction principally 
through international effort and the acts of the government in Peru 
ine losing down illicit factories. 

I do not know what they say, they just say nothing about marihuana 
or how that is to be handled; they just avoid that. 

Now, I want to give you for the record—this is a resolution that 
was passed in July by the Economie and Social Council of the United 


Nations. This was unanimous, passed in July at Geneva, and it 
reads—this is a resolution adopted unanimously by all countries, all 
countries represented on the Council, and I am quite sure that es- 
pecially in view of Thailand’s capitulation now that they would very 
likely agree to this resolution. 


Notes the view expressed by the Commission on Narcotic Drugs that in the 
treatment of drug addiction methods of ambulatory treatment and open clinics 
are not advisable. 


Senator Danret. That will be made a part of the record. 
(The document referred to folows :) 


UNITED NATIONS COMMISSION ON Narcotic Dru6Gs, 10TH SESSION 
RESOLUTIONS RECOMMENDED FOR ADOPTION BY THE COUNCIL 


E/CN.7/1L.93/Add.2 
THE ECONOMIC AND SOCIAL COUNCIL 


(a) Recalling resolution 548 I (XVIII) and the recommendations contained 
therein ; 

(6) Noting that in their annual reports certain countries have provided sta- 
tistics of addiction that are of great value; 

(c) Recognizing that such statistics and the information regarding the extent 
and character of drug addiction which they involve are necessary for effective 
countermeasures against addiction; 

(d) Noting that the work undertaken by the Social Commision in the field of 
prevention of crime is parallel in a number of respects with the work of the 
Commission on Narcotic Drugs; 

1. Requests the Secretary General to continue to collect information and 
pursue his studies on aspects of drug addiction in consultation with the World 
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Health Organization, the Social Commission of the United Nations, and other 
bodies concerned ; 

2. Notes the view expressed by the Commission on Narcotics Drugs that in 
the treatment of drug-addiction methods of ambulatory treatment and open 
clinics are not advisable; 

3. Expresses its appreciation of the assistance given by the World Health 
Organization and requests the Organization to prepare— 

(@) an up-to-date study on appropriate methods for treating drug addicts: 

[(b) information on methods and precautions which could assist the 
medical profession to prevent the falsification of prescriptions for narcotic 
drugs ;] 

. Recommends that Governments concerned take appropriate measures— 

(i) to establish, if they have not already done so, the necessary arrange- 
ments for collecting information on the extent and character of drug addic- 
tion in their countries; and 

(ii) to submit such statistics on the lines of the form of annual reports 
as revised by the Commission on Narcotic Drugs. 

Mr. Anstincer. That was just two months ago; and that question 
was examined by the Commission on Narcotic Drugs and by the 
Opium Advisory Committee of the League of Nations for some 25 
years now, and this is the result of the opinion of world experts, and 
this is world authority talking. 

Now, I do not know whether this resolution has come to your 
attention from the National Research Council. That is one of the 
highest bodies in the United States dealing with medical problems. 

This is the National Academy of Sciences, Committee on Drug 
Addiction and Narcotics. This is dated October 1, 1954, and this 
was a unanimous resolution on the part of the great experts, not includ 
ing myself—I am a member of the committee—but this was their 
unanimous decision ° 

The committee disapproves a policy of legalization of administration of nar- 
cotics to addicts by established clinics or suitably designated physicians 
because : 

1. It is impossible to maintain addicts on a uniform level of dosage; 

2. Ambulatory treatment of addiction is impossible and has been so judged 
by the American Medical Association and other informed groups; 

3. The clinics would facilitate the production of new addicts by increasing 
drug availability ; and 

4. The policy is contrary to international conventions and national legislation. 

1 would like that to be made a part of the record. 

Senator Danret. That resolution will be made a part of the record 
at this time, along with the names of the other committee members, if 
you have those to supply us. 

Mr. Ansiincer. Yes, I can give you those. 

(The resolution and membership of the Committee on Drug Addic- 
tion and Narcotics, National Academy of Sciences, is as follows:) 


NATIONAL ACADEMY OF SCIENCES, NATIONAL RESEARCH COUNCIL, DIVISION OF 
MepIcat SCIENCES 


COMMITTEE ON DruG ADDICTION AND NARCOTICS 


At the 14th meeting of this committee, held October 1-2, 1954, the following 
resolution was unanimously approved : 

“The Committee disapproves a policy of legalization of administration of 
narcotics to addicts by established clinics or suitably designated physicians 
because : 

“1. It is impossible to maintain addicts on a uniform level of dosage: 

“2. Ambulatory treatment of addiction is impossible and has been so judged 
by the American Medical Association and other informed groups; 


‘ 
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“3. The clinics would facilitate the production of new addicts by increasing 
drug availability; and 

“4. The policy is contrary to international conventions and national legisla- 
tion.” 


COMMITTEE ON DRUG ADDICTION AND NARCOTICS 
(Staff officers: Dr. J. O. Cole and Mrs. L. G. Bowen) 


Starr, Dr. Isaac, chairman, 854 Gates Memorial Pavilion, University of Pennsyl- 
vania Hospital, 36th and Spruce Streets, Philadelphia 4, Pa., (Hartzell research 
professor of therapeutics, University of Pennsylvania) 

Anslinger, Hon. Harry J., room 8200, Coast Guard Building, 1300 E Street NW., 
Washington 25, D. C. (United States Commissioner of Narcotics; United States 
Representative, United N vations Commission on Narcotic Drugs) 

Bieter, Dr. Raymond N., 132 Millard Hall, University of Minnesota, Medical 
School, Minneapolis 14, Minn., (professor and head of department of pharma- 
cology ) 

Cameron, Dr. Dale C., Minnesota State Department of Welfare, 117 University 
Avenue, St. Paul 1, Minn., (medical director) 

Eddy, Dr. Nathan B., secretary, National Institute of Arthritis and Metabolic 
Diseases, room 9-N-313, building 10, National Institutes of Health, Bethesda 
14, Md., (Chief, Section on Analgesics) 

Hayman, Dr. Joseph M., Jr., Tufts University School of medicine, 136 Harrison 
Avenue, Boston 11, Mass. (dean and professor of medicine) 

Nelson, Dr. Erwin E., 4 Harwood Lane, Kirkwood 22, Mo. (director, department 
of pharmacology, St. Louis University School of Medicine) 

Seevers, Dr. Maurice H., department of pharmacology, University of Michigan 
Medical School, Ann Arbor, Mich. (professor and chemist of department) 

Small, Dr. Lyndon F., National Institute of Arthritis and Metabolic Diseases, 
room 222, building 4, National Institutes of Health, Bethesda 14, Md. (Chief, 
laboratory of chemistry) 

Senator Dante. Doctor, on this last point here, before you leave 
the international picture, this last point says the policies “contrary to 
international conventions and national legislation.” 

Is it your opinion that in order for this country to change its se 
policy and set up a clinic system of legalized narcotics for addicts to 
maintain their comfort, that we would have to revoke some of our 
treaty obligations ? 

Mr. Anstincer. You would have to have a completely new inter- 
national system, completely new treaties, because the treaties from 
1931, the treaties of 1936; 1946, 1948, and 1953 do not ao. the 
nonmedical or quasi- medical needs or legitimate needs. The word 

“legitimate” does not appear in those treaties. 

It did appear in 1912, but there the signatories agreed they would 
gradually and effectively suppress these opium clinics or this legalized 
addiction, which they have finally done. 

In 1925, when the word “legitimate” crept into the 1925 convention, 
the American delegation walked out at the League of Nations because 
they refused to participate in any discussion which contemplated the 
legalized sale of poison to citizens. 

It was, I think, around that time or before that, that this proposal 
was put up to the Chinese Emperor or the President at the time when 
they had a very, very severe condition there in relation to opium 
addiction, opium smoker 8, and he said, “Nothing would induce me to 
sell poison to my people.” 

Senator Daniet. Mr. Anslinger, on that subject, of course, all 
recognized yesterday that national legislation would be necessary, we 
would have to change the present national laws. 

Mr. ANSLINGER. Yes, sir. 
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Senator Danre.. Can you give us some ideas as to how many State 
laws would have to be changed in order for these clinics to operate ‘ 

Mr. Ansuincer. All of them, 48. 

Senator Dante.. 48? 

Mr. Ansiincer. Yes, sir; they do not contemplate that. 

Senator Burier. Well, Mr. Anslinger, not to interject any con 
stitutional questions that are not necessary, but wouldn't the treaties, 
if they were meant to take care of any State laws— 

Mr. Anstincer. Well, we are bound by the treaties, and the Fed 
eral—the State legislation follows the treaties article by article, so 
we would have to amend all the State laws. 

Now, I think there were some statements made here yesterday about 
the disappearance of the black market in the United Kingdom. 

Well, Senator, here are press clippings of just 2 weeks of the illicit 
opium traffic, heroin, hashish in the United Kingdom. 

I do not want these to go into the record, but according to the 
seizures made in the United Kingdom they have a larger opium 
traffic than we have in the United States. That is for smoking opium. 

Senator Danrex. Yes; that is outside the isles themselves ? 

Mr. ANnsuincER. No, no; that is in the isles, in the United Kingdom ; 
right in the British Isles. 

Now, while they regard opium-smoking seriously, nevertheless they 
have this problem. We have just brought it under control in this 
country. 

The British, of course, have quite a substantial Chinese population, 
and very likely this condition is due to very low sentences, although I 
noticed they are going up. 

Senator Dante. We would like to have those clippings to look 
them over, if you will leave them with the committee. 

Mr. ANnsLINGER. Yes. 

Senator Danie. You may continue. 

Mr. AnstinGer. Senator Butler pinpointed a case yesterday I would 
like to discuss for a moment, and that is the case in Seattle of this 
doctor who administered, he administered 445,000 one-half grain 
tablets, I think in the course of a year, which was more thar all the 
hospitals and doctors put together. 

He was regarded—the statement was made that this was a brave 
man, this was the hero of the proponents because he took his case to 
the Supreme Court. 

Well, they refused him a writ of certiorari. But I want to tell this 

He tried to get a writ from the district court to take him off of 
a physicians’ registered list who should not—to whom narcotics should 
not be sold. 

The court refused the writ. He was sentenced to the penitentiary 
for 8 years. His license has been revoked, and he has taken the 
medical board into court several times. I am sure he will not get his 
license back. 

This is the case where the proponents think it is wonderful. He 
did not hand out drugs, but he injected drugs to all the hoodlums in 
Seattle. They stood outside his office every day, and then they aug- 
inented their supplies from the illicit traffic because he wouldn't stay 
open up to 12 o’clock midnight. ; 

Now, in that case a company known as Direct Sales supplied him 
and many other doctors with narcotics on official order forms. 
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We took into court in Greenville, S. C., the Direct Sales Co. on 
conspiracy to sell on order forms. We did not regard that as an 
order form, even though it was a regular internal revenue order form 
on which these doctors, including this one, had ordered their narcotics. 

I want to bring you up to date on the latest Supreme Court decision 
on this, not the Linder case, which was referred to yesterday. 

Well, most of that was obiter dictum. The decision of that did not 
affect Webb and Goldbaum v. The United States or Dr. Jin Fuey Moy, 
which is still the law of the land, and certainly we are operating under 
the Constitution, under the law here, in cooperation with the De- 
partment of Justice. Everything that we do is approved by that 
Department. 

Now, the defense of Direct Sales was that they did have an order 
form. : 

This doctor had given them an order form. But they were con- 
victed. They took their case to the Supreme Court, and the decision 
was unanimous that because these doctors had given or administered 
or sold these drugs to addicts just to keep them comfortable, it was 
not an order form within the meaning of the law, and they took par- 
ticular note—Justice Burton wrote the decision of the entire Court. 
They were struck by the fact that 23 percent of the doctors who bought 
from Direct Sales had been convicted. 

So that this famous case where he was called a brave man because 
he took it to the Supreme Court, 445,000 shots at a dollar a shot, he 
could afford to be brave. 

Senator Burter. Mr. Anslinger, the decision that you are talking 
about was on the denial of certiorari? 

Mr. Anstincer. No; this is—— 

Senator Butter. You are talking about another case, other than 
the Ratigan case? 

Mr. Ansiincer. No; the certiorari was Dr. Ratigan; that was the 
Seattle case. 

This case was decided June 1948 (319 U.S. 703). 

Senator Daniev. And the style of that case that you just referred 
to, the last case you referred to, is what ? 

Mr. Ansurncer. Was Direct Sales v. United States (319 U.S. 708). 

Senator Butter. Direct Sales v. U.S. 

Mr. Ansiincer. One of the proponents referred to my statement 
that the Army, Navy, Narcotics Bureau, the FBI could not stop 
smuggling. That is true. 

The fact is that smuggling would certainly triple if you had clinics. 
As I showed you when we had clinics, 75,000 ounces of morphine were 
seized as against only 6,000 today. 

Now, the proponents talk very glibly about the situation in foreign 
countries, in certain foreign countries. 

Well, certainly their conception of that is startlingly different from 
the reports we get from the enforcement officers of those countries. 

In a recent letter here, Judge Frank McLaughlin, of Hawaii—he 
has permitted me to quote from his personal letter, in which he said: 

After seeing eye to eye with Judge Wigg, we handed out 10-year sentences to 


traffickers, and the traffic folded up in Hawaii. That just happened within the 
last 6 months. 


I also want to point out this recent action by the State of Ohio. 
There was a committee of 64 citizens composed of doctors, lawyers, 
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judges, and it had a cross-section of the population, and they con 
sidered clinics, and they threw that suggestion out the window. 

Senator DanteL, Where was that last / 

Mr. Ansuincer. In Ohio, and the law went into effect that was 

recommended by those 64 citizens, the law went into effect on Sep- 
tember 15, which calls for a 20- year minimum sentence for traffic king. 

Senator Danie. Excuse me for just a moment. 

Attorney General Javits, will you come up and sit with the com- 
mittee ¢ 

Mr. Anstincer. So there certainly would not be any need for clinics 
in the State of Ohio or in the—I mean in Hawaii or in the State of 
Ohio, and I would just like to address a remark here to Senator Butler. 

You could not find one member of the medical profession or the 
profession of pharmacy in the State of Maryland who would sub- 
scribe to a theory of this kind. With the doctors, the druggists, the 
police, the courts, and the Federal Government all working | together 
in Maryland, that situation is under control. 

The question of a clinic would certainly never arise in Baltimore 
even though it were permitted. There you have the ideal situation 
of the medical profession, the profession of pharmacy, and everybody 
working to keep this problem down, and it is down. 

Senator DaNnre.. “They did have quite a problem in Maryland sev 


eral years back, did they not ? 

Mr. Anstincer. Oh, Maryland was one of the worst States here 
about 1950, 1951. You found teen-agers dead from an overdose of 
heroin, in the gutter. 

You do not see that any more, not the way Maryland went right to 


work and whipped the problem. 

Senator Danre.. Commissioner Anslinger, over the Nation, while 
I have it on my mind, yesterday it was said by one witness there had 
been no impr ovement of the drug- addiction problem since we —_ 
the Harrison Narcotic Act, and then since the Bureau was established 
Of course, you heard me say that was not my understanding. 

Could you give us briefly your ideas as to whether there has been 
improvement in the drug-addiction problem in the country under our 
Federal laws? 

Mr. Ansuincer. Well, before the Harrison Act we imported 600,000 
pounds of opium for 60 million people, and about a quarter of a million 
pounds of smoking opium for opium smokers; that was legal then; 
and 2 million pounds of cocoa leaves for cocaine. 

Today, with 160 million people, we import about 350,000 pounds of 
opium, about 250,000 pounds of cocoa leaves and, of course, no one is 
smoking opium. So where are the opium dens and where are the 
opium smokers ¢ 

There are a few, but they are awfully hard to find. 

Cocaine addiction just about disappeared. The legal sale of drugs 
across the counter—laudanum was a drug addiction in 1914; you don’t 
see that any more. 

So, on the whole, with surveys made by the Medical Association in 
Michigan, it showed 1 in 400; a drug addict, 1 in every 400. 

Senator Danizt. Back before the Harrison Act? 

Mr. ANsLinGeR. Yes, sir; before the Harrison Act. And today you 
would have, I think a good estimate is, 1 in every 3,000, which we have 
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checked and rechecked, and it has been supported by the figures given 
us by the Army in rejections for drug addiction. 

I think generally the experts will agree. 

Now, if we had a thousand, it would still be a bad problem. So we 
do not minimize it in any way. It is ridiculous for anyone to say 
that we do minimize it, because we try to, by international, national, 
and State action, to bring the problem down as much as we can. 

Senator Dantet. You estimate that there are about 60,000 addicts 
in the Nation today ¢ 

Mr. Anstincer. That is my estimate. I heard one of the propo- 
nents say that nobody knows. 

Well, rarely can a drug addict keep away from the police longer 
than 2 years. He becomes known to the authorities generally within 
about a period of 2 years, because he is engaged in criminal activities. 

Now, this idea of crime and narcotics 

Senator Danret. Were there not a lot more addicts back before the 
Harrison Act in this country than there are today ¢ 

Mr. Ansirncer. Oh, yes. Well, 1 in 400 as against 1 in 3,000 today. 

Senator Dantex. Yes. 

Mr. Anstrncer. But it is still a problem. 

Senator Daniex. Yes. It is bad enough today, but I just wanted 
to get your idea as to the improvement in the addiction problem since 
the Federal Government entered the field. 

Mr. Anstrncer. Yes. 

Well, by international action by 1931, the 1931 convention—for 
instance, the morphine manufacturer has gone down as much as 40 
tons ina year. Well, that had its effect here. 

One reason, as Dr. Stevenson stated, the United States and Canada 
always fought shoulder to shoulder against this legalized sale of dru 
in the Far Eastern monopolies was because we got the backwash, 
Canada and the United States. 

We suffered because, as a result of that legalized addiction we got 
the products of the Government plants that were operating, supplying 
the addict with his smoking opium. 

Senator Burier. I was a little confused in connection with the 
figures that you gave. I thought when you first testified that those 
figures, 1 in 400, were for the State of Michigan. Was I incorrect in 
that? 

Mr. Anstincer. They were for the State of Michigan, but they 
applied generally throughout the United States. 

Senator Burter. Throughout the country. 

Mr. Anstincer. Yes, sir. 

The question is often asked, Who is responsible for the subtle but 
unrelenting pressure on our national thinking for the legalizing of 
drug addiction? 

I think I would go just a little beyond what Dr. Stevenson said, 
and certainly from the addicts, whom I have talked to, and in this 
article here by a sociologist, he said: 

For it is the confirmed addict himself who is the most articulate advocate of 
legalizing the distribution and use of narcotic drugs, and he has the support of 
those who want to be realistic about this problem. 

Senator Danret. What article is this you are quoting from? 

Mr. Anstincer. This is an article from a magazine called Listen, 
and the article is entitled “Narcotic Addiction: Whose Problem?” 
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It is reprinted from Listen—a Journal of Better Living. I think 
it is put out by the Seventh-day Adventists. 

Senator Daniet. May we have that for the record? 

Mr. ANsLINGER. Yes, sir. 

(The document referred to will be found in the appendix at p. 1890.) 

Mr. ANs.tincer. Now, that is all I have, Senator, in the way of 
extemPoraneous remarks. I did not bring a prepared statement. 

Senator Danist. Well, we thank you very much, Mr. Commis- 
sioner. I am sure we will have some questions. Senator Butler, do 
vou have any questions? 

Senator Burier. I do not think so. 

Sentaor Danim.. Commissioner, in your opinion, if there is any 
legalized system of giving narcotics to addicts to maintain their 
addiction or to maintain their comfort, it would have no effect what 
ever on the black market except to increase it; is that your opinion / 

Mr. Ansiincer. It would increase it threefold because the addict 
spreads addiction. 

Senator Daniet. Do you think the addict spreads addiction in 
order to sell the drugs to get enough money to take care of his own 
habit? Do you judge from your study of the situation that addicts 
spread addiction ¢ 

Mr. AnsLinGer. Our experience is that addiction is spread by asso- 
ciation, and one addict likes to see another person addicted. The 
spread has taken place certainly over 70 percent through association. 

Senator DanreL. Would that be one reason why addictions spread 
even though there were free or legalized narcotics, that those addicts 
spread it to their associates / 

Mr. Ansuincer. Yes. You will find that brought out in this pam- 
phlet in the record. One addict addicted several others with the mor- 
phine that he got at the clinics. That was one reason why the medical 
association demanded they close because some of these people nat- 
urally would come to the attention of doctors, who found out that 
they were addicted through narcotics coming from the clinic through 
another addict. 

Senator Danie... Well, now, Commissioner, do you have any recom- 
mendation to make as to what is the best way for us to treat the 
addicts? We have 60,000 addicts estimated in the country. What do 
you think we ought to do about it? 1 would suppose that you would 
feel that they ought to be gotten off the streets. 

Mr. AnsiineErR. Yes, sir. The legalized—you have to get an addict 
under legal restraint. 

I am sorry I have to differ with our good colleague from Canada 
on that, but certainly in our experience, and I think you will find 
that these other gentlemen who are going to testify, who are all experts 
and who are at daily grips with this problem, Dr. Baldi, and Dr. 
Isbell, Dr. Lowry, Dr. Himmelsbach and Dr. Trautman, have seen 
this problem at Lexington. 

They have seen the voluntary commitment; it just has not worked. 

The Canadian committee, I believe, also decided that the addict 
must be under some legal restraint and there must be compulsory 
hospitalization. 


71515—56—pt. 5—-—-_10 





1442 ILLICIT NARCOTICS TRAFFIC 


Of course, with the action of Judge McLaughlin and Judge Wigg, 
and the action of those Baltimore judges, and Forida, Virginia, West 
Virginia, there is not any question about the fact that you get there a 
forced reduction treatment because some of these addicts are transient 
and they leave to go to places where things are a bit easier. But we 
have got to have a system of compulsory hospitalization. That is my 
recommendation on how to treat the addicts. 

I do not think any other system—any other system is doomed to 
failure. 

Senator Danie. Haven't any other States passed laws that would 
permit the incarceration of the addicts if they get out on the streets 
or mingle with society, if they are confirmed addicts? I am thinking 
about the New Jersey law. 

Mr. Anstincer. Well, the New Jersey law is one which provides 
that they are picked up as disorderly persons, and they are just about 
taking care of the situation in New Jersey with that addict law. 

They go into the prison, they are given hospital treatment; they 
are given psychiatric treatment. 

I do not know what the percentage of so-called cures is there but, 
as I say, the State of Minnesota, there you have about 1 addict in every 
25,000 of the general population, because there is compulsory commit- 
ment of the addict thr ough their mental health statute. 

Senator Danten. You think compulsory commitment and treatment 
is the only solution ¢ 

Mr. Anstincer. That is what I have felt, and I think you will find 
that the experts on the United Nations Narcotic Commission are in 
accord, that you must have hospitalization, compulsory hospitalization. 
That is the opinion of the Germans, the French; and nearly all the 
European countries feel that way. 

Incidentally, I do want to pay tribute here to Dr. MacLeod, whom 
you will hear, who has worked on that British system. He has worked 
under the British system. 

He can tell you just how the British do that, and actually their 
system is one of compulsory hospitalization because they force that 
addict into a nursing home until he is cured. 

Senator Dantet. Mr. Counsel, do you have any questions ? 

Mr. Gasque. No, sir. 

Senator Dantet. Any further questions? 

Senator Butter. No questions. 

Senator Danrev. Mr. Commissioner, we thank you for your appear- 
ance today and for the cooperation that you have given this com- 
mittee from the very beginning. 

Mr. Ansuincer. T hank you. 

Senator Danren. We appreciate your being with us. 

We will have a 2-minute recess. 

(Short recess.) 

Senator Dante... General, we are swearing everybody to be in con- 
formity here. 

Do you solemnly swear the testimony you are about to give to this 
subcommittee of the Senate Judiciary Committee will be the truth, 
the whole truth, and nothing but the truth, so help you God? 

Mr. Javits. I do. 
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TESTIMONY OF HON. JACOB K. JAVITS, ATTORNEY GENERAL OF 
THE STATE OF NEW YORK 


Senator Danrex. Attorney General Javits, we are glad to have you 
back before our committee. 

As I understand it, you are appearing today to supplement your 
previous statement and’ to give us a statement on this subject as c hair 
man of the committee of the National Association of Attorne ys 
General committee. You may proceed, sir. 

Mr. Javrrs. Thank you, Mr. Chairman. 

Mr. Chairman, I would like to state that the reasons for my 
appearance are twofold: First, that since my previous appearance the 
attorney general’ s office has issued its 1955 report on narcotics; and, 
secondh y, since that time, the National Association of Attorneys Gen- 
eral has acted upon the subject . 

Mr. Chairman, by way of preliminary remarks, may I state that | 
have taken the liberty, with the chairman’s approval, of having at my 
side Dr. Arnold Pfeffer, who is an assistant professor of psychiatry 
at New York University Medical School, and who, in the years 1942 
7 was in charge of the psychiatric activities at Lexington, at the 

Lexington Public Health Hospital, and who is, as a voluntary matter, 
but with tremendous usefulness to the people of the State of New 
York, and has been a consultant to the attorney general’s office long 
before I was there, and with my distinguished predecessor, who did 
so much in this field, Attorney General Goldstein, on the medical 
aspects of the problem as we found it, has continued that consultant 
service to us. 

I thought we could give the committee, because what you want is 
as much information as you can get, a more rounded picture if he were 
with me, and if he could supplement any answers that I might make. 

Senator Dante. We are glad to have you with us. 

Mr. Javits. Mr. Chairman, the National Association of Attorneys 
General, meeting at Bretton Woods last week, adopted the following 
resolution, and if I may, I would like to read it into the record. 

I read this as chairman of its committee on narcotic control. This 
was unanimously adopted: 


NARCOTIC DRUGS 


Whereas this association, by appropriate resolutions adopted at its annual 
meetings in 1952, 1953, and 1954, established a committee on narcotic drug con- 
trol, which has sought to advance the care, treatment, and rehabilitation of 
narecotie drug addicts, and has urged the enactment by the Congress of legisla- 
tion to permit the institutionalizing of such addicts in appropriate Federal 
hospitals upon commitment thereto by courts of competent jurisdiction of the 
States and other measures : Now, therefore be it 


Resolved the 49th annual meeting of the National Association of Attorneys 
General: 

1. Supports the enactment of legislation by the Congress now contained in the 
Payne bill, Senate Joint Resolution 19, to permit narcotic addicts committed 
from the States to be treated in the special United States Public Health hospitals, 


subject to reimbursement for the care cost, and urges its members to work for 
such enactment. 

2. Supports the development of a permanent national narcotics policy and urges 
a national review conference to be called under the auspices of the Federal 
Government to consider means for the coordination of existing Federal and State 


nareoties laws and procedures, stricter enforcement of laws dealing with the 





1444 ILLICIT NARCOTICS TRAFFIC 


narcotics traffic, and the establishment of a program of research into the causes 
and cure of narcotic addiction through the National Institutes of Health, with the 
aid of a national council. 

That ends the resolution. 

Now, Mr. Chairman, before commenting on the so-called Howe plan, 
I would like to call the attention of the committee to the salient points 
of this resolution, because they represent the views of the 48 law en- 
forcement officers and those in our Territories and possessions who are 
mainly concerned with this at other than the State level. 

We all recognize, of course, that it is our Federal Government which 
is primarily concerned, both with the question of illegal importation 
and the question of enforcement of the narcotics law. 

First, we are very anxious to have this access to the Federal 
hospitals. 

Now, it brings me to what I know is a highly controversial question 
in this field, the question of involuntary commitment for all addicts. 

There seems little question about. the fact that this danger to society 
ought to be dealt with in a rehabilitative way, unless it becomes crim- 
inal by a crime having been committed by the addict, and that the 
safest way to deal with it is obviously under controlled conditions. 

But, Mr. Chairman, all of that is wishful thinking as we stand today 
because the States that have laws which bring about the confinement 
of these addicts do nothing but chase them into other States, and 
because they have not got a place really to put them, and so the addict, 
let us say, in New Jersey, our sister State, which we love and admire, 
which has a law like this, he is net going to just hang around until 
somebody puts him in jail. 

When the going gets a little warm, well, he lights out for New York 
or some other State. 

Now, a State like New York, with the greatest port of entry in the 
whole country, and with an enormous problem i in this particular area, 
would be facing a situation almost equivalent to our enormous bur- 
dens with mental health, if we, unaided and alone, felt that we could 
take every one of these addicts into custody and deal with them for a 
very long period of time, which appears to be required if you are 
really going to do a job. 

Hence we have got to have the help of the Federal Government, at 
least in this limited way, by making available the facilities of both of 
the hospitals on a shared-cost basis, that is, the Fort Worth and Lex- 
ington establishments. 

Now, I emphasize “shared costs” because the Association of Attor- 
neys General, when I was in Congress, took the same position, and 
Senator Ives and I and others in the House and Senate, introduced bills 
to implement their position, but it did not carry the shared-cost idea, 
and I always objected to it on that ground, and said so on the fioor, and 
Tam very glad that we have corrected it. 

We should share the costs because that is not the question. The 
question is just this enormous burden of capital investment which it 
would take to deal with thousands of addicts, let us say, in an enormous 
State like New York or in a State like California. 

The other thing that is a possibility in this area is interstate com- 
pacts which we certainly must consider seriously, and with modern 
means of communication, there is nothing so extreme about an inter- 
state compact between New York and California. 
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You can use airplanes to take people to some place where we can 
pool common facilities if we have to. But there again you deal with 
enormous capital costs. 

They have a huge problem, so have we; and in the Federal estab- 
lishment we do have relatively unused facilities, not those that can 
take up all the addicts, but nevertheless that have a margin of avail- 

ability, and they should be utilized in this perfectly fair way by shar- 
ing costs with the States. 

The other aspect that is of great importance to us in the Attorneys 
General Association, Mr. Chairman, is this idea of a national policy 
on narcotics. That is probably the number one issue which I would 
respectfully submit faces your committee. 

What is to be done? Is the Federal Government to retire from this 
field?* Is it to get into it more? Is it just to enforce more strictly the 
import laws? ‘Ts it to get down into local law enforcement? It is to 
rehabilitate these addicts or, big question: Is it to engage in some 
really consequential research program to find out what there is to this 
in the way of cure and prevention ? 

Or, Mr. Chairman, we know literally, and I say this as a layman, 
and the doctors are prefectly free to contradict me, we know liter: ally 
nothing about this except the fact that a fellow is confined, and we try 
to employ whatever techniques practical experience has shown may 
wean him away, with evidence even by the most optimistic witnesses 
that the rate of recidivism in this respect of going right back to where 
you started is not less than 50 percent. 

Now, we have a magnificent establishment in the Nation, in this 
National Institutes of Health, operating with the aid of national 
council; it is a pattern which has been established in mental health 
and tuberculosis and heart disease, a program which is based on legis- 
lation that I had the honor to introduce myself, and it seems to me 
that we certainly should extend it here. 

I know the committee knows these figures, Mr. Chairman, so well, 
but is it not amazing that we spend millions on polio research, thank 
God—it is wonderful what we have discovered in the Salk vaccine, 
which is a great blessing, and it takes half the toll that this does. 

Our distinguished Commissioner of Narcotics says 60,000 addicts 
in the country; and the toll in polio is about 30,000 a year, until we 

— to this hopeful development of the Salk vaccine. 

Mr. Chairman, I urge very strongly the idea of a national 
odin upon which all the agencies of government can then proceed, 
knowing exactly what Congress wants them to do in respect of this 
very vexing problem. 

Mr. Chairman, I know that this committee is holding a particular 
hearing about the so-called Howe plan, and I am sure that the chair- 
man wishes me to give something of the views of my office, and I 

emphasize my office, rather than myself, : tbout this matter. 

May I say why I emphasize my office? Since 1951, the attorney 
reneral’s office of New York has been charged by the Legislature of 
the State of New York with digging into this whole question. 

My predecessor, Nathaniel Goldstein, made an extraordinary record 
in this field by his investigations and by his recommendations for im- 
provement which resulted in tightening our laws, resulted in the estab- 
lishment of the Riverside Hospital, about which I know the committee 
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will hear, for adolescent narcotic addicts, and many other reforms, and 
it is a longstanding job with the attorney general’s office. 

I am new in that office, and I have had the invaluable gift of the 
experience stored up there. 

The assistant attorneys general have worked on it, and consultants 
like Dr. Pfeffer, to help with the problem. Therefore, I emphasize 
the view of my office on the Howe plan. 

It is based upon the idea that we know nothing about this situation 
now, and in a sense, I think it is fair to say that it sort of represents 
throwing in the sponge. We are just going to accept narcotic addic- 
tion and tr y tocontrol the narcotic addic ‘t, accepting the fact that there 
is nothing we can do about it. 

Now, perhi ups, as a palliative, as a transitory step, a controlled ex- 
periment is justified to see if this could do any good. 

A controlled experiment does not have to lead us into the situation 
which resulted so disastrously in the twenties, about which our dis- 
tinguished Governor Harriman has testified, and Commissioner An- 
slinger has on many occasions spoken. 

But a controlled experiment may be possible again as an effort to 
learn something about this whole situation, and a controlled experi- 
ment would involve very few people. 

But we do not even have the frame of reference for controlled ex- 
periments in this way : One of the recommendations of my office, which 
is contained in our 1955 report, which I shall ask leave to put in evi- 
dence when I have completed my testimony, is that we need in our 
State compulsory aftercare clinics. 

We are just beginning the clinic idea in connection with Riverside, 
for example, where it has only been in effect for about 1 year, and I 
know this committee will question the Riverside people carefully about 
what is going on there because we can learn a lot from it. 

But we are recommending in this State compulsory aftercare clinics 
in the first instance to be pr ractical, tied into the probation and parole 
system, because an enormous number of criminals, as Judge Goldstein 
told this committee yesterday—he has taken an enormous interest in 
this and is a great New Yorker, as you know—an enormous propor- 
tion of the criminals are addicts. 

As the situation stands now, we are largely relegated to turning 
them loose, let us say, on pr obation and parole, and then having the 
fact that they take again to addiction, an immediate violation of 
parole, so that back they go to jail, and the “cold turkey” treatment, 
and this does not further anybody at all, except to increase the jail 
population, because we know this is a sic kness we are dealing with, not 
necessarily a criminal act; and so we are recommending to our State, 
and we sh: 11] do our utmost to have our legislature implement it at the 
next session of the legislature, compulsory : aftercare clinics which these 
folks will be required to attend in an effort to really help them within 
the limits of our present knowledge. 

Now, with such a program of clinics, then you can have a con- 
trolled experiment in something like the Howe plan, and I think that 
that is a reasonable middle ground between those who feel that it is the 
answer, which we do not, and those who feel that the same kind of 


thing worked out very badly in the twenties and, therefore, we should 
have no part of it. 
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It is just another step in our effort to learn how to get on top of tl 
problem. But it cannot really and effectively be carried out and car 
ried through without a frame of reference, which is a cline where you 
can have a controlled experiment. 

Now, Mr. Chairman, I think that is all that we have to present to you 
on direct presentation, except that 1 would like, with the committee's 
permission, to put into evidence our report on narcotic addiction in 
New York, 1955, of the attorney general’s office. 

Senator Danie. The report will be received, General Javits, and 
included in the appendix to the record. 

(The report referred to, entitled “Report, Narcotic Addiction in 
New York, 1955, a Continuing Problem,” will be found in the ap- 
pendix at p. 1593.) 

Senator DanieL. 1 want to get clear your recommendation. Did 

vou say that you do approve or ‘do not approve of the clinic program, 
the Howe plan, by which drugs would be given to addicts free or at 
low cost in order to maintain ‘their comfort / 

Mr. Javits. We give it a limited approval as an experiment on a 
controlled basis if clinics are established which require compulsory 
attendance, and solely as an experiment, one step in trying to find 
out what to do about this problem, not as a cureall, and even not as a 
cure, 

In short, we say it is one of the things which, on a controlled basis, 
on a limited scale, can be tried out; but as a condition precedent, you 
have got to have compulsory clinic attendance, which we do not have 
tod: ay. 

So that you are a period of time, a measurable period of time, away 
from even being able to try out the Howe plan on an experimental 
controlled basis. 

Senator Dante.. In other words, you would recommend that it 
be tried as an experiment for research purposes / 

Mr. Javits. That is right, exactly; that is exactly right, Mr. Chair- 
man, on a small number of patients. 

Senator DaNnret. On a small number of patients. 

Does your office make any recommendation as to the applying the 
plan for general use through physicians? 

Mr. Javirs. We do not believe that it should be applied generally 
at all. 

The only recommendation we have at this time on the Howe plan 
is the one I have described, that of an experimental effort and under 
controlled conditions through a compulsory attendance clinic upon a 
small number of patients as one of the steps in trying to find out what 
we ought to do about this dreadful illness. 

Senator Dante. Senator Butler ? 

Senator Butter. I do not think I have any questions. 

Senator Dante,. Mr. Counsel? 

Mr. Gasaue. Yes, sir. 

General Javits, then you would strike at two of the basic weak- 
nesses in the program that we now have for handling addicts: You 
would require mandatory commitment of the addict for treatment, and 
then you would pick up, when the addict leaves the hospital, and 
require mandatory aftercare for the addict? 

Mr. Javrrs. I would again with a condition precedent in the first 
instance that this Payne bill passes, to that extent. 
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I am not passing on the other aspects of it with relation to govern- 
mental functions, which is something the committee will have to deal 
with itself, because right now we cannot take mandatory commitment. 

We have not got any place to put them, and we have not got anyplace 
to put them that will do them any good; let us put it that way. 

In any broad sense, sure, we have hospitals, and so on, but in our 
State they are filled up with very urgent cases right now, and all it 
means if we have voluntary commitment—I mean involuntary—it 
means increasing our enormous prison population, and without being 
able to deal in a reasonable way with these addicts. 

Mr. Gasque. In discussing this matter with the public health offi- 
cials, they are inclined to believe that Lexington and Fort Worth 
might be able to handle the commitments by State courts without 
additional facilities. 

Viewing it from that point of view, would you favor mandatory 
commitment ? 

Mr. Javits. I certainly would; and more than that, sir, even if it 
took additional facilities at Lexington and Fort Worth and elsewhere, 
that they could be conceivably amortized to some extent in the care 
costs, and this would still be very much more prudent for the States 
than engaging in enormous capital expenditures themselves of the 
kind we are talking about here. 

Let us remember that the State of New York is about to spend $350 
million for the care of mental patients, and we are talking about a 
problem which, in order of magnitude, is not too far removed from 
that of the mental patients. So that on the individual State basis 
this becomes almost prohibitive. 

But on some kind of a Federal basis, even with sharing of the costs 
it becomes logical. 

Mr. Gasquet. The cost of treating patients at Riverside is $31 a day. 
The cost that the State would be required to reimburse the Federal 
Government at Lexington would be about $7.50 a day; isn’t that 
correct ¢ 

Mr. Javirs. Counsel knows the figures; I have not studied those 
particular figures, but certainly they bear out this way of approaching 
the problem in the first instance. 

I hope this committee will see that we do not beg the question, but 
with all the things we do of that character, the main thing we 
do is to get a national narcotic policy, and if possible, the Federal 
Government’s enormous organization behind research in this field. 

Senator Danret. Senator Butler? 

Senator Burter. Mr. Attorney General, I just want to ask one ques- 
tion, to provoke your thought on this particular passage from Dr. 
Howe’s testimony : 

The alcoholic habitue is normal only when he has no alcohol, while 
the narcotic addict is normal only when he takes his drug. 

Don’t you think that is the wrong approach to this problem ? 

Mr. Javirs. Well, Dr. Howe is a very distinguished authority, and 
he could probably persuade me that he is scientifically right. 

But from the point of view of law enforcement and keeping the 
peace and the moral tone in a community, it certainly is not a doctrine 
that I would espouse. 





ILLICIT NARCOTICS TRAFFIC 1449 


Senator Butter. Also I bring it to your attention for this purpose: 
If a clinic should be established in New York, I hope that would not 
have any part of their composition. 

Mr. Javirs. Well, certainly not as far as I am concerned. 

But, as I say, perhaps the doctor in a technical and professional 
way had other ideas in the back of his head. 
community upon that basis. 

Senator Butter. It would seem to me that was a defeatist attitude. 
You just throw up your hands and give up on the problem. 

Mr. Javrrs. That is exactly right. 

You know, I have a torn muscle in my shoulder right now, as you 
can probably see from the way I am holding my left hand, and | 
probably should take some demerol to kill the pain. 

Phat is the only sense in which you can talk about the Howe plan, 
because we are frustrated right now. 

A controlled experiment to see if it can do us any good, like other 
controlled experiments and many other aspects of treatment—that is 
understandable. 

For example, I heard Dr. Pfeffer engage in an erudite discussion on 
the value of psychiatry to the run of the patients in this particular 
field. Well again, this, too, would probably be a controlled experi- 
ment, with a few patients. 

The Howe plan is entitled to that much consideration. The Acad- 
emy of Medicine is a very distinguished body. They have come out 
for it. But to assume that we just go whole hog on this thing now is, 
as the Senator says, just throwing in the sponge. 

Senator Dante. Now, General, at your last appearance before this 
committee you said that you thought drug addiction in New York 
was on the rise, both adult and juvenile drug addiction, and that the 
traffic was increasing, and that you would have figures for us. 

I see they are included in this report, your 1955 report, which you 
have just identified. I have not had time to check it carefully, but 
judging from a brief look here, you were correct, and there has been an 
increase in the drug traffic in New York during the past year. 

Mr. Javirs. Senator, there is an increase in the indexes which we 
use, the indexes of arrests, the indexes of the number of narcotic addicts 
who are confined by virtue of other criminal offenses, the number 
reported by physicians in the State to be narcotic addicts whom they 
are treating, which is required by our State law—it would take a seer 
to tell you absolutely that it is increasing. 

The only thing that I can tell you by way of confirmation is that in 
spite of rather optimistic testimony by one of our inspectors of police 
ata hearing on juvenile delinquency, over which I had the honor to 
preside about a week ago, within a few days thereafter, the new police 
commissioner materially expanded the narcotics squad, and I think 
that kind of answers itself. 

From the indices which we have, and we have supplied them, we are 
not trying to draw our conclusions without giving the facts ourselves, 
we feel that this curve is again upward. After 1951, when we had a 
real crisis in this area, the curve is again upward, and so definitely up- 
ward that if it is not a new record, it is moving in that direction, and 
we had better do something about it. 

Senator Danret. About how much increase do you find in the 1954 
figures ? 


But you cannot run a 
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Mr. Javirs. Again I refer the chairman to some of these indexes. 
Let us just take one which catches my eye. 

In 1951 the prison authorities in the city listed 2,501 inmates who 
had been users of drugs. 

In 1954 there were 2,906 in the city’s prison population, an increase 
of 16 percent. 

In 1951 the New York City Department of Correction reported the 
sentencing of 1,463 persons on charges of selling or possessing drugs; 
and that figure was about 45 percent over 1950, showing that 1951 was 
a very serious year. 

In 1952 that figure went down to 1,140; in 1953 it went ahead to 
1,589; and in 1954 it was 2,004 or 35 percent higher than 1951. 

Now again I repeat we can only give you the indicia. Our figures 
from the General Sessions Court in New York County, which Judge 
Goldstein referred to yesterday, show that about 30 percent of all those 
sentenced for major crimes are narcotic addicts. 

All of these indices, as well as others which are dealt with in that 
report, lead toward our conclusion that the curve is up and up so 
markedly that it is a serious matter, and that is all that we contend. 

Senator Daniex. One sentence catches my eye here on page 17: 

Narcotic addicts sentenced for crime in this latest tally are 35 percent greater 
than in the epidemic year of 1951. 

Mr. Javits. That is the figure I just gave. 

Senator Dante.. Yes. 

Mr. Javits. So I do not think anybody could make any pretense of 
making an absolute dictum that this is a new emergency, new record, 
or anything else. 

All you can do is draw your conclusions from the indices which are 
available. 

There is no census of narcotic addicts that we know of. 

Senator Dante... There is no doubt but that you do have a problem. 
It would appear from what has been put before the committee thus 
far, that it is different here and in California from the other States. 
We have had some decreases reported, I believe, decreases in most of 
the States except California and New York. 

Mr. Javits. Well, this is endemic in the problem. You have these 
enormous ports of entry, and the very great problems which they in- 
volve. 

In addition, as this committee so well knows, if you chase these 
addicts, ultimately they will find their way to seaboard where they 
have the best chance to get the drugs. 

The seaboard in the big metropolitan areas, with enormous shipping 
traffic, where everybody knows, and Mr. Anslinger has testified time 
and time again, as he said, would take all the armed services, includ- 
ing the FBI, to draw a cordon sanitaire around any great port like 
New York or Los Angeles. 

Senator Danret. Anything further? Thank you very much, Gen- 
eral. 

In order that our public health witnesses might go on as a group 
we are going to hear from the American Medical Association repre 
sentatives at this time, Dr. Bartemeier and Dr. Plunkett. 

If both of you will stand I will swear you together. 

Do you, and each of you, solemnly swear the testimony you are about 
to give to this subcommittee of the Senate Judiciary Committee will 
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be the truth, the whole truth, and nothing but the truth, so help you 
(rod ¢ 

Dr. Puunxerrt. I do. 

Dr. Barremeier. I do. 


TESTIMONY OF DR. RICHARD J. PLUNKETT, SECRETARY, COUNCIL 
ON MENTAL HEALTH, AMERICAN MEDICAL ASSOCIATION 


Senator Dantev. I will ask Senator Butler to preside. 

Senator Burier. Dr. Plunkett, I believe you have a prepared 
statement ? 

Dr. Piunxerr. I have. 

Senator Butter. Would you like to proceed ? 

Dr. PLunxetr. Mr. Chairman, to identify myself for the record, 
I am Dr. Richard J. Plunkett, of Chicago, Lll., where I serve as sec- 
retary of the council on mental health of the American Medical As- 
sociation. I am appearing here today with our council chairman, Dr. 
Leo H. Bartemeier, of Baltimore, M 

With the thought that it may be helpful to the committee, I should 
like to outline br iefly the functions of the council on mental health, 
and the history of the association’s interest and activities in the medi- 
cal aspects of the narcotic problem. 

Following my short statement, Dr. Bartemeier will discuss our 
present views and activities in this field. 

The council on mental health is relatively new, having been estab- 
lished as a permanent entity only 4 years ago. Prior to that time, a 
special committee in this field, appointed by the board of trustees in 
1930, had continued for several years and had referred a number of 
recommendations to other bureaus and council of the association for 
action. 

With our increasing awareness of the extent of the mental health 
problem, and our growing recognition of the desirability for closer 
liaison between psychiatry and general medicine, it became evident 
that a permanent special committee devoting its entire effort to the 
problem was necessary. This led to the creation, in June 1951, of the 
committee on nervous and mental diseases, now known as the council 
on mental health. 

The somewhat related problems of alcoholism and narcotic addic- 
tion are within the scope of the council’s interest. Subcommittees 
have been created to function in each of these fields. The subeommit- 
tee on narcotic addiction held its first meeting in Chicago only 10 
days ago, on September 10. 

Dr. Bartemeier will discuss at greater length the plans and pro- 
vrams of this subcommittee, but I should like to touch on its relation 
to the narcotics policy of the American Medical Association, in 
order that there may be no confusion on that point. 

Policies of the association are established by actions of the house 
of delegates, its duly elected representative governing body. Since 
ihe house of delegates normally meets only twice a year, interim poli- 
cles are sometimes established by the board of trustees, within the 
tramework of general policy laid down by the house. 

Consequently, should the ultimate recommendation of the Sub- 
committee on Narcotic Addiction involve modification of any estab- 
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lished association policy, it would be necessary that such a recommen- 
dation be approved by the council on mental health, the board of 
trustees, and the house of delegates before becoming effective. 

There is little likelihood that this process could be completed before 
June 1956, at the earliest, assuming there is to be any modification of 
present policy. 

I should like to mention one other activity of the association in the 
study of the narcotic problem. We have joined with the American 
Bar Association in the formation of a joint committee to conduct a 
cooperative study of the legal as well as the medical aspects of 
narcotic addiction. 

This committee has not yet commenced its task, the approval of the 
project by the bar association having been given only a month ago at 
the last meeting of its house of delegates. 

We have high hopes, however, that through such a group each 
profession can make its specialized knowledge available to the other 
and that the joint effort will be productive of a sound approach to 
the solution of the common problem. 

I believe that it is fair to state that the problem of narcotic addiction 
became an item of major concern to the medical profession at about 
the same time that public awareness of the problem culminated in 
enactment of the Harrison Act in 1914. 

During the decade from 1914 to 1924, the narcotic problem, encom- 
passing not only the treatment of addicts but the interpretation and 
enforcement of the Harrison Act and numerous State narcotic laws, 
received considerable attention from the association. 

Comprehensive reports of special committees which had worked 
diligently on the subject were submitted to the house of delegates at 
its meetings at New Orleans in June 1920 and again at Boston in 
June 1921. It is my understanding that the committee is in possession 
of published copies of these reports, so there is no need for me to elab- 
orate on the record in that respect. 

It may be well to note, however, as Mr. Rufus King has suggested 
in his excellent article in the April 1953 Yale Law Review, that the 
ambulatory treatment so roundly condemned in the reports involved 
furnishing the addict with a rather large supply of the drug for un- 
supervised self-administration. 

Whether the same strong condemnation would have been forth- 
coming in a case where the drug was administered by a physician in 
the course of withdrawal treatment of an addict not institutionalized, 
I do not know, but the Supreme Court apparently was concerned 
with the evils of the addict’s possession of large amounts of the drug 
in the Behrman case, and comparatively unconcerned over the small 
maintenance dose prescribed in the Linder case. I leave the question 
open. 

At the June 1924 meeting in Chicago, however, the house of dele- 

gates established the position of the association, and in the following 
30 years, no comprehensive review of that position has been mee 

taken. Briefly, the current views and policy of the American Medical 
_— ‘iation, established in 1924, cover the following points: 
We oppose the ambulatory treatment of narcotic addicts— 
whe ther by a private physician or in a so-called clinic. 

2. We have strongly urged that State and Federal authorities put 

an oie to this type of treatment. 
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3. We recommend the strict enforcement of State and Federal 
narcotic laws to eliminate the supply of illicit drugs. 

4. We advocate the establishment of both States and the Federal 
Government of special institutions for the treatment of addicts. 

5. We deplore and condemn “scrip doctors”’—that is, physicians 
who provide addicts with prescriptions for drugs under the guise of 
treatment. 

6. We strongly recommend followup and supervision of addicts 
following their discharge from a hospital. 

These six points have been our policy for over 30 years, although I 
remind the committee that an extensive review of the situation is 
now underway. It is entirely possible that, as a result of this re- 
view, the views of the association may be modified. 

As the committee is well aware, at least 3 of our 6 points have been 
fully or partially implemented. Strict enforcement of the Federal 
narcotic laws along the lines of our recommendation is a fact. There 
are Public Health Service narcotic hospitals at Lexington and Fort 
Worth, a municipal hospital here in New York City, and followup 
clinics in Detroit and Chicago. 

Of course, the type of maintenance clinics which were in vogue in 
the late teens and early twenties have vanished. Our recommendation 
regarding followup of addicts discharged from hospitals has not been 
followed to any degree, insofar as we now know, with the exception 
of the localities which I mentioned. 

With this background, Mr. Chairman, Mr. Bartemeier will outline 
our present thinking and activities. 


Senator Burier. Thank you ever so much, Dr. Plunkett. 

Senator Daniel? 

Senator Danrex. I have no questions. 

Senator Butter. Thank you ever so much. We appreciate your 
statement. 

May I welcome my fellow Marylander, Dr. Bartemeier. 


TESTIMONY OF DR. LEO H. BARTEMEIER, CHAIRMAN, COUNCIL ON 
MENTAL HEALTH, AMERICAN MEDICAL ASSOCIATION 


Dr. Bartemerer. Thank you, Mr. Chairman. 

Mr. Chairman, I am Dr. Leo Bartemeier of Baltimore, Md., chair- 
man of the council on mental health of the American Medical Associa- 
tion, and medical director of the Seton Institute in Baltimore. 

Dr. Plunkett has presented the past history of actions of the Amer- 
ican Medical Association with relation to its position on narcotics and 
narcotic addiction and what is now the present official position of the 
American Medical Association. 

This whole matter has been brought up again recently by presenta- 
tion of a resolution concerning a possible aces in the association’s 
viewpoint on use of clinics for narcotic addicts. The resolution was 
presented by Dr. Andrew A. Eggston of New York at the annual 
meeting of the American Medical Association in San Francisco in 
June 1954. 

I believe your committee has already heard Dr. Eggston’s views on 
this subject. The substance of the resolution is as follows: 

Whereas the medical profession, in its traditional role as guardian of the pub- 


lic health, has been distressed by the narcotic problem and its apparent in- 
crease; and 
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Whereas the average user of narcotics must spend from $15 to $100 per day to 
keep himself supplied with drugs; and 

Whereas the crime in drug addiction stems from the inability of persons of 
moderate means to purchase drugs at present illegal prices; and 

Whereas the most serious of these crimes is the conversion of each addict into 
a salesman, with consequent formation of new addicts; and 

Whereas the use of morphine and heroin in themselves do not incite these 
unfortunate persons to crime, since both drugs are depressants ; and 

Whereas the illicit narcotic trade exists only because of the huge financial 
profits, such as are obtained by purchasing 2 pounds of heroin in China for $10 
and selling it after adulteration and packaging for $80,000: Therefore be it, 

Resolwed, That the American Medical Association favor the legalization of 
distribution of narcotics at cost or free under the following safeguards: 

(1) Establishing narcotic clinics in cities where needed under the aegis of the 
Federal Bureau of Narcotics; 

(2) Registration and fingerprinting of narcotic addicts; 

(3) Keeping of accurate records; 

(4) Administering the optimal doses at regular intervals to addicts at cost or 
free ; 

(5) Prevention of self-administration ; 

(6) Attempt cures through voluntary hospitalization, if possible; and 

(7) Avoidance of forceable confinement. 


This resolution was considered by a reference committee of the 
American Medical Association’s house of delegates which felt that 
additional information was necessary, and, therefore, referred it to 
the council on pharmacy and chemistry. 

The council on pharmacy and chemistry subsequently, in December 
of 1954, reported that their examination of information available 
showed that there seemed to be evidence that the narcotic problem 
has been increasing in seriousness since the close of World War II, 
but that the method of alleviating the problem suggested in the reso- 
lution had been extensively tried during the period following the end 
of the First World War, and experience at that time with clinics had 
clearly indicated that they were an absolute failure. 

Also that they tended to increase rather than diminish the problem. 
Tlowever, the Council on Pharmacy and Chemistry felt that the 
present situation was far from satisfactory and that it was being 
handled too exclusively as a police ee without sufficient em- 
phasis on its most important medical aspects. 

Senator Dante... May I interrupt to ask, Have you got a copy of 
the Council on Pharmacy and Chemistry Report ? a 

Dr. Barremeter. I can furnish it to you, Mr. Chairman, and will 
be pleased to do so, and will ask 

Senator Burier. It will be made a part of the record and included 
in the appendix of the record. 

Senator Danrex. Thank you. 

(Report entitled “Council on Pharmacy and Chemistry, Report to 
the Council,” from the Journal of the American Medical Association, 
July 26, 1952, vol. 149, may be found in the appendix at p. 1924.) 

Dr. Barremeter. On the basis of this report and additional per- 
tinent material received from the National Research Council and the 
Federal Bureau of Narcotics the board of trustees of the American 
Medical Association recommended that the resolution presented by 
Dr. Eggston not be adopted. 

The board felt, however, that further exploration on the matter 
should be made and, therefore, referred the problem to a recently 
formed subcommittee on narcotic addiction of the Council on Mental 
Health for further study. 
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Our council on mental health held a joint meeting on September 
i0 in Chicago with our subcommittee on narcotic addiction, which 
consists of Dr. Robert H. Felix, Director, National Institute of Mental 
Health, Bethesda, Md.: Dr. Harris Isbell, Director of Research, 
NIMH Addiction Research Center, Public Helath Service Hospital, 
Lexington, Ky.; and Dr. Jerome L. Leon, American Medical Center at 
Denver. 

At that meeting we listened to evidence presented by the Federal 
Bureau of Narcotics and pertinent material presented by Dr. Andrew 
A. Eggston of New York, Dr. Herbert Berger of New York, Dr. 
Hubert Howe of New York, Mr. Rufus King of the American Bar 
Association, and Dr. Eugene Carey of the Chicago Police Department. 

The subcommittee on narcotic addiction plans to fully investigate 
the materrial presented, and other pertinent material, in the coming 
months and present a report to our council toward the end of this 
year or early in 1956. I should like to say tentatively, however, that 
the evidence presented by the Bureau of Narcotics concerning the use 
lessness of clinics for treatment of narcotic addicts was not entirely 
satisfactory in my opinion. 

There was other evidence presented by the New York group that 
the experience with clinics had not been totally unsuccessfull, notably 
in the States of California and Florida, where clinic treatment was 
said to have resulted in rehabilitation of some of the addicts to the 
point where they could again assume responsibility for themselves 
and for their family’s care, and effectively resume some type of gain- 
ful employment. 

There was also some evidence presented by Mr. Rufus King of the 
American Bar Association and others that since the early 1920's 
doctors generally have not had a sufficiently clear understanding of 
what their rights under the law might be concerning ambulatory 
treatment of narcotic addicts and because of this they have tended to 
avoid accepting addicts as patients. 

Regarding the possible use of clinics for these types of patients 
I would like to state, as a personal opinion, with the understanding 
that this is consistent with but possibly broader than the present 
official position of the American Medical Association, that I certainly 
feel that some type of clinic needs to be made available for the follow 
up treatment of narcotic addicts when their need for immediate drug 
taking has been relieved by hospitalization in the Federal narcotic 
hospitals or in other hospitals that may accept them, and that such 
clinies should have the objective of bringing about a psychotherapeutic 
approach to these patients. 

This approach should be aimed toward reaching and alleviating 
the basic emotional disturbances that these patients always have. 
It is these emotional disturbances in the addict which lead to drug 
taking in order to feel normal. Treatment would be a long-term 
process with the clinics continuing to provide the emotional support 
that such patients require while they are gaining a new understanding 
of their own emotional needs, and regaining a place in our society. 

In other words, we do not consider drug addiction as a disease 
in itself. It is, rather, a symptom or behavior pattern that masks 
much deeper underlying emotional disturbance and conflict. 

Again from a strictly personal viewpoint, and concerning the pos 
sibility of providing clinics for the direct treatment of addicts with- 
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out prior hospitalization, I must say that the kind of evidence that 
our council has heard so far has not convinced me that ambulatory 
treatment in a properly controlled clinic, in a university setting, or 
in the setting of a general medical center is impossible, nor am I con- 
vinced that such a method would be possible. 

I would like, however, for the consideration of this committee, to 
draw what might be considered a parallel between such an approach 
to drug addicts and the usual approach to emotionally disturbed 
patients that psychiatrists frequently must make with many patients 
in early stages of treatment. 

Many patients who come to a psychiatrist’s office for treatment who 
have been suffering for years from emotional disorders have been self- 
medicating themselves with large doses of barbiturates, or bromides, 
or other sedative drugs for long periods of time. 

When a psychiatrist undertakes the psychotherapeutic treatment of 
such patients he would most certainly feel it inadvisable to immedi- 
ately prohibit the emotional calming effects that these drugs produce. 
Such a move might not only interfere with his immediate treatment 
of the patient but would in all likelihood bring about a situation 
wherein the patient would reject the therapist and refuse further 
treatment. 

In patients of this sort it is only after a long term of treatment 
during which time a feeling of confidence had been allowed to develop 
between the patient and his doctor and when much of the patient’s 
anxiety and apprehension had been relieved that the patient would 
feel secure enough in the doctor’s care to slowly cut down his need 
for such sedative drugs. 

Although this may not be an exact parallel to psychotherapeutic 
treatment of the drug addict, certainly there are strong elements in 
both types of patients that are the same and I would think, therefore, 
tthat it would be necessary for a psychiatrist or other doctor in the 
treatment of drug addicts on an ambulatory basis to continue to sup- 
ply narcotics over at least a part of the time that the patient is under 
his care. 

The attending doctor must be free to determine the proper timing 
of the withdrawal, as this process is an intimate and important part 
of his treatment. Psychotherapeutic treatment of these kinds of 
patients would probably require a period of several years. 

To return, therefore, to the possibility of establishing clinics for 
the ambulatory treatment of these kinds of patients I can only say 
that the evidence that we have heard in our council so far is incon- 
clusive. There was good evidence that in many instances the way in 
which addicted patients were handled in the old clinics was not within 
a proper medical setting, and in some instances in settings that in no 
way resembled proper medical control. 

The association recognizes that while narcotic drugs, properly 
used, are a great boon, their use even by physicians may bring about 
danger of addiction. We have, therefore, published cautionary arti- 
cles to the profession from time to time. In the thought that such a 
statement may be of value to the committee, I should like to leave 
with you for insertion in the record or such other use as you see fit, 
a special article entitled “Indispensable Use of Narcotics,” which 
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appeared in the Journal of the American Medical Association on 
May 25, 1942. 

Senator Burier. Doctor, it will be received and made a part of the 
appendix to the record. 

( The document referred to will be found in the appendix at p. 1936.) 

Dr. Barremerer. As | have said previously our council hopes to 
present in the not too distant future a comprehensive report and rec- 
ommendations in a much more concrete form concerning this matter 
to the American Medical Association’s board of trustees. 

Senator Burier. Doctor, do you feel that the clinical treatment 
would have to be on an involuntary basis or a voluntary basis to 
be successful ? 

Dr. Barremeter. This is one of the great problems in the treat- 
ment of the narcotic addict that I heard nothing about today, and 
that is that the addict is a person who has found his own medicine 
as a solution for his own problems. 

Addicts, like alcoholics, so frequently are persons who are lack- 
ing in the desire, in the wish, in the urge to be well, using “well” 
in the sense of getting along without the drugs. 

You know, Mr. Chairman, that this is a very important factor in 
the treatment of any illness by any physician; it is the great stumbling 
block. 

Now, it is possible that a certain percentage of addicts, if they 
can be seen regularly by the same physician, can be stirred to a wish 
to get along w ithout their dr ugs. 

From the point of view of one who has been in private practice a 
good many years, and who has seen in his practice only a few addicts, 
] was never willing under any circumstances to undertake the treat- 
ment of such a patient outside of a hospital. It always had to begin 
in a hospital. It had to continue with a hospital for quite a long 
time, and then it had to be very closely followed after the hospital 
discharge. 

Senator Burier. Thank you, doctor. 

Senator Daniel ? 

Senator Danret. Doctor, does that mean that in treating the addicts 
that you have personally come in contact with, that all administration 
of narcotic drugs would be while inside the hospital ? 

Dr. Barremerter. Inside the hospital; until such time as one has 
found ways and means, either by substituting other medicines—and 
reserpine is now ‘being used with some success with some patients— 
until such time as one can be reasonably certain that his patient can 
eet along without the use of the narcotics, until then one does not feel 
inclined, and one has the sense of responsibility not to let this patient 
out of the hospital. 

Senator Dante. In other words, do I understand that that is still 
your opinion, that the addict should not be given drugs outside of the 
hospital ? 

Dr. Bartemeter. I think that is my opinion, yes. 

Senator Dantet. That is your opinion ? 

Dr. Barremeter. That is my opinion, and it is—— 

71515—56—pt. 5—11 
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Senator Dantex. The only inclination that you have toward ad- 
ministration of drugs to addicts is for the purpose of withdrawing 
them to where finally they can be free of them entirely ? 

Dr. Barremeter. That is right, sir. 

Senator Daniex. I judge from that then you personally would not 
subscribe to the idea of giving them maintenance doses on a perma- 
nent basis? 

Dr. Bartemeter. No, sir; I would not. 

Senator Dante. So that we might know just exactly and to be 
sure about the procedures to be followed, your committee on narcotics 
will make its recommendations to the Council on Mental Health ? 

Dr. Barremeter. And when it does, Mr. Chairman, we will be 
pleased to send you a report of those recommendations. 

Senator Danten. We appreciate that. That is the committee headed 
by Dr. Felix, who is here in the room ? 

Dr. BarreMeter. Who is here with us today. 

Senator Danret. Do you have the membership of the Council on 
Mental Health ? 

Dr. Barremeter. I do have, sir. 

Senator Danret. The names? Could you furnish that for the 
record ? 

Dr. Barremeter. Yes, we will be glad to. 

Senator DanreL. We appreciate that, and that will be inserted at 
the end of your remarks. 

(The information referred to follows :) 

The membership of the Council on Mental Health, American Medical Associa- 
tion, is as follows: 


Leo H. Bartemeier, M. D., chairman, Baltimore, Md. 
Lauren H. Smith, M. D., vice chairman, Philadelphia, Pa. 
Richard J. Plunkett, M. D., secretary, Chicago, IIl. 
Walter H. Baer, M. D., Peoria, Ill. 

Hugh T. Carmichael, M. D., Chicago, Ill. 

Francis M. Forster, M. D., Washington, D. C. 

George E. Gardner, M. D., Boston, Mass. 

Francis J. Gerty, M. D., Chicago, Il. 

M. Ralph Kaufman, M. D., New York, N. Y. 

Senator Dante.. Let me also suggest that we insert here in the body 
of the record the various actions of the American Medical Association 
in the past, and which constitute the present policy of the association, 
with the article entitled “The Problem of the Narcotic Drug Addict,” 
by Alfred C. Prentice, M. D. 

Senator Butter. It will be so ordered. 

(The full reports of the various actions of the American Medical 
Association and the article entitled “The Problem of the Narcotic 
Drug Addict,” by Alfred C. Prentice, M. D., may be found in the 
appendix at pps. 1943 and 1982, respectively. The excerpts from the 
reports referred to follow :) 


REPORT OF THE COMMITTEE ON THE Narcotic Drug SITuATION IN THE UNITED 
Srates JAMA, 74: 1824-1328 (May 8) 1920 


* * * * * = * 


Recommendations : 

1. That the ambulatory treatment of drug addiction, as far as it relates to 
prescribing and dispensing of narcotic drugs to addicts for self-administration at 
their convenience, be emphatically condemned. 

B e * » * * 2 
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REPORT OF COMMITTEE ON NARCOTIC DRUGS OF THE COUNCIL ON HEALTH AND PUBLIK 
INSTRUCTION, AMERICAN MepicaL Association, JAMA, 76: 1669-1671 (JUNE) 
1921 

* . 7 > 

Recommendations : 

Your committee desires to place on record its firm conviction that any method 
of treatment for narcotic drug addiction, whether private, institutional, official, 
or governmental, which permits the addicted person to dose himself with the 
habit-forming narcotic drugs placed in his hands for self-administration, is an 
unsatisfactory treatment of addiction, begets deception, extends the abuse of 
habit-forming narcotic drugs, and causes an increase in crime. Therefore, 
your committee recommends that the American Medical Association urge both 
Federal and State governments to exert their full powers and authority to put 
an end to all manner of such so-called ambulatory methods of treatment of 
narcotic drug addiction, whether practiced by the private physician or by the 
so-called narcotic clinic or dispensary. 

In the opinion of your commnittee, the only proper and scientific method of 
treating drug addiction is under such conditions of control of both the addict 
and the drug, that any administration of habit-forming narcotic drug must be by, 
or under the direct personal authority of the physician, with no chance of any 
distribution of the drug of addiction to others, or opportunity for the same 
person to procure any of the drug from any source other than from the physician 
directly responsible for the addict’s treatment (No. 8, p. 1671). 

Senator Burier. Thank you, Doctor, ever so much. 

Dr. Barremerer. Fine and dandy. 

Mr. Gasque. There is one question, Dr. Bartemeier, I should like 
to ask. In complete fairness to the work of the Bureau of Nareotics, 
there has been some discussion that doctors need the role of the 
physician clarified as to what they can do with the treatment of nar- 
cotic addicts when they come to the office. 

Do you feel that that is necessary or do you fee] now that there is 
sufficient knowledge of that ? 

Dr. Barremerer. Well, I think it is information that could well 
be published repeatedly from time to time in our official journals and 
various communications to our doctors across the country. 

Mr. Gasque. You feel that the Bureau of Narcotics has made itself 
sufficiently clear as to what a doctor can and cannot do? 

Dr. Barremeter. I am not ina position to answer that question. 

Do you know ? 

Dr. Prunxerr. I think that the doctors, generally, are not clear on 
what the Supreme Court decisions have been. I mean, I think, per- 
haps, the decision in the Behrman case has received more publicity 
than the decision in the Linder case. That would be my personal 
opinion. I donot know that it is the association’s opinion particularly. 

Mr. Gasque. I wonder if you would be kind enough to send to the 
committee any questions or any doubts in your mind as to the ques- 
tions in those decisions or in the regulations in order that we might 
help you in gaining a clarification, if one is needed. 

Dr. PLunxetr. We will be very glad to do that. 


1This is perhaps the most important single document bearing on the operation and 
closing of the clinics. It is to be noted that the largest medical body in the United States, 
the American Medical Association, urged the Federal and State governments to exert their 
full powers and authority to put an end to the ambulatory treatment of addiction. In 
other words, the Bureau of Narcotics received a mandate from the medical profession to 
do what it has done, namely, suppress the clinics. This policy has never been withdrawn 
by the American Medical Association after its verbatim acceptance by the heuse of 
delegates in 1924 (JAMA 82: 1967, 1924). 
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Senator Danrev. That brings to my mind another question I would 
like to ask each of you gentlemen: Do you know of any attitude in 
the medical profession or any doctors who believe that they should 
be permitted to administer narcotic drugs to addicts for the purpose 
of maintaining their addiction or keeping them comfortable ? 

Dr. Barremeter. I do not. 

Senator Dante... Do you, Dr. Plunkett ? 

Dr. PLunxerr. No, sir. 

Senator Dantex. Do you think it is a fair statement to say that the 
medical profession generally has opposed such use of narcotic drugs 
by doctors ? 

Dr. Barremeter. Oh, yes; very specifically, and that is contained 
in the statement which I have handed here to you. 

Senator Dantev. Do you agree with that, Dr. Plunkett ? 

Dr. PLunxerr. Yes, sir; Ido. 

Senator Dantex. That is all. 

Senator Burier. Thank you. 

‘The committee will stand in recess until 2: 15. 

(Whereupon at 1:05 p. m., the subcommittee took a recess to re- 
convene at 2: 15 p.m. the same day.) 

(The biographical] statement of Leo H. Bartemeier, M. D., follows :) 


Leo H. BarTEeMEIER, M. D. 


Medical director of the Seton Institute, Baltimore, Md. 

Chairman of the council on mental health of the American Medical Association. 
Past member of the National Advisory Mental Health Council 

Past president, American Psychiatric Association. 

Past president, Psycho-Analytic Association. 

Past president, International Psychiatric Association. 

Member of the board of directors, World Federation for Mental Health. 

Former associate professor of psychiatry, Wayne University. 

Present associate professor of psychiatry, Georgetown University Medical School. 

Senator Danteu. Gentlemen, I will ask this imposing array of ex- 
perts to please stand and be sworn together. 

Do you, and each of you, solemnly swear the testimony you are 
about to give to this subcommittee of the Senate Judiciary Com- 
mittee will be the truth, the whole truth, and nothing but the truth, 
so help you God ¢ 

Dr. Hunt. I do. 

Dr. Feirx. I do. 

Dr. Ispexu. I do. 

Dr. CHapmMan. I do. 

Dr. Himmetspacnu. I do. 

Dr. Lowry. I do. 

Dr. Trautman. I do. 
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TESTIMONY OF DR. G. HALSEY HUNT, ASSOCIATE CHIEF, BUREAU 
OF MEDICAL SERVICES, PUBLIC HEALTH SERVICE; DR. ROBERT 
H. FELIX, DIRECTOR, NATIONAL INSTITUTE OF MENTAL HEALTH, 
PUBLIC HEALTH SERVICE; DR. CLIFTON K. HIMMELSBACH, 
CHIEF, DIVISION OF HOSPITALS; DR. JOHN A. TRAUTMAN, MEDI- 
CAL OFFICER IN CHARGE, PUBLIC HEALTH SERVICE HOSPITAL 
AT FORT WORTH, TEX.; DR. HARRIS ISBELL, IN CHARGE OF 
RESEARCH UNIT, LEXINGTON HOSPITAL; DR. JAMES V. LOWRY, 
MEDICAL OFFICER IN CHARGE, PUBLIC HEALTH SERVICE HOS- 
PITAL, LEXINGTON; AND DR. KENNETH W. CHAPMAN, SPECIAL 
CONSULTANT, NATIONAL INSTITUTE OF MENTAL HEALTH 


Senator Dantet. I believe that we have with us, first, Dr. Hunt. 
You are going to present a statement first, Dr. Hunt‘ 

Dr. Hunt. Yes. 

Senator DanieL. Suppose we first identify each of those who are 
here from the Federal Government. Dr. Hunt, if you will do that, 
if you will identify them by name and by position. 

Dr. Hunt. Yes, sir. 

Senator Dante... First yourself. 

Dr. Hunt. Lam Dr. G. Halsey Hunt, Associate Chief of the Bureau 
of Medical Services of the Public Health Service, formerly Chief 
of the Division of Hospitals, which has responsibility for operating 
all of the hospitals of the Service, including the hospitals at Lex- 
ington and Fort Worth. 

On my immediate right is Dr. Robert H. Felix, who is a psychiatrist 
of many years’ sti anding and of high standing in the country. 

He is the Director of the National Institute of Mental Health of 
the Public Health Service, and was some years ago stationed at Lex- 
ington as clinical director and later as executive otlicer for some time, 
so that he has both personal, direct knowledge of drug addiction and 
its problems, and more recently the administrative responsibility for 
the whole mental-hygiene program of the Public Health Service in 
its relation to States and local communities. 

Next to him is Dr. Clifton K. Himmelsbach, who is now Chief 
of the Division of Hospitals. For some 8 years during the thirties 
and early forties he was in charge of the research Jaboratory at Lex- 
ington, and did much of the early work on the pharmacology of drug 
addiction. 

Senator Danten. That is Dr. Clifton K. H-i-m-m-e-l-s-b-a-c-h? 

Dr. Hunt. Yes. 

Senator Dante... Thank you. 

Dr. Hunt. On the end, to my right, is Dr. John A. Trautman. 

Senator Danret. That is T-r-a-u-t-m-a-n ? 

Dr. Hunt. Yes, sir. He has been for something over a year the 
medical officer in charge of the Public Health Service Hospit: al at 
Fort Worth. Prior to that time he was Director of the Clinical 
Center of the National Institutes of Health in Bethesda. 

On my left is Dr. Harris Isbell. 
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Senator Danteu. I-s-b-e-]-]? 

Dr. Hunt. Right; who is now in charge of the research unit at the 
Lexington Hospital. 

I might say that both Dr. Himmelsbach, the former director of the 
vasa unit, and Dr. Isbell, the present director, are trained pri- 
marily in internal medicine, with later training and experience in 
pharmacology and the special problems of narcotic drugs. 

Dr. James V. Lowry, next to Dr. Isbell, is now medical officer in 
charge of the Public Health Service hospital at Lexington. 

Some years ago he was stationed there in the capacity of clinical 
director, and during that period had immediate contact on the clinical 
side. He then spent several years with Dr. Felix at the National In- 
stitute of Mental Health, and has been back at Lexington as medical 
officer in charge for the past 16 months or so. 

Finally, Dr. Kenneth W. Chapman, who also has had experience at 
Lexington as clinical director, followed by administrative experience 
in the Washington headquarters office. He was later medical officer in 
charge at Lexington and is now at the National Institute of Mental 
Health as special consultant to States and local communities which call 
upon the Public Health Service for assistance in attacking their prob- 
lems of drug addiction. 

I should like to add one statement, Mr. Chairman, if I may. 

The Surgeon General was not able to be here with us today, and 
that is the reason I am acting as his substitute. 

He is giving one of the principal addresses at the annual meeting 
of the American Hospital Association today, and regretted his in- 
ability to stay over and be with the group during the complete 
testimony. 

Senator Dantet. Well, Dr. Hunt, these men must have worked with 
all of the drug addicts who have been in the hospital at Lexington, at 
least since it was established ; is that right ? 

Dr. Hunt. This group before you, Mr. Chairman, represents a great 
many years of direct experience in the treatment of drug addiction at 
Lexington and Forth Worth, and additional years of administrative 
experience and of overall consultation experience with States and loca! 
communities, particularly with States on the part of the National In- 
stitute of Mental Health. 

Senator Danre,. What I am getting at is, I believe we have already 
-had this before the committee, that there are about 25,000 individual 
drug addicts who have. passed through the hospitals at Fort Worth 
and Lexington. 

Dr. Hunt. Yes, sir. 

Senator Danret. Now, these men, one or more of them, have been in 
the Service in some capacity seeing those 25,000 addicts. In other 
words, these men together represent all of the years those hospitals 
have been in operation and one or more of these men have been in those 
hospitals during the entire period of the operation. 

Dr. Hunt. Almost entirely, yes. 

Senator Danrex. Almost entirely. 

Do you know of any panel of men in the country whose experience 
together has put them in touch with more drug addicts? 

Dr. Hunv. I think that the Public Health Service does have the 
greatest concentration of people with long experience in the treatment 
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of drug addiction, and most of those people are sitting before you 
today. 

Senator Daniet. Dr. Hunt, do you have a prepared statement’! 

Dr. Hunr. I have no prepared statement, as such, Mr. Chairman. 

Senator Danrev. Let me explain to Senator Butler, at a meeting 
or during the time Senator Butler was working on another commit- 
tee, Dr. Hunt and Dr. Chapman appeared before the committee and 
explained the operation of the hospitals at Lexington and Fort 
Worth. 

Now, then, we would like you to offer anything you would like on 
this problem of causes and treatment of addiction, and then we will 
ask you some questions. 

I believe you have an official statement on behalf of the Public 
Health Service? 

Dr. Hunt. With respect to the 

Senator Danrex. To the clinics. I did not know we were going 
to get to that so early. But do you have an official statement of the 
Public Health Service on the proposed clinic system of free drugs to 
addicts ¢ 

Dr. Hunt. The Service has not taken an official position, Mr. 
Chairman. 

I think this might be the time, however, to amplify somewhat the 
brief statement which the Surgeon General be yesterday after- 
noon toward the close of his testimony. 

We do not believe that the report of the New York Academy of 
Medicine can be considered all good or all bad. 

We believe that it is a thoughful attempt to rethink some of the 
problems of drug addiction and the methods of treating addiction 
by highly qualified physicians. 

It may be useful to discuss the report point by point and comment 
on each of the points. 

The academy proposes a six-point program to stop the formation 
of new addicts and rehabilitate as many presently addicted persons 
as possible. 

The academy emphasizes that all 6 measures are to be instituted, 
not just one. 

The six points and our comments on each are as follows: We have 
paraphrased and condensed the various points, we think accurately, 
but we are using the condensation of the academy report on each of 
these points simply as a stepping stone, as a springboard upon which 
to base our own comments. 

Poimt 1: There should be a change in the attitude toward the addict. 
He is a sick person, not a criminal. That he may commit criminal 
acts to maintain his drug supply is recognized, but it is unjust to 
consider him a criminal simply because he uses narcotic drugs. 

That is our condensation of the committee’s point 1. 

And our comment is: That we agree with the concept that the 
addict is a sick person, and that that concept should be fostered. 

For those who were criminals first and later became addicts, the 
approach should probably he as with other criminals. However, for 
those who have no real criminal history prior to addiction, and whose 
subsequent antisocial behavior is definitely related to addiction, we 
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believe that treatment of the illness should be the first consideration. 

Point 2, and this is a quote and not a condensation : 

The committe believes that the most effective way to eradicate drug addiction 
is to take the profit out of the illicit drug traffic. They believe that the formation 
of new addicts is principally the result of commercial exploitation. They 
propose, therefore, that the addicts sheuld be able to obtain their drugs at low 
cost under Federal control in conjunction with efforts to have them undergo 
withdrawal. They believe if this were done, agents and black markets would 
disappear from lack of patronage. 

Our comment: If we accept the theory that addiction occurs in sick 
persons who are especially prone to drug use, it is hard to believe 
that the sole cause for the spread of addiction is the profit in the 
illicit trade. 

We believe that the causes of addiction are multiple and complex, 
and we find it a little hard to believe that attacking one of the causes, 
which may or may not be a prominent cause in respect to most addicts, 
would of itself solve the problem. 

3. An integral part of the program would be medical supervision 
of existing addicts, with vigorous efforts toward rehabilitation. 

By a change in social attitude which would regard him as a sick person, and 
by relieving him of the economic oppression of attempting to obtain his supply 
of drugs at an exorbitant price, it will be possible to reach existing addicts in 
an orderly, dignified way, not as a probationed person or sentenced criminal. 
They would come under supervision in the interest of health, not because of 
entanglement with the law. 

That is the end of that quotation. 

Then another quotation: 

Addicts resistant to undertaking therapy and continuously refractory to 
therapy, despite all efforts, should be supplied legally and cheaply with the 
minimum amount of their drug needs; and efforts to persuade them to undergo 
rehabilitation should be continued. 

Now, to continue our condensation of this point: The academy 
proposes a system of dispensary clinics, preferably attached to hos- 
pitals, through which drugs would be made available to the addicts. 

There are proposals for registration, including fingerprinting, 
photographing, maintenance of records, in a central agency, and 
other actions to control the distribution of drugs to addicts. 

Another part of the plan would be treatment in reverse order. In- 
stead of sending the addict toa hospital or clinic and withdrawing him, 
following which he would be treated or rehabilitated, the suggestion 
is that the reverse be tried. 

For example, in appropriate institutions he would be maintained 
on drugs while rehabilitation was in process, and efforts would be 
made to get him employment, after which he would be taken off drugs. 

The theory is that with the strain removed of getting drugs, he 
would be willing to get training in skills and become successful in 
leaving before withdrawal. 

Our comment on this is that our many years of experience with ad- 
dicts and our studies of the pharmacology of the addiction drugs lead 
us to have serious doubts that this program would work. 

However, because our knowledge is based on experience with limited 
types of patients, and because of the earnestness and the scientific 
standing of the proponents of this proposal, we would hesitate to 
make this an absolute answer . 
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We suggest that there is an opportunity for research and investiga- 
tion under highly competent and qualified investigators, preferably 
under the aegis of a nationally recognized organization, such as the 
National Research Council, of a well-defined project on a limited 
number of addicts. 

This would serve to broaden our knowledge in this field, and give 
us a body of scientific facts under which an opinion could be more 
solidly based. 

Senator Dantet. Is that the end of your comment on that point ! 

Dr. Hunt. Not quite, sir. There is one more paragraph. 

In addition, we do not believe that it can be said unequivocally that 
present methods and techniques have failed. There is a great vacuum 
existing between hospitalization and the rehabilitation of the addict 
in the community. Until there has been a complete utilization of all 
known techniques to rehabilitate drug addicts, including community 
efforts to carry on prolonged rehabilitation in their home environment, 
we do not think that there should be any consideration of a complete 
abandonment of present methods of control of the narcotic addict. 

That is the end of our comment on that point. 

Senator Dantret. Well, now, Doctor, you are using the plural “we.” 
For whom are you speaking there now / 

Dr. Hunt. This is the collective opinion of the Public Health Serv- 
ice people who have been concerned with this problem. 

This is a comment of the experts in the Public Health Service. It 
is not an officially established position of the Service as an organiza- 
tional unit. 

Mr. Gasque. But it is the remarks which the Surgeon General would 
have made had he been here ‘ 

Dr. Hunt. I am reading the material that the Surgeon General had 
had prepared, in case this « question came up. 

Senator Burier. Is it the composite view of this group or others, 
this group and others ? 

Dr. Hunt. I think I can say this group. There are possibly a few 
others who may have contributed to it, or who may be involved, but 
essentially this is the group who are most vitally and directly con- 
cerned with these questions. 

Senator Dantet. I will say to you frankly, Doctor, that I am dis- 
appointed that this group, after all the years of work and study with 
drug addicts, does not have a more definite position on this particular 
subject or at least phases of this recommendation for the treatment by 
way of dispensing drugs to addicts to keep them comfortable. It 
would seem to me that for you now to come and recommend that 
more study be given to the matter under a national council is incon- 
clusive. If you men have not got something definite to recommend 
after all the years you have worked with it, how is some national 
council which has not worked with 25,000 drug addicts going to be 
able to come up with a better recommendation ? 

Dr. Hunt. I think the point is, Mr. Chairman, that until now we 
have accepted the position that all addicts who were sent to us for 
treatment should be treated as completely as our facilities would per- 
mit, and we have not approached the idea at all of treatment under 
the cireumstances proposed by the New York Academy of medicine. 
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Senator Daniet. Would you, from your study of it, give serious 
consideration to making legal, changing our State laws and our Fed- 
eral laws, so that drugs can legally be administered by doctors through 
clinics, or in their offices, to drug addicts for the purpose of keeping 
them comfortable and maintaining their addiction? 

Dr. Hunt. Not without much more evidence than we now have, 
sir. On the other hand, I think we are not in a position to say that 
Dr. Howe and the others who have also given this some thought, a 
great deal of thought, are necessarily absolutely wrong. I pointed 
out here in an earlier paragraph that our studies lead us to-have 
serious doubts that this program would work from any point of view. 
We do, however, feel that there is a possible place here for the kind 
of small-scale investigation that Attorney General Javits spoke of this 
morning, simply on the basis of getting scientific information upon 
an experimental study. 

Senator Danrex. As I understood Attorney General Javits, he was 
not talking about all of the Dr. Howe plan, but strictly on the propo- 
sition of looking toward a cure—to get the addict completely off the 
drug. If I misunderstood Attorney General Javits, I wish I would 
have known it then so I could have asked him specifically about it, 
because I did not understand that he was recommending a tryout of 
the proposition that drugs would, under any circumstances, be given 
to addicts for the sole purpose of maintaining their comfort and their 
addiction, gratifying their desires. 

Dr. Hunt. Well, sir, I can only say that as scientists we take, I 
think, the position that when we do not have the answer to a question, 
developed on the basis of scientific studies, we would want to limit our 
answers to what are clearly described as estimates, or as personal or 
more than personal conclusions, but conclusions based upon related 
experience, but not exhibit with a given proposal. 

On the other hand, when studies of a proposal are undertaken, we 
would not like to prejudge the conclusions. We feel as scientists that 
we must have anopen mind. Eventhough we thought we knew where 
we would end up, we would have to accept the evidence of the studies. 
That is why we phrase some of the things as we have. 

Senator Dantev. That is why you hedged on some of your state- 
ments. I call it “hedge” but I do not mean that disrespectfully. I 
am sure you understand what I mean. 

Dr. Hunt. We simply do not know for a fact—— 

Senator Dantet. Yes. 

Dr. Hunt. Some of these things. 

We have some pretty good guesses as to how this would end up. 

Senator Danret. You heard my questions to Dr. Bartemeier—is 
that his name? 

Senator Butuer. Yes. 

Senator Dantet. And his answers. I asked him if he personally, 
as a result of his experience with addiction, thought that drugs should 
be given outside the hospital for the purpose of keeping addicts com- 
fortable and maintaining their addiction and he said that he did not 
think so. That is based on his own personal experience. Now, I ask 
you that same question: Based on your experience, what is your 
personal opinion on the matter as to the administration of drugs for 
the sole purpose of maintaining the addiction ? : 


ANS (DS Rate 
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Dr. Hunt. I think one thing should be pointed out, Mr. Chairman. 
That question, as you phrase it is more of a sociological than a medical 
question. The deleterious effects of narcotic drugs on individuals and 
on society are in some ways less serious than, for example, the effects 
of alcohol. 

However, our society has taken the position that drug addiction is 
sociologically a more serious and more diateatin addiction than addic- 
tion to aleohol. I think, as doctors, we would simply say that it is up 
to society to tell us what the approach to long-term continuation of 
addiction is. 

Now, Dr. Howe, if I understood him correctly, said that in the 
patients who had been determined to be incurable addicts, he would 
advocate the distribution of drugs on a permanent or semipermanent 
basis. That, I repeat, is a question for sociological determination 
rather than purely medical. 

I would also repeat what the Surgeon General said, that as doctors 
we tend to think in terms of continuing treatment as long as the 
patient lives. We have in this particular context seen patients come 
back repeatedly to one or the other hospital, and eventually get to a 
point where they did stay off drugs for prolonged periods; that is, a 
long enough period for them to be socially useful citizens. 

Senator DanreL. Do you have a personal opinion on whether or not, 
under any circumstances, drugs should be made legal for addicts for 
the sole purpose of gratifying and maintaining their addiction ¢ 

Dr. Hunt. 1 would not make drugs available on a medical basis; 
no, sir. 

Senator Danrex. Sir? 

Dr. Hunt. Not on a medical basis. 

Senator DanreL. Well, you do not have an opinion, you mean ¢ 

Dr. Hunt. 1 believe that they should not be made available under 
those circumstances on a medical basis. 

Senator Danrev. You do have an opinion, then. Your personal 
opinion, then, is that they should not be made available to addicts 
under those circumstances; is that correct ? 

Dr. Hunr. Yes. 

Senator Dante. I just want to be sure I have you right. Did I 
state that correctly ? 

Dr. Hunt, That is correct. 

Senator Danret. All right, sir. You may continue. 

Dr. Hunt. May I ask some of the other Public Health Service wit- 
nesses, who have much more direct knowledge of drug addiction than I, 
to speak on this point, if they wish? 

Senator DaniEL. Well, you thmk, Dr. Hunt, that it probably would 
be the most orderly procedure for us to question the other gentlemen 
about this particular point now? 

_ Dr. Hunt. I think it would be useful to have the opinions of others 
in the record at this point, if that meets with your approval. 

Senator Danret. That will be fine. 

_ Dr. Hunt. I would like to call upon Dr. Felix, Director of the Na- 
tional Institute of Mental Health. 

Dr. Fenrx. Mr. Chairman, I would not administer narcotics for 
the maintenance of addiction to an individual under any other cir- 


cumstances except a painful illness for which there was no other 
relief. 
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It is my opinion that an addict is truly not normal off of drugs. 

It is also my opinion, Mr. Chairman, that he is not normal on drugs. 
He is a disordered personality in either circumstanc e, and I have not 
in the years that I have worked with these people felt that the ad- 
ministration of narcotics, to the individual improved him in any par- 
ticular as far as his psychological and emma health was concerned. 

I might add to that the fact that an individual who is taking drugs 
is less accurate in many kinds of operations. 

He coordinates a little less well, without knowledge of this, because 
he feels that he is even more acute than he really is. 

So this would be another argument for me to keep the person off 
of drugs, if possible. 

Senator Danre.. Your personal opinion is, then, that drugs should 
not be legalized for addicts, solely for the purpose of maintaining 
their addiction or keeping them comfortable ? 

Dr. Fexix. That is correct. 

Senator Dantet. You are chairman of the American Medical Asso- 
ciation committee on narcotics ? 

Dr. Feutx. That is correct, sir; but I am not speaking in that 
capacity. 

Senator Daniex. I understand; I just wanted to identify you as 
a member and as chairman of that committee. 

Dr. Feiix. Yes, sir. 

Senator Danret. But you are speaking not for that committee but 
as a result of your own personal experience / 

Dr. Fextx. That is correct, sir. 

Senator Danie. And stating your own personal opinion ? 

Dr. Fexirx. That is correct, sir. 


Senator Dantex. All right. Mr. Counsel, you have interviewed 
all of these authorities on this subject. Would you like to ask ques- 
tions of Dr. Felix? 

Mr. Gasqur. To Dr. Felix I would say, do you think it is possible 
to rehabilitate a person while he is using drugs on an ambulatory 


S 
basis ? 

Dr. Freitx. I can give you an opinion. I have never had the ex- 
perience—I never tried the experiment. 

It would be my opinion that it would be much more difficult to 
rehabilitate a person on narcotics than off, but that is an opinion, I 
stress. I have never tried it, and I annot speak with experience; I 
do not want to try it, I might say. 

Senator Danre.. You do not want to try it. Why? 

Dr. Frrrx. Because—this is very unscientific, and I should be 
ashamed to speak this way in front of my colleagues who are quite 
scientific, but I feel from what I have seen over the years that this 
would be doomed to failure; and in an area such as this, I would not 
want to try. 

Mr. Gasqur. Doomed to failure by the character of the addict? 

Dr. Fenix. That is my opinion. 

Mr. Gasqur. Because the addict, when he is on drugs, is in a state 
of fantasy, you might say; he is in an unrealistic state. He has es- 

caped from his problems. He will not accept responsibility. 

Dr. Frxrx. I will accept your last two statements, but I do not say 
he is in a state of fantasy. He may be. But he has certainly re- 
treated from the province of reality. 
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He is comfortable, if I may take a moment, Mr. Chairman, and say- 

] was speaking to my own Senator from Maryland this afternoon or 
this morning about, in my opinion, how an addict must feel. 

For 11 years, and over 11 years now, it has been my often painful— 
often ple: isant and sometimes painful—duty to appear before the Ap- 
propriations Committee of both Houses of Congress. 

As I come up to this time, I am tense, I am irritable. My secre- 
tary knows, she knows a week ahead when they are going to call hear- 
ings, because there is nobody that can please me. 

I do not eat well; I do not think I beat my children, but I cer- 

tainly am not in a happy state of mind. 

After I have been on the stand and have given my testimony, if I 
feel that I have done a reasonably good job, ‘T have the most wonder- 
ful feeling of exhilaration. 

I really. do not care whether I go back to work the rest of the day. 
I um perfectly happy just to go home and sit down. 

I would like to play a game of golf, or something like that. 

It must be something like this that the addict feels; the pressure 
is off; I have done my job. 

Well, he has gone through a procedure which is somewhat analogous, 
although he has not done his job. He has taken a medicine which 
~ him this feeling. 

I do not know this to be accurate; I do not know whether Dr. Him- 
melsbach or Dr. Isbell would agree with this, but this seem to me much 
like how the addict has behaved, as I have seen them on drugs. 

Mr. Gasqur. If you do not want to answer this question, please 
feel free not to, because of your position with the American Medical 
Association. But you would not favor the administering of drugs 
on an ambulatory basis under the so-called clinic plan / 

Dr. Feirx. Speaking as an individual—and this in no way preju- 
dices one way or the other the report of my subcommittee when it comes 
out—I would not. 

Mr. Gasqu E. And you have spoken as an individual to the Surgeon 
General in expressing your views on the official position as such / 

Dr. Ferrx. Now I do not understand you. 

Mr. Gasquet. In other words, have you made it known to your col- 
leagues that you would oppose this sort of treatment / 

Dr. Fenix. Are you asking what I have done in the committee ? 

Mr. Gasqur. No, sir; in the Public He alth. 

Dr. Fetix. Yes, sir; I have. 

[ have—if you mean by that, have I discussed this with the Surgeon 
General and my colleagues as to my opinion. 

Mr. Gasqur. Thank you, Doctor. 

Senator Danren. All right, Dr. Hunt, to whom shall we go next for 
the answer to the same question / 

Dr. Hun. Unless you want, yourself, to raise other 
think that Dr. Felix has—— 

Senator Danie. I would like to ask each of these gentlemen the 
same question about their own personal opinion as to the possibility 
pe ever being in favor of legalizing drugs to addicts for maintenance 

wv keeping them comfortable on the basis outlined by Dr. Howe. 


Dr. Isbe]] ? 


questions, I 
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Dr. Isseti. In my personal opinion, sir, I am very firmly opposed 
to the idea of furnishing drugs to addicts merely for the maintenance 
of their addiction. 

I feel that as doctors we are attempting to treat these people; that 
these individuals are persons with emotional problems, with perma- 
nent problems. 

They are weak individuals, and it is asking too much of them to put 
drugs in their hands and ask them to control the drugs themselves. 

I think that doing this would be merely an addition to the supply 
of narcotics; it would be liable to increase the incidence of addiction. 

I do not think it would eliminate the illicit market, and, in my 
opinion—and it is an opinion only; I cannot give it as a statement 
of fact—I think it would be a bad thing to do. 

Now, with respect to experimentation, that is a different matter. 

I would prefer to say that there should be exploration of the idea 
of experimentation with a group of experts. 

But to adopt this plan now would, in my opinion, be going a little 
bit too far. 

Mr. Gasqur. Do you have enough information now to conduct an 
experiment ¢ 

Dr. Issey. I have been puzzled about this as an experimentalist. 
I think it would be very difficult, perhaps, to devise a valid experiment 
in a limited number of people that would apply to the United States 
as a whole. 

Mr. Gasque. Dr. Isbell, I should like to read from your testimony 
before the Canadian Senate Narcotics Subcommittee, and with respect 
to narcotic clinics, your article on page 21 included here this para- 
graph. 

Suggestions are made from time to time that clinics should be established 
where known addicts would be given drugs free, or sold drugs at minimum cost, 
for the continued support of their addiction. The proponents of this plan be- 
lieve that addiction is incurable or that treatment is inhumane, and that if ad- 
dicts are given the minimum amounts of drugs necessary to maintain their 
addiction lawlessness attendant on contraband traffic in narcotic drugs would be 
eliminated. This reasoning is unrealistic, as has been shown by several attempts 
in this country and abroad that have failed. Addicts on such rations connive 
to get more than their allotted amount of drugs, so that they can increase their 
dosage and continue to obtain a euphoric effect. They may sell, or give away, 
part of the extra supply so obtained to persons who are not addicted. This 
creates new addicts who are potential customers for the contraband market, 
and thus increases the problem which the ration plan is supposed to abolish. 

Furthermore many addicts can be treated and learn to live a useful effective 
life instead of one of personal neglect, indolence and semisomnolence, which is so 


typical of the addict. Addiction is infectious and treatment, rather than sup- 
port of addiction, is necessary to minimize its spread. 


Now, have you had occasion to change your views since that time? 

Dr. Ispetn. No, sir. 

Senator Dante. Is that still a correct statement of your views on 
the subject ? 

Dr. Ispetn. Yes, sir. 

Senator Danret. Dr. Isbell? 

Dr. Ispetn. Yes, sir. 

Senator Danie. All right, Dr. Lowry? 

Dr. Lowry. I think my views are essentially those of Dr. Isbell for 
the same and additional reasons. 
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I think my function as a physician is to treat people, not to maintain 
them in a state of disease, and I think in administering narcotic drugs 
to a person, we cannot forget what happens to that awe. a 

I do not think it has been pointed out here, but I think it is important, 
particularly in people that are married, that one of the things that 
wives tell us about the addicted man is that he is sexually impotent and 
he, therefore, loses his function as a male. 

Let us take the woman. If she is addicted and physically depend- 
ent, she becomes sterile and unable to have any adldeen. This some- 
times has great significance to the husband. tier 4 ' 

I would like to point out also that we see coming into our hospitals 
many addicts in whom, after they have been hospitalized a while and 
taken off drugs, it becomes apparent that they have such illnesses as 
gastric ulcers that they have not been aware of because their whole 
situation has been disguised by the narcotic drugs which they have 
been taking. aie 2 

Now, I should also like to point out that we are forgetting if a 
person receives narcotic drugs he has every need satisfied in terms of 
blotting out reality. His worries are gone; his cares are gone; his 
responsibilities are gone. 

Now, what you are asking me as a physician is whether I want 
to perpetuate a condition of this kind; and I say, no. 

| am more interested in treating the basic condition of the individual, 
to restore him to health, and so my position is perfectly clear. 

Senator Dante... I am also asking you the question of whether or 
not, from your experience, in your personal opinion you think the 
proposal to give narcotics to drug addicts for maintenance purposes 
has enough possibilities to merit study by some national organization, 
and the expenditure of funds instead of putting our concentration on 
treatment and spending our money on treatment in the present 
program and improving the present program? In other words, what 
is your personal opinion on that? Do you think it has enough pos- 
sibilities to try it? 

Dr. Lowry. I think I answered that question with the former one, 
in that if your objective is to determine whether or not this will 
work—let us assume that either it does work, or it does not. 

If it does work, you then maintain persons on narcotic drugs and 
you get the effects that I just described. 

If it does not work, the experiment has been a waste of time. 

Senator Danie, And if it does work, I would judge, in your opinion, 


it isa failure because you have these people maintained as drug addicts 
for the rest of their lives. 


Dr. Lowry. That is correct. 


{ think one thing is worth pointing out here, that all of us are 
speaking from our own experience. I have been at the hospital at 
Fort. Worth twice, I have been at Lexington twice, and I have seen a 
lot of addicts, but I have not seen all addicts. . 

Dr. Howe described the kind of addicts he has dealt with. Those 
that I have had contact with are of a different type, so I think we 
have to listen to all of these approaches. 

What you asked me was what would I do on the basis of my own 


experience, and it is quite different, then, from what Dr. Howe or 
some others might report. 





1472 ILLICIT NARCOTICS TRAFFIC 


I have heard that there were some professional addicts that were 
maintained on small doses, and I think that is probably a valid observa- 
tion for a certain group. 

I have not had acquaintance with them. They were, over a period 
of years, satisfied with a minimum dose. 

If there are such persons, I suggest they are neurotics who take a 
little bit to take the edge off their anxiety. 

But I think we are fooling ourselves and denying our knowledge 
of why other people take drugs, if we think they are satisfied with 
the prevention of withdrawal symptoms. 

I think we should consider how addicts administer drugs, what they 
administer them for, and why drugs are put into the venous system 
with a jolt. Will addicts be satisfied with a little drug to prevent 
withdrawal? I hardly think so. 

I think what is looked for is the kind of sensation that is very akin 
to a sexual orgasm; that is what many of the addicts are looking for. 

Now, not all addicts are looking for that. So what I am pointing 
out is we cannot ever generalize about addicts. 

Mr. Gasqur. Mr. Chairman, I would like to make a correction for 
the record. 

The statement I read a moment ago was from an article by Drs. 
Vogel, Isbell, and Chapman, entitled, “Present Status of Narcotic 
Addiction,” which was read in the general scientific meetings at the 
97th Annual Session of the American Medical Association in Chicago 
on June 22, 1948. 


Dr. Isbell was an author, and I would like to submit this for the 
appendix. 


(The document referred to will be found in the appendix at p. 1991.) 

Mr. Gasque. I would like at this time, Mr. Chairman, to read from 
Dr. Isbell’s testimony in Canada. 

Dr. Isbell, in your appearance before the Canadian Senate—and 
I refer you to page 496 of your testimony—you were asked by Senator 
Hodges: 


Would you be in favor of providing drugs for these addicts? 
You replied: 

Absolutely not, absolutely not. 

You then proceeded with your testimony to this effect: 


As far as the United States is concerned, I am convinced that legal control 
of drugs has mitigated the addiction problem in the United States. I would hate 
to think what the addiction problem in the United States would be today if it 
had not been for legal control of drugs. You either have legal control, or you 
do not have it; I cannot see any middle course. 

Suppose we did try to set up a narcotic “bar,” and run this service. Certainly, 
we are not going to give the addicts the drugs to take themselves, for they might 
sell them. We have to have the drugs and administer them, which means that 
cne of these narcotic “barrooms” will have to be set up at spots around the 
large cities in Canada; they would have to be manned 24 hours a day, 7 days 
a week. The addict requires drugs 4 or 5 time a day, otherwise he will become 
ill. Therefore, he is going to spend all of his time waiting in the so-called clinic 
lineup to get his drugs. In my opinion, it is an utterly unworkable thing. 

Many addicts will tell you that if they had just enough drugs to maintain 
themselves comfortably and would not become ill, that they would work and 
become productive citizens and all that sort of thing. Such a statement is 
perhaps true of a minor proportion of addicts. People in this business tell me 
they have known addicts who have held their dosage level for a period of years 
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and have worked. That, however, is the exception. The majority of addicts 
don’t want to be normal; they want to be what they call high they want to be 
“loaded.” If you provide them with drugs by this single-shot mechanism at 
tive trips a day, that is just enough to keep the addict going and he will go out 
and get more so that he can get high. 

That is the end of the quotation. 

Senator Howden then asked you: 


Iie wants a bigger load. 
And you stated : 


Yes: it is not enough for him to be normal. If it is decided that it is physic- 
ally impossible to have these people wander in 4 or 5 times a day, then you might 
ask, “Why can’t we give them drugs for self administration?” I think the 
answer is obvious: Not only would the addict fail to maintain his dosage, but 
his tolerance tendency would go up; indeed, the only limit to tolerance is 
the amount of skin available to inject, and the time required to take so many 
injections. Not only would the addict raise his dosage, but he would call for 
a variety of drugs, and all sorts of abuses would grow up. They would get 
their maintained doses from the so-called narcotic bars, and then they would 
go out and buy more on the illicit market. Such systems have been set up in 
various parts of the world—TI believe in some of the Asiatic countries 
it has been found always that the illicit traffic exceeds the legal traffic. 

Is that your view today, Dr. Isbell / 

Dr. Ispetn. Yes. 

I would just like to say something about the repeated visits neces- 
sary if you administer the drugs in the clinics. 

That is the situation with which we are faced now. In one of the 
plans for clinics, they advocate the use of a preparation which could 
be given only once a day. 

However, I know nothing of this preparation, and it would be 
strange if there were such a preparation that I-did not know it, since 
it is my business to know. Before we could use such a thing, a great 
deal of work would be required. 

But in one of these plans we do find this idea of preventing the 
numerous Visits per day. 

Senator Daniet. Dr. Howe, who said he thought such a shot could 
be worked out, did not say to the committee that one liad been dis- 
covered, or that one was being employed anywhere. I «lo not believe 
he contended that it had been worked out yet. Well, Dr. Isbell, about 
how many narcotic addicts would you think that you have had oc- 
casion to observe in your studies, in your official capacity ? 

Dr. Isseti. It must be thousands. 

Senator Dante. Sir? 


Dr. Issetx. It must be in the thousands. 
Senator Dante. In the thousands. 

rector at the hospital at Lexington? 
Dr. Lowry. Yes, sir. 


wee DanteL. Have you been director of the hospital at Fort 
orth ? 


- and 


Dr. Lowry, you are now di- 


Dr. Lowry. No; I have been on the staff there twice. 
Senator Danret. How many narcotic addicts have you had occasion 


to observe and work with and try to help? 


Dr. Lowry. Senator, I have long since lost count of them. 

Senator Dante. Would you say several thousands? 

Dr. Lowry. I am just adding up the years I was at the two hospi- 
tals. That would be, I certainly would feel safe in saying, that 
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Senator Dante... Several thousands? 

Dr. Lowry. Yes. 

Senator Dantet. What is the capacity at Lexington ? 

Dr. Lowry. One thousand two hundred. 

Senator Danrex. One thousand two hundred ? 

Dr. Lowry. Yes, sir. 

Senator Danreu. And it is full, is it not? 

Dr. Lowry. All of the time. 

Senator Danrex. All of the time; and you have been there how 
many years? 

Dr. Lowry. I have been there since July last year, and then I was 
there from 1943 until 1947. 

Senator Dantet. You were there 4 years? 

Dr. Lowry. Yes; and I was at the hospital at Fort Worth when 
it was opened in 1938 until 1939, and again for a period in 1943. 

Senator Danrex. It would be safe to say that it would run into 
several thousand addicts that you have had occasion to observe and 
to work with in a professional capacity ? 

Dr. Lowry. I have worked with them directly, in direct contact 
with them, as individuals, and also in supervising work of residents 
and other staff members. 

Senator Danret. Dr. Chapman, let us turn back to the question I 
have asked each of these gentlemen as to your own personal opinion 
of whether we should administer drugs to addicts for maintenance 
purposes, or to maintain their addiction for their comfort, solely for 
that purpose, you understand the intent of my question ? 

Dr. Cuapman. Yes, sir; I understand your question. 

I think in all fairness to what I would hope would be a scientific 
approach, I want to reemphasize that there is no such thing as the 
addict. 

Senator Dante.. As what? 

Dr. CuapmMan. There are as many different addicts as there are 
people, and there are as many different kinds of personalities as 
there are addicts. 

In my experience of those addicts that I have seen, and I have seen 
several thousand in the 5 or 6 years I worked at Lexington, I do not 
know of 1 case in which I would give narcotic drugs. 

I have been advised, however, that I have perhaps not seen all 
kinds of addicts. It is possible that there are some kinds of person- 
alities who would not properly be classified as being in medical need 
in the sense of having a carcinoma or some other debilitating disease, 
which was going to lead to death, but who had a kind of psychiatric 
illness which was equally debilitating in the sense of their being un- 
able to make an adjustment to life, and that such people might conceiv- 
ably, for periods of time during the course of their illness, be sup- 
ported for short periods on drugs. 

Now, I wish to make that qualification purely so that the record 
is clear, that I am not equivocating or hedging. I am just mention- 
ing the rare case, the one 1n a million, almost. 

Senator Danrev. Wouldn’t you classify that case along with the 
cancer case and the tuberculosis case, as cases where medically it has 
always been recognized as proper to administer drugs? 

Dr. Cuapman. I bring this up, Senator, for this very reason, that 
1 have not in my reading of the literature or my talking with people 
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heard this condition mentioned as a medical condition for which 
drugs should be given under certain circumstances, and I wanted to 
bring it out at this time. 

This is a relatively new experience with me in talking with phy- 
siclans. 

I think it is because of the wider spread interest and wider spread 
experience of physicians treating this problem in the last 4 or 5 years. 
They have come to see a wider range of people than we have seen 
here, people with earlier addiction and younger people, with those 
exceptions, rare, extremely rare, which I think could probably be 
called medical cases, I would not under any circumstances consider dis- 
pensing of drugs for the pure gratification of addiction. 

Senator Danie.. And you have never seen those types of cases per- 
sonally, among all the thousands of addicts which you have observed 
in your position with the Public Health Service ? 

Dr. CHapMAN. In all honesty, I have seen some that in retrospect 
might fit this, 1 or 2. 

Senator Danrev. Out of several thousand ? 

Dr. CHapMan. That is right. 

Senator Dante.. Dr. Himmelsbach? 

Dr. Himmevspacu. My feelings are very much like those which 
have been expressed before. There may be a few individuals who, 
for some reason that I could not detect, but which other folks might 
be able to detect, would be better off in society on a small maintenance 
dose of morphine. However, I would be strongly opposed to the fur- 
nishing of opiates to addicts for the maintenance of addiction and 
the satisfaction of their needs, as you have expressed it, in a general 
fashion. 

I do think, in all fairness, though that there may be a few people 
that are exceptions to this general rule. 

Senator DAnreL. Have you ever seen any of those people ? 

Dr. Himmetsspacu. I do not think I have; no. 

My experience has been with addicts that are seen in our hospitals; 
and previously I had a considerable amount of experience in the 
United States Penitentiary Annex at Fort Leavenworth, Kans., where 
drug addicts were sent for study and treatment prior to the opening 
of our hospitals. 

[ have not seen any that I would feel come into that category. 

Senator Daniev. Does your experience with addicts run into the 
thousands, also ? 

Dr. Hiwmerspacn. Oh, yes, sir. 

Senator Dantret. Would you undertake to estimate how many? 

Dr. Himmetspacn. Mr. Chairman, I worked closely and ‘directly 
with addicts for over 10 years, and during that period of time I have 
undoubtedly seen and treated several thousand. 

Senator Danrev. And of all that number, you have not seen any for 
whom you would be willing to try this business of giving maintenance 
doses in order to try to keep them out in society on drugs? 

Dr. Hurmetspacu. No, sir; I do not think I have. 

Senator Daniet. Dr. Trautman? 

Dr. TraurMANn. Yes, sir, Senator. 

I would not support the proposition either, that we would supply 
drugs solely for the reason of maintaining the addiction. 
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The reasons, most of the reasons, have been explained by the other 
gentlemen here, but I would like to just emphasize one point that Dr. 
Lowry, I think, touched on; and that is that we should not give up on 
the business of trying to help these folks. 

I have had patients write me letters that say, “Dear Doctor, I am 
coming to your hospital as a voluntary patient. I know I am going to 
get ready to go. Is there anything that you can do to hold me there, 
so that I can’t get out?” 

They have the desire, and I think that if we apply what we think 
is the proper approach to treatment, and follow through, as has been 
mentioned, that we will do a great deal to help this total problem. 

Senator Danrex. All right, sir. 

Do any of you gentlemen care to add anything to what has been said, 
or shall we go on to the next point 4 

Senator Butler, do you have any questions? 

Senator Butter. No. 

Senator Dantex. All right, Dr. Hunt. 

Dr. Hunt. Point No. 4: It is proposed that there be no relaxation 
in the efforts toward complete and permanent elimination of the sup- 
ply of illegal narcotic drugs, and that provisions for suppression of 
illegal traflic be retained. 

In this proposal the academy would distinguish between addicts 
and nonaddicts in applying the punitive measures of the control law. 

Our comment: We agree that present efforts should not be relaxed. 

We would suggest that jurists be given more opportunity within the 
law in making judgment as to the length of hospital care and treat- 
ment in those bona fide noncriminal addicts as defined in our comments 
on the first proposal. 

Senator Danret. When you use the word “noncriminal” addict, 
you mean an addict who has not been guilty of any crime? 

Dr. Hunt. Those who are not primarily criminals, but whose crim- 
inal acts are related directly and causally to their addiction. 

Senator Dante. Yes. 

Dr. Fentx. He may have violated the Harrison Act in that he pos- 
sessed non-tax-paid narcotics. 

Senator Dantet. Do you call him a noncriminal addict ? 

Dr. Feiix. Yes, sir. 

Senator Danret. That is a technical use of the term, is it not? 
Actually he has been guilty of a crime under the law. 

Dr. Hunt. That is our medical use of the term. Technically he is 
a criminal, of course, in that he has broken the law. 

Senator Danreu. Yes, sir. 

Dr. Hunt. But from the point of view of treatment we think of 
him as a patient rather than as a criminal. 

Senator Dante. Yes. In other words, what you are saying is that 
his only violations of the law have been violations of the Narcotics 
Act? 

Dr. Hunt. Yes, sir. 

Senator Danrex. The Harrison Act. 

Dr. Hunt. Yes, sir. 

Point No. 5: An adequate program of education for adult teachers 
and youths is proposed. 

Our comment: There has not been a well-defined program for edu- 
cation on drug addiction developed. 
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(Jualified educators could well devise a program which would then 
be available to those communities that have the addiction problem to 
adapt to their special needs. 

We suggest that each community school system would best define 
and devise the specific details of methods and approaches to the 
problem. 

Senator Daniec. Gentlemen, I do not wish to question you unduly 
about this recommendation, but you realize that it goes right in opposi- 
tion to what the U. N. Commission on Narcotics says. They dis- 
couraged educational programs. In England they told me the other 
day they just will not permit these programs at all because of the 
curiosity that it would arouse in the minds of young people to hear 
more about the drug, and your recommendation now would leave it to 
each local school unit to decide what kind of educational program is 
put into effect. I am not saying this in any critical way, but 1 would 
like to see how much study you have given the idea. 

Dr. Hunr. Well, it is fair to say that we have very grave veserva- 
tions about the value of education in most circumstances or In most 
communities. 

Again, however, we are not willing to make. an absolute statement 
here, and do feel that if local communities have a serious problem and 
want to approach and attack it through their schools, through educa- 
tional means, we would not wish to take the position that they should 
not do so. 

We do feel that under those circumstances they should have the 
advice of qualified experts in the field of addiction to assist them in 
developing special programs which could then be applied to their 
local situations. 

Senator DanreL. But you agree that great care should be used in 
these programs ? 

Dr. Hunt. We would insist upon it ; yes, sir. 

We feel very strongly that any blanket educational program shouid 
not be undertaken, and I think that is implicit, although possibly not 
as explicit as it should have been in our comment. 

Senator Dante. Yes. Youadd that to your comment now ? 

Dr. Hunt. Yes, sir. 

Senator Dantet. Oh, I would certainly agree that probably some 
types of educational programs are needed, but they certainly should be 
handled with care, and with the approval of experts in the Public 
Health Service, and in the Bureau of Narcotics. 

Dr. Hunt. We are certainly very dubious about any blanket educa- 
tional approach to this problem. 

Point No. 6: Research into the epidemiology of drug addiction and 
into new forms of treatment are proposed. 

Our comment is there is continued need of research in the epidemi- 
ology of drug addiction, but more important, since drug addiction is 
symptomatic of am ental-hygiene problem, a broad attack on the 
whole mental-hygiene front, including studies in prevention, epi- 
demiology, and treatment, needs to be pursued. 

In other words, we would relate these special problems of drug 
addiction to the larger problems of mental hygiene, in general. 


That is the end of our comments on the academy proposals, Mr. 
Chairman. 
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Senator Danie. Dr. Hunt, I am not sure if I got part of your 
recommendation about the possibility of a trial on a limited number 
of patients with this so-called plan to give narcotics to addicts for the 
purpose of maintaining them and their comfort. Now, it is something 
that not one of you say you favor. I am afraid that ype or re- 
porters here, if they got it as I did, would leave this room and say that 
you, the Public Health Service, were recommending that it might be 
advisable to try this program out on a limited scale as an experiment. 

If that is what you are recommending, and that is your position, 
let us get it clearly; and if it is not your recommendation, let us 
get that clear, too. 

Dr. Hunvr. I think that Dr. Isbell’s modification of the phraseology 
is proper. We would propose that studies be undertaken to see 
whether valid experiments could be set up. 

Senator Danret. Why do you propose that, when not one of you 
who has spoken here today thinks that it would be right to follow that 
kind of procedure except in a very limited number of cases, which 
none of you have ever observed in the area of drug addicts that we are 
actually worrying about. Why would you recommend that? 

Dr. Hunt. There are several factors, Mr. Chairman. 

In the first place, the addicts whom we see at Lexington and Fort 
Worth are not necessarily representative of the whole group of addicts 
in the country. 

Numerically they probably represent a cross section of the great 
majority but, as my colleagues pointed out, there are possibly types 
of addicts whom we do not see. 

The second point is that we have never done any work on this 
specific kind of proposal. 

Now, while we think that the results of our own experience and the 
work that we have done suggest that this would not be a very fruitful 
approach, we are in the position of extrapolating information gained 
along a certain line of approach to a related but somewhat different 
proposal. 

All we are suggesting is that because of the scientific stature of 
some of the people who are proposing this alternative method of 
handling the problem, we would not feel able to make a definitive 
statement about it without having tried it out. 

Senator Butter. Doctor, don’t you think the experience over 5 
years in the State of New York, and the experience throughout the 
world with this type of thing is sufficient to say that it will not work ’ 

Dr. Hunv. I think, Senator, that we must say that the variations 
in the New York Academy plan from what has ever been done or 
tried anywhere else lead us to believe that we cannot automatically 
apply the conclusions that have been reached elsewhere. 

Senator Butter. The chief one being if you keep them comfortable 
they may respond to treatment; is that the chief difference? 

Dr. Hunv. I think that is a principal difference; yes, sir. 

Senator Butter. In other words, that was not practiced in the old 
clinics in the 1900's. 

Dr. Hunt. That is right. 

Senator Danret. What is that, Doctor? 

Dr. Fexrx. I was using a slang expression, Senator, to my col- 
— they were a filling station more than anything else. the old 
clinics. 
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Senator Danie. The old clinics. 

Dr. Fe.ix. I might just point out, if I might take the ball from our 
chief here a moment, I think I was the first who said, because I was 
the first who spoke, that I would not follow this practice myself. 

Well now, this is not unusual. There are other medical procedures 
some of them in my own field of psychiatry, that I would not use 
myself at the present time in their present state of development. 

However, | would be eager, through the facilities of the National 
Institute of Mental Health, and the funds which you gentlemen and 
your colleagues in the two Houses make available to us, I would be 
eager to see research done upon them. 

I am sure if the person who made an airplane last before the Wright 
brothers had been the one upon whom judgment was finally passed, 
since this had been tried a number of times and it had never worked, 
we still would not have airplanes. 

To the best of our knowledge, we are of the opinion collectively that 
we would not use this in the present state of knowledge. 

However, if there is something yet to be known, I think we owe it 
to the American people, to addicts, in particular, and to their families 
to try to see if there is something more here than we already know. 

Do I make myself clear? 

Senator Danrev. Yes, you do, Doctor. You make yourself clear, 
except I am just wondering if the right impression is being left. I 
think I understand you. 

You are talking about the possibility of experimenting with some- 
thing which is being discovered in these few exceptional cases that 
none of you have seen, but that you have heard about, in which an 
experiment like this might be worked; isn’t that right? 

Dr. Frurx. Yes, sir. 

Mr. Chairman, every patient who is sick is the most important per- 
son in the world. 

Senator Danrev. That is right. 

Dr. Fevtx. Now, we cannot look at these people as a great mass 
without faces and hearts and souls. 

They are each individuals, and if there is one in a million that this 
is what it takes to make a good citizen out of him, a good husband, a 
good father, a good workman, I think we owe, as we owe an allegiance 
to our country, to do what we can for these people. 

Senator Danrev. Yes. But you would be willing to see such an 
experiment tried, though only for that one or those few people, who 
are different from any of the types of addicts that you have seen in 
your collective experience ? 

Dr. Fetix. That is correct. Those that I have seen, like the others— 
I was 5 years at Lexington, from 1936 to 1941—those I saw there, I 
can think of one, perhaps. He went all to pieces, as it was, and he 
is dead now, I understand. 

I can think of only one that might have done a better job. 

He is the only one out of, I don’t know how many I saw. 

Senator Butter. But, Dr. Felix, you would not under any circum- 
stances embrace the part of the Howe plan that would designate a 
man permanently addicted and put him on these sustaining shots, 
would you? 
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Dr. Feiix. Not, Senator Butler, of those I have seen. 

There may be this person—we have all heard there is such a person, 
there are such persons—I haven’t seen them. 

To none that I have seen would I do this, with the possible exception 
of one, as I look back, and I am not sure about him. 

But this does not mean that Dr. Howe and others have not seen 
other kinds of addicts. 

I do not know—I am speaking purely from assumption—but I dare 
say that those addicts whom Dr. Howe was seeing have been addicts 
who have never gone to Lexington or Fort Worth; they have been 
handled in some other way. 

Senator Danie... He said of the 40 he treated, most of them were 
doctors. Now, the only thing I wanted to make clear is that even your 
having any quasi-approval of experiments in this field would not apply 
to the types of addicts that you gentlemen have seen in your collective 
experience of viewing and treating at least 25,000 addicts, the type 
that we are treating now in our Federal hospitals. None of you 
believe that any experiments are necessary or should be made on the 
matter of furnishing drugs to those people, the type that you have 
had experience with, for the purpose solely of maintaining their ad- 
diction; am I correct in that? 

Dr. Ferrx. Speaking for myself, that is a correct statement. 

Senator Danre.. Well, I think I understand fully. You have re- 
spect for Dr. Howe and the New York Academy of Medicine. You do 
not want to just close the door and say that there may not be a few 
addicts in a class that you have never seen on which this treatment 
or this proposal may work. 

Dr. Fenix. That is correct, sir. 

Dr. Howe is a distinguished gentleman. He is a learned doctor. 
He is motivated by the most sincere motives. 

I know him fairly well; I respect him, and I am personally fond of 
him, and I am sure that every word he said came out of the depths of 
his heart and out of his convictions and from his experience. Having 
the kind of respect I have for him, a colleague whom I am very proud 
to call a friend, I certainly would not want to close the door to his 
doing what he thinks is best for a kind of addict that ae I 
have not seen, and when I say that, Senator, please do not misunder- 
stand me, I am not saying that perhaps, he has not seen them either. 
I do not mean that; I mean I have not seen them, and they probably 
exist. 

Senator Danret. Senator Butler, do you have any further ques- 
tions? I think I understand your position clearly now. 

Senator Butter. Let me ask just one further question. 

Is there ever a time at Lexington or Fort Worth where the Public 
Health Service would give shots to an addict other than withdrawal 
shots? 

Dr. Fenix. I would have to toss that to the others; I have not been 
there since 1941. 

Dr. Lowry. Yes. 

Senator Butter. What is the purpose of those shots? 

Dr. Lowry. A man has a painful malignancy. 


Senator Burier. All right, for ordinary medical purposes, but never 
for maintenance. 
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Dr. Lowry. That is right; and if he tells us the name of his physi- 
cian, we write to him and say that during his stay in the hospital this 
is the medication he received. We do not tell his physician that he 
should give him narcotics. We tell him that we did. 

Senator Danrex. Those are medical cases you are talking about? 

Dr. Feirx. That is right. 

Dr. Himmetssacu. As part of the routine treatment, at least when 
I was treating them, I stabilized them on minimal amounts of mor- 
phine they required for prevention of abstinence symptoms so they 
were just barely comfortable, shall we say, or reasonably comfortable 
for a period of a week, 10 days or 2 weeks, before I would withdraw 
them. 

During this period of time we would feed them well. They would 
get into reasonably decent shape; physically they would become 
stronger. 

Senator Danien. That was part of withdrawal. 

Dr. Himmerspacu. That was institutional routine. They would 
become prepared to go through the first stage of the treatment, which 
would then be the second stage, that of actual disassociation from 
the narcotic drug. 

Dr. Fenix. That was preoperative treatment, Senator Butler, if 
you want to use that analogy. 

Senator Butter. Yes. 

So the only two occasions you would use it would be prewithdrawal 
treatment or to kill a very severe pain, medical ? 

Dr. Himoerspacn. Yes. 

Senator Butter. Such as would be caused by cancer ? 

Dr. Himmetspacu. Yes, sir. 

Senator Dante... Now, gentlemen, let us get to the type of addicts 
that we have been treating, and who come to our Federal hospitals. 
Those are really the ones that we need to think about in improving 
our program, it seems tome. Are all of you in agreement that these 
Federal hospitals and that the treatment there in these Federal 
hospitals should be continued? Are you in general agreement on 
that ? 

Dr. Fetix. Yes, sir. 

Senator Daniet. The thing now is, if we can, let us sum up, and 
tell this committee what you think of the Federal hospitals what can 
Congress do to help you improve the job you are doing in those 
hospitals; a job that has been complimented even by those who have 
advocated some different system, Dr. Hunt ? 

Dr. Hunt. We appreciate that, Senator. 

I think we can say that we would expect that no matter what else 
happened there would be a continuing need for hospitals, special 
hospitals, at which drug addicts could have their initial period of hos- 
pital care. 

I should like to reiterate what the Surgeon General said yesterday. 
It is our increasingly overpowering feeling that hospital care is only 
the first step, and that the local communities to which the patients 
return after they leave the hospital must, if treatment is to be suc- 
cessful in any appreciable number of patients, pick up the ball and 
provide facilities for rehabilitation of the individual in his home en- 
vironment, to give him the continued psychiatric and other kinds of 





1482 ILLICIT NARCOTICS TRAFFIC 


support that Dr. Stevenson described this morning, to be at his side as 
he meets the stresses and the problems of day by day life, which tend 
to cause him to return to addiction, if there is not some help upon 
which he can rely. Now, whether the hospitals should be Federal 
hospitals, State hospitals, or local hospitals is a matter for determi- 
nation by people other than ourselves. 

Actually, we do have two Federal hospitals in existence and in 
operation, and we would expect that there would be a proper place for 
their continued operation for the indefinite future. 

Senator DanteL. What is your possible patient load at Fort Worth? 

Dr. Hunt. We have—Dr. Trautman ? 

Dr. Trautman. We have a total of 985 beds of which 356 are for 
addicts. 

Senator DantEeL. 356—— 

Dr. Trautman. Beds. 

Senator Dantev. Was that hospital built especially for narcotic 
addicts or not? 

Dr. Fextx. No, not exclusively for narcotic addicts. 

Dr. Htmouetssacnu. It is a psychiatric hospital. 

Senator Danret. Was it built mainly with the treatment of nar- 
cotics in mind originally ? 

Dr. Fetrx. I think that is so. 

Senator DanteL. Are we in agreement on that ? 

Dr. Trautman. It was authorized under the 1929 law. 

Senator Dante.. Now there are nine-hundred-some-odd beds ? 

Dr. Trautman. Yes, sir; 985. 

Senator Danret. And 365 are being allotted to narcotic patients / 

Dr. Trautman. That is right. 

Senator Danrev. And the rest to what? 

Dr. Trautman. Neuropsychiatric patients. 

Senator DanteL. Neuropsychiatric patients. 

Dr. Hunt. Of whom, Senator, 268 are patients whom we take care 
of for the Veterans’ Administration. 

Senator Danreu. Is the Veterans’ Administration short on hospitals? 

Dr. Hunr. Extremely short on neuropsychiatric beds. It is going 
to take gradual readjustment over a period of years if we have to 
utilize more beds at Fort Worth for addicts. 

As a matter of fact, we have notified the Veterans’ Administration 
that in fiscal year 1957, beginning next July 1, we will probably be 
able to allot only 235 beds to them, instead of the 268. 

An additional 33 beds for addicts would enable us to treat quite a 
considerable number of additional patients during the course of that 

ear. 
ti Senator Dantev. What do you charge the Veterans’ Administration ? 

Dr. Hunt. That is a figure prescribed by the Bureau of the Budget, 
and it is $8.35 a day. 

Senator Dante. $8.35? 

Dr. Hometssacu. That was before the 13th of March; it went up 
to $8.73, and on July 1 was increased to $9.10. It is a figure that is 
given to us by the Bureau of the Budget, who say this is what we 
shall charge. 

Senator Dantet. Is it based on the amount that the Veterans’ Ad- 
ministration figures it cost to maintain their own patients? 
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Dr. Himmerssacn. No, sir. 

Dr. Hunt. It is primarily based on our figures for the operation of 
that hospital. 

Senator Daniev. Do you know whether or not that is higher or 
lower than the Veterans’ Administration’s figure on operation of their 
own hospitals? 

Dr. Hun. I cannot speak for their neuropsychiatric hospital, Sen- 
ator, I do not know. 

Senator Dante. Sir? 

Dr. Hunt. I cannot speak for their psychiatric hospitals. 

Senator Danie... Can either of you give us that information / 

Dr. Himoerssacn. It is a figure that is calculated to meet, on the 
average, the costs of the care of neuropsychiatric patients throughout 
the various Government mental hospitals. 

It is probably a mean or an average cost for the entire Federal 
system of mental hospital care. 

Senator Dantet. Dr. Trautman, you have these people there. Do 
you know whether or not the Veterans’ Administration is able to take 
care of its own patients at that price? 

Dr. Trautman. I do not know. I have not heard their figure. 

Senator Dantev. I will ask the staff, to get that information defin- 
itely. Senator Butler and I have been told that you are actually 
taking care of these Veterans’ Administration patients actually at less 
than the cost to the VA for taking care of them, but whether it is in 
neuropsychiatric patients or not, I do not know. 

Dr. Hiwoetssacu. There is a difference in the rate. 

Senator Dante.. Which is the higher? 

Dr. Himmerssacn. The standard rate for general medical and 
surgical patients is $18.25 per diem; next year it will be $19.25. 

Senator Dantet. For what type of patients? 

Dr. Himmenssacn. General, soda. and surgical patients. 

Senator Danret. They are higher than the neuropsychiatric 
patients ? 

Dr. Himmetspacn. Yes, substantially. They stay a shorter period 
of time and require much more service per unit of time. 

Dr. Frerrx. They get much more service. As a psychiatrist, I can- 
not let that stand. General medical patients get much more service. 
I corrected the word “require.” Iam not saying that general medical 
patients require less than they get, but I would maintain that the 
psychiatric patient requires much more than they get. 

Senator Dantet. How many beds at Lexington are not being used 
for narcotic patients ? 

Dr. Lowry. We have 101 who are not narcotic addicts. 

Senator Dantet. What kind of patients are those? 

Dr. Lowry. Merchant seamen. coast guardsmen, and a few coast 
guard dependents. 

Dr. Hunt. Regular beneficiaries of the service, who are psychiatri- 
cally ill. 

Dr. Lowry. Sometimes we have prisoners awaiting trial, and the 
Federal court asks us to examine them to determine the man’s status, 
whether he is fit to stand trial, and so on. 

Senator Dante.. As I figured here, there are 1,328 beds available in 
the 2 hospitals together for narcotics patients. 

Dr. Lowry. Yes, sir. 
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Senator Danrex. All right. That would be 1,227, then, if you take 
off the 101 other patients. 

Dr. Lowry. Yes, sir. 

I think it is fair to point out to you, however, that our functioning 
‘apacity is about 1,200, because the other beds are the beds that are 
empty and not being used, for example, in a TB ward or medical war« 
or surgical ward. 

We have 25 beds in the TB ward, with only 20 patients in it. It 
would hardly be reasonable to move any other kind of patient in there, 
and the same thing with surgery and medicine. When we speak of a 
bed capacity, we distinguish between constructed capacity, and func- 
tioning capacity; we can actually take care of about 1,200 patients. 


Our constructed capacity is a little over a thousand, and we have 
1,528 beds set up. 


Senator Daniet. Well, how many narcotic patients can you take 
care of ? 

Dr. Lowry. 1,100 at any one time. 

Senator Daniex. 1,100; and then 356 at Forth Worth ? 

Dr. Himuerssacn. That is at this time, Senator Daniel. We have 
recently made some readjustments of space within the hospital—which 
are going to be formalized, we hope, 8 Friday—which will increase 
the bed space by nearly 100. 

Dr. Traurman. That is counting the reduction of 33 VA beds; so 
it is actually a total of about—— 

Dr. Himmerspacn. Put it down about 67. 

Senator Danrev. Increase of how many ? 

Dr. Himmetsracu. Sixty-seven through rearrangement and read 
justment of space within the hospital ; and next year we plan to convert 
33 beds that are now utilized by the Veterans’ Administration, thereby 


increasing the potential drug-addiction load in the hospital by 
about 100. 


Senator Danrev. Another hundred ? 

Dr. Himmenssacu. Yes, sir. 

Senator Danrex. Then you will have 456 beds available ? 

Dr. Himmexspacn. 456. 

Senator Dante,. Now, Dr. Hunt, do you think that you would be 
able, with that capacity to take care of commitments by the States 
under the proposal that Attorney General Javits has made provided 
the States reimburse the Federal Government for care of those 
patients ? 

Dr. Hunt. That is another one of those problems that requires a seer. 

We have never had experience with State commitments. The 
nearest to it has been the group who have been committed to us by the 
District of Columbia during the past 2 years. 

Senator Dante. And your Blue Grass commitments of Kentucky. 

Dr. Hunt. Yes, sir; except that those involve a left-handed way of 
handling voluntary patients who came to us, as far as we were con- 
cerned, like other voluntary patients. 

One of the problems is going to be that of reimbursement. This has 
been a problem with the District. 

If the States have authority to commit patients to Lexington and 
Forth Worth, and if we have authority to receive them—and both of 
those “ifs” will require changes in the fawo tie fact still remains that 
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under Attorney General Javits’ proposal, or the proposal of the 
attorneys general, the States nell have to reimburse the Federal 
Government for the cost of those patients. 

Our present charge at Lexington for voluntary patients is $7.50 
: day. The charge to the District of Columbia is, I believe, slightly 
below that at the moment. 

Charges of that magnitude mount up when you have a number of 
patients staying for weeks or months, and States will nel to make 
special provision for the financial cost. I must say we just do not 
know how many patients are actually going to be committed to 
our care, 

Senator Danie.. Iam assuming they do that. 

Dr. Hunv. If these two changes in the law are made, committed 
patients will presumably to a degree replace present voluntary pa 
tients. Some of those who are now coming in on a voluntary basis 
would presumably be committed to us by State courts under the other 
proposal. Another factor which we think is of utmost importance 
is the form in which any commitment law finally is written. 

We feel we would be very much opposed to commitment laws that 
specified a minimum period of stay in the hospital, because patients 
are being committed for medical care; they are not being sent to jail. 

If they are being committed for medical care, it should be left for 
medical determination whether they stay 4 weeks or 4 months, for 
more or less, and that again would have a considerable bearing on 
whether we would have beds enough to take care of all of the com- 
mitted patients. 

Senator DanieL. You are all in agreement that there should be a 
compulsory or some legal commitment, so that rather than handling 
them on a voluntary basis—the patient will have to stay until you 
release them ? 

Dr. Fenix. You mean noncriminal ? 

Senator Dantev. Well, I am talking now about some type of legal 
proceeding that will mean that they must stay there until you release 
them. 

Dr. Feiix. Yes; so long as it is not a criminal procedure, except with 
people who have violated the law. 

Dr. Himmecssacnu. I think it would be very important at this point, 
Senator, to point out along that line that it would not put us in a better 
position than we are right now, but if commitment were combined 
with provision for followup and rehabilitation therapy in the com- 
munity, by the communities, it might be a very good thing. 

Senator DanieL. Yes. 

Dr. Himmerspacn. It probably would be a very good thing. But 
by itself I am afraid a commitment law would not he Ip the situation. 

Senator Dantev. In other words, the Federal Government should 
not provide for treatment of the State-committed patients, even on a 
reimbursable basis unless the States themselves have a followup 
program ? 

Dr. Himmenssacn. Until and unless, please, sir. 

Senator Danie. That is right. Well, that is as I understand it, 
yon are all in agreement on that? 

Dr. Himetspacn. Yes, sir. 

Dr. Hunt. There is the other question, Senator, which was implicit, 
I think, in your earlier question, which I neglected to point out. 
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I would like Dr. Felix to speak to it, if he will. He just raised 
the question with me here. 

Senator Danren. Off the record. 

(Discussion off the maeres 

Senator Danret. Dr. Isbell, I have seen your testimony before the 
Canadian Senate committee, and we will make that a part of the 
record, and also the promt by Dr. Isbell and Dr. Chapman, which 
has already been made a part of the appendix to the record. 

(The testimony of Dr. Isbell referred to may be found in the docu- 
ment entitled “Proceedings of the Special Committee on the Traffic in 
Narcotic Drugs in Canada, the Senate of Canada, Wednesday, May 
25, 1955, No. 11,” in the appendix at p. 2015.) 

Senator Dantex. All right, counsel. ; 

Mr. Gasqur. Dr. Isbell, you probably have had more direct con- 
tact than most of the people before us with addicts, and you are 

yresently using them in your laboratory down in the Federal narcotics 
leita I believe ¢ 

Dr. Ispetu. Yes. 

Mr. Gasque. Would you describe an addict, you might say the 
average addict, for us. 

Dr. Ispeti. Well, I think it has been pointed out here that average 
is a myth with particular reference to addiction. ' 

The largest majority of the people that come to us at Lexington, 
however, are individuals that you would describe as being emotionally 
immature people; persons who have not developed the kind of control 
that the rest of us have. 

You might in one sense describe them as grownup children, the 
kind of persons who act first, think later. 

They are the kind of individuals who cannot defer satisfaction until 
tomorrow ; they must eat the candy right now. 

They are the sort of individuals that form no firm attachments 
to other people; they do not have stable home lives; they do not have 
stable family lives. 

They do not tend to marry and stay put in one place; they go from 
job to job, from place to place, position to position, activity to activity, 
even in the illicit field. 

They will trade activities and will not stay in them at one time. 


They are restless, roving, the roving type of individual, with all these: 


traits I have mentioned. 

These are only part of them. You cannot describe any average 
and get into that description all of the people who are addicts. 

I think this is the most common: They are hedonistic, self-seeking, 
thrill-seeking, pleasure-seeking, immature individuals. 

Senator Dantet. Have you ever made any study to see how many 
of the addicts, or about the percentage, that get into crime and criminal 
association before they become addicted ? 

Dr. Ispeii. I never have, myself, sir. 

Senator Dantet. Have any of you gentlemen done that ? 

Dr. Fenix. One of our service officers, I believe, Dr. Pescor, who 
is now stationed at the regional office in Dallas, Senator, did such a 
study. 

Senator DanteL. Were you about to say something on that? 

Dr. Lowry. We have some material that I would not call a study. 
I am interested in Dr. Pescor’s findings, because they establish a point 
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of reference, so we can see what the changes are that have occurred 
since his study some years ago. 

We reviewed recently some 200 records of addicts, could I postpone 
this so that he makes the plane ? 

Senator Dantex. Yes, just hold it. 

Go ahead. 

Mr. Gasque. Dr. Isbell, has it been your experience that most ad- 
dicts want to be cured? I believe in Canada you spoke of ambiv- 
alence, 

Dr. Ispetit. Yes; they would like to have their cake and eat it, too. 
They would like to be cured, and they do not wish to be cured. 

These people, I think you speak of them as being poorly moti- 
vated for treatment. They frequently come to a hospital for a very 
superficial reason. 

Some of them may come there because they are mad at a peddler who 
suddenly raised his prices; that is their only reason for coming. 

Others may come simply to get the degree of addiction reduced to 
where their habits could be kept up at a high level. 

Many of them come under pressure from their families, not really 
of their own will, their own wish and accord. 

They are a group who are even in treatment—who will vacillate. 

As I said, they are very changeable and immature people. One 
day they may be really desiring to get away from addiction. This 
frame of mind might last for a matter of days or weeks, and then they 
will have a change of mind. 

Mr. Gasque. Dr. Isbell, on page 490 of your testimony in Canada 
you made another statement that is of special significance to this com- 
mittee, and it is this: 


I think it is a matter of better medical practice, increase in education of our 
doctors, increase in a number of things that we can do for alcoholics and aware- 
ness that the giving of opiates to alcoholics is likely to lead to something that is 
worse than alcoholism. I would think that there are extremely few physicians 
now who would use an opiate to relieve nervousness and so on in an individual 
who had been on an alcoholic debauch. 

Would you develop that statement for the benefit of the committee ? 

Dr. IspeLy. At one time, a very large percentage of addicts seen in 
the Lexington hospital, apparently made their first contact with nar- 
cotics through receiving morphine or some other opiate for the relief 
of the symptoms that follow an alcoholic debauch. 

One time the percentage was very high. At the present time this is 
not as prominent. I believe Dr. Lowry may have something to say 
about that if you ask him, and this statement in Canada, I think, was 
an attempt to explain why alcoholism, as an antecedent to drug addic- 
tion, was less prominent now than it had been in the past; and I 
thought that one factor might be a growing realization and growing 
teaching of medical students that the use of morphine in this particu- 
lar situation in a postalcoholic state was not a good thing. 

If one goes back and looks at the old textbooks you will find in 
the early thirties opiates recommended for the relief for the symptoms 
of alcoholism. During the thirties all of a sudden these statements 
begin to drop out until now in the standard textbooks you find a con- 
trary statement, that opiates should not be used because of the danger 
of inducing addiction in this situation. 





1488 ILLICIT NARCOTICS TRAFFIC 


Mr. Gasquer. Is it your professional opinion, as an authority on the 
subject, that administering drugs to an alcoholic undergoing ex- 
treme nervousness caused by his “drinking i is very dangerous? 

Dr. Ispeti. Do you mean the opiate drugs? 

Mr. Gasque. Yes, sir. 

Dr. Ispety. Yes, sir. 

Senator Dante. Well, thank you very much, Dr. Isbell. 

Dr. Isnect. It isa great pleasure to be here, sir. 

Senator Danrev. Thank you very much. I hope you have a safe 
trip. Let us go to Dr. Lowry with the study that he was about to tell 
us about, and ‘then we will come back to Dr. Felix. 

Dr. Lowry. Well, I would like to start out by saying that IT hope 
it is understood that at the hospital at Lexington and at Fort Worth 
we only get about one-third of the prisoners who are convicted in 
Federal court, and who are recognized as addicts, so there is a selec- 
{ion process that is occurring. 

The other persons who do not come to Lexington and Fort Worth. 
go to other establishments of the Bureau of Prisons or to non-Federal 
institutions. I am talking now of the narcotic addicts. 

So that with that in mind we are now talking about a certain seg- 
ment of the addict population that we see at Lexington; I am not 
speaking of addicts in general. 

And, to narrow this down further we looked over the records of 
some 200 addicts that we had received, and we discovered what ap- 
peared to be a significant difference between those addicts who come 
to us with sentences over 5 years and those with sentences of under 
» vears, 

So we examined the records of about 100 persons with 5-year sen- 
tences; they were all males. We did not have time to go into the 
female situation. 

But of these 100, 45 percent of them had criminal records prior 
to the time that they said they began to use narcotic drugs. Now, this 
information was based on the FBI rec ord, the criminal record infor- 
mation. 

The statement as to when they started using narcotic drugs is a 
statement of the addict himself. 

There may be some question as to the validity of that statement. 
But with those two things in mind, of a hundred, 45 percent had 
criminal records prior to ¢ addiction. These included lare eny, robbery, 
holdup and such other things as that. 

Now, when we look at the persons with sentences of over 2 but 
less than 5, we find that the percentage of those with criminal records 
prior to addiction dropped to 35 percent, and the same was true, prac- 
tically the same, of 34 for those with less than 2-year sentences. 

So if you take the 200 as a group then, 40 percent of the 200 had 
criminal records prior to addiction and, as I say, there are variations 
within that; and again this is a selected group who come to us. It 
does not represent “necessarily all the addicts that are seen in the 
Federal courts. 

Senator Dante. Yes. 

Senator Butter. Doctor, do you have any figures or have you any 
information that you could give this subcommittee in connection with 
the supply of these addicts that you are now talking about, whether 
or not they themselves were addicted or whether or not they them- 
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selves were in the criminal category or any information of that kind ¢ 

Dr. Lowry. I do not believe I understand your question. 

Senator Butter. In other words, you have gone through the records 
of 200 addicted persons. 

Dr. Lowry. Yes, sir. 

Senator Burier. One of the questions that you may have asked 
them—I do not know whether you did ask them or not—but one of 
the questions that you did ask them was where they got the supply 
of narcotics, who supplied them. 

Dr. Lowry. That question was not asked. 

Senator Butter. You did not ask them? 

Dr. Lowry. No. 

Senator Burter. Did you ever ask them where they get their 
narcotics ? 

Dr. Lowry. Yes, though we do not put it quite that way. We are 
interested primarily in the onset of addiction and the method by which 
that occurred. 

Senator Burier. Well now, the reason I asked that question is Dr. 
Howe’s plan, of course, is based very largely on the fact that all the 
criminality is brought about by reason of the fact that the addict must 
become a peddler or pusher himself to gét his own drugs. 

Do you ask him any questions that would touch on that question ? 

Dr. Lowry. We have not made a study that would give you informa- 
tion on that, Senator. 

Senator Danret. Doctor, how do you determine which of the nar- 
cotic addict Federal prisoners will come to the hospital for treatment 
and those which will not? 

Dr. Lowry. Well, that determination is not made by the hospital, 
sir. It is made by the—— 

Senator Dante... The judge? 

Dr. Lowry. By the Bureau of Prisons, which has the responsibility, 
and they endeavor to send us those addicts in whom the antisocial 
record is of less degree than those which they send to the regular 
prison. In other words, they are trying to identify those individuals 
for whom treatment at Lexington would be the most appropriate. 

Henator Daniet. Do any of them run up into pretty long sen- 
tences ? 

Dr. Lowry. Yes, sir. But I would say that is the exception. I 
think any system is bound to break down at times, and we have 
received since January 1, 3 individuals with 15-year sentences. They 
all came from one place. 

I doubt very much that the Bureau of Prisons deliberately sent 
them there. 

Now, a couple of years ago we received at the hospital a number 
of individuals with 5-year sentences. Does that fall in your group 
of long sentences ? 

Senator Dantet. Well, I was really thinking about longer than 5 
years. I wondered if you had many of those. 

Dr. Lowry. No. I could give you that information if you want it. 

Senator Dantet. Dr. Chapman, do you have that ? 

Dr. Cuapman. As of August 1955, 13 percent of the patients in the 
hospital had sentences over 5 years. 
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Senator Dantex. 13 percent? 

Dr. CuHapMan. Yes, sir. 

Senator Danrev. Can either of you say about what is the average 
— of the Federal prisoners? 

r. CHapman. Yes, sir. 

Senator Dantev. Who were convicted of crimes and sent there? 

; Dr. Lowry. Yes; we have that information. We have it in two 
orms. 

I did a recent compilation of length of stay of those 412 prisoners 
who were discharged in fiscal year 1955. 

Of the 412, 169 were in the hospital 1 year or less; this is approxi- 
mately 40 percent; 173 were in the hospital from 1 year and 1 day 
to 2 years, which is approximately 43 percent; 55 of the 412 were in 
the hospital from 2 years and 1 day to 3 years; and the other—well, 
12 were in for 3 years and 1 day to 4; and the 3 had been in there be- 
tween 4 and 5 years. 

So, you see, better than 80 percent, 84 percent, leave in less than 2 
years, and these are all Federal prisoners. 

I am glad you brought this up because from time to time I hear 
a verbalization of a myth that we have many persons who stay at 
Lexington for a very long period and, as with many myths, this does 
not stand - under scrutiny. 

Senator Danret. What is required to keep some of them longer than 
2 years? That would be an exceptional case, I guess, or how does it 
happen that you would keep a small minority of them over 2 years? 

Dr. Lowry. Because they come there with a sentence that requires 
that they stay longer than 2 years; they are not paroled, as 25 percent 
of the prisoners are, and they are not eligible for conditional release. 
They are making a satisfactory adjustment in the hospital, and we 
do not believe it would be therapeutically to their good to transfer 
them to another institution prior to their deedihege from the hospital. 

Senator Danret. Those cases are allowed to serve their term out 
in the hospital ? 

Dr. Lowry. Yes, sir. 

Senator Danret. Any other questions? 

Senator Butter. No. 

Senatar Danie. That is very interesting. Have these figures 
showing the study on the length of time been made available? 

Dr. Lowry. I doubt it, sir, because they were only recently com- 
pleted, and I only have one copy. 

Senator Danrex. Could you furnish us copies of those after we get 
back to Washington ? 

Dr. CHapMan. Yes, sir. 

Senator Dante. All right. Now we had a question that had been 
shifted to Dr. Felix. 

Dr. Fenix. Mr. Chairman, there is a question that has been both- 
ering me, and, I think, bothering my colleagues. 

It seems to me—well, to orient what we were talking about, you 
asked whether we thought there should be State commitments to 
the Federal hospitals, and so forth. 

It seems to me that the Congress has to look squarely at one problem 
of policy: Why should the Federal Government take care of this 
sort of a job for the States? 
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I am trying to stay right neutral. Coming from Maryland, you 
can have an idea of what my sentiments are regarding State’s rights. 

Senator Buturr. I asked that question this morning of one of the 
law enforcement officers in the State of New York, and I think Attor- 
ney General Javits touch on that. If one State deals harshly with 
addicts, then they go over to the other States, which really should 
not be a charge on the State to which they run. It ought to be borne 
maybe more equally by all the people. That might be one reason 
for it. 

Dr. Fexrx. Well, all right. I will not argue the point with you, 
Senator, because-—— 

Senator Butter. Well, I would not argue with you because I would 
not know, except what I was told this morning. 

Dr. Ferrx. It is a question that the Congress has to look at if I 
might be so bold as to say so, should the Federal Government take 
care of this, which is a job of the individual States from whence 
comes the power of the Federal Government? No. 2: It is a well- 
known fact in the treatment of psychiatric patients generally, and 
this is no less true of this group of psychiatric patients who are 
addicted to drugs, that the farther removed the ee of treatment 
is from the home environment, the less chance there is of a high per- 
centage of—of an optimum percentage of recovery. 

A person comes from any State you wish to name—let us say 
Maine, because it is up in one corner of the United States—to Ken- 
tucky. This isa long way from Maine. 

He is uprooted from family, friends, and everything else, and he 
has to go down there for treatment. 


I am oO | proud of what those two hospitals have done; 


I am as gratified as the rest of my colleagues here with the kind 
remarks that have been made. 

But in a mental hospital we know that a separation of such dis- 
tances is not conducive to the best possible opportunity for cure. 

Now, when you add to that what Dr. Hunt mentioned, they come 
to the hospital, but there is no opportunity for follow-through in the 
community in which there is an intimate knowledge of what has gone 
on in the hospital, what has been found out about the patient, how 
this patient should be dealt with from the physical, psychological, 
and social standpoint in terms of: rehabilitation, employment, eco- 
nomic problems, and so forth, it seems to me there is an awfully wide 
gap there. 

And so I just raise the question: Shouldn’t this be a matter of 
general policy which should be considered by someone other than the 
employees of the Government as to whether or not this is the States’ 
job in the broader sense or the Federal Government’s job? 

Senator Butter. Doctor, what is the basis of your admission of a 
voluntary patient now ? 

Dr. Fexix. I wish you would ask one of the others, Senator. I 
have no administrative authority where the hospitals are concerned. 

Senator Butrier. Suppose a resident of Maryland goes down to 
Kentucky and says, “I want to get into the hospital.” Would you 
take him? - 

_ Dr. Hiwerssacn. He applies for admission to the medical offcer 
in charge at Lexington. If there is room for him and he is accepted, 
then he goes on down for his treatment. 
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Senator Butter. You take them in from any State / 

Dr. Hiwmexssacn. In one hospital or the other; yes, sir. 

Senator Butter. Don’t those people pay the going rate? 

Dr. HimmetspacH. Some do. We have two hospitals, sir, and we 
try to steer the patients to the hospital nearest to their homes. 

Senator Butter. Would you take an indigent person / 

Dr. Hunt. Most of them are. 

Senator Butter. In other words, the Government pays most of the 
bill for those people? 

Dr. HimmetspacnH. Yes, sir. 

Dr. Hunt. We have a charge of $7.50 a day, which I mentioned 
earlier, which is levied against those who can afford to pay. 

Actually, the number of addicts who can afford to pay a charge of 
that magnitude is very small, and the great majority of the voluntary 
patients are taken care of without charge to them. 

Senator Butter. Does the hospital at Fort Worth or the hospital 
at Lexington in any case receive compensation or reimbursement from 
m" State or local organization ? 

r. Hunt. No,sir. There is no provision for that in the law at the 
present time 

Dr. Ferix. With the exception of the District. 

Dr. Hunt. I am sorry, 1 am corrected on three sides here. The 
District of Columbia has a special law which expires next July 1, 
under which the addicts may be sent by the District to the Lexington 
hospital at a charge to the District. That is a limited law for a variety 
of reasons and will, unless extended, cease to operate next July 1. We 
do also take care of a few District of Columbia prisoners on a reim- 
bursable basis since they are first cousins to Federal prisoners. In the 
case of Federal prisoners, however, we are not reimbursed by the De- 
partment of Justice. 

I think the legislative history is of some significance. Both of these 
hospitals were authorized and built to take care primarily of Federal 
prisoners who were addicted to narcotic drugs. 

Senator Butter. I can very well see the position that Dr. Felix 
takes, that this is just nothing other than taking care of any other 
mentally ill patient, which is now done by the States, and in which the 
Federal Government has become interested. 

Dr. Hunt. It has become increasingly evident that hospitalization 
per se is only the first step and is not a complete course of treatment; 
that treatment must be continued after the hospital course and, pref- 
erably, after the person gets back to his home community, this latter 
treatment must necessarily, we think, be carried on by the State or by 
the local community. 

The question of the Federal responsibility in the hospital phase of 
the treatment is being pointed up with increasing sharpness. That is 
not for us to decide. We are following the mandates that have been 
given us; but we do think there are some serious policy questions 
involved here. 


Senator Danrex. Well, gentlemen, is there anything about this 
disease or condition that persons bring on themselves that would make 
it similar to some of the other things that the Federal Government 
looks after and has general laws on, without using the tax door to 
get to, such as leprosy ¢ 
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Dr. Hunr. Patients with leprosy are the only other group of 
patients who are eligible for care by the Public Health Service by 
virtue of their illness. 

Their care was assumed as a Federal responsibility partly because 
of the relatively small numbers involved. 

Senator Dantre.. Well, now, there would have to be some other 
grounds than that. What was the main ground on which the Federal 
Government entered the field? Wouldn’t there have to be some in- 
terstate communication of the disease, the possibility of interstate com- 
munication, in order for the Federal Government to constitutionally 
go into that? 

Dr. Hunr. I think the origin of the problem there, Mr. Chairman, 
revolves around the nature of the disease, leprosy. The Federal Gov 
ernment undertook the care of patients with leprosy in 1922 when it 
took over the Louisiana State Leprosarium. In 1922 the cause and the 
treatment of leprosy was not well understood. More important, the 
communicability was not well understood. Now, in 1955, the cause 
is still pretty obscure, the mode of transmission is somewhat obscure, 
but the treatment is definitely more promising than it was 50 years ago, 
and, more important, we have come to realize that the communicability 
of leprosy is very, very low. So I think that within the next 20 years 
or so there is going to be a real question raised about continuing Fed- 
eral care of patients with leprosy. 

That is the only other group oF patients for whom the Federal Gov- 
ernment has accepted treatment responsibility because of the type of 
illness. 

Senator Danrev. Well, now, there are some other diseases, though 
on which the Federal Government has Federal laws, sucli as the 
bubonic plague; isn’t that right? 

Dr. Hunt. With respect to foreign quarantine and interstate quar- 
antine, but not with respect to treatment as such. 

Upon request the Public Health Service does assist the State health 
officers in combating epidemics because of the interstate threat. But 
that is only upon request of the local authorities and is limited to an 
advisory type of assistance. 

Senator ome To be frank with you, what I am looking for is 
some basis on which we can have Federal legislation that would require 
certain things to be done in the field of narcotics and narcotic addic- 
tion. For instance, I think there should be some system worked out by 
which the police officers and doctors all over the country, and the hos- 
pitals will send in a list of addicts that come before them so that we 
can get a better list of addicts. Commissioner Anslinger is doing wel| 
with the voluntary reporting system, but by his own figures, althoug) 
they are coming in at a rapid rate, not over half of them have been 
reported yet. 

It seems to me we can deal better with a problem of drug addiction 
if we can identify the drug addict. Some of the States have such 
laws. Now, in New York you have a law requiring all doctors, police 
officers, and all to report the names of the addicts, and information on 
them to the Public Health Service. 

Senator Buriter. I do not want to ask a legal question of a 
doctor 

Senator Danren. Maybe they can give us some idea on what we can 
hang our hats in order to pass a constitutional law. 
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Senator BuTier i But just thinking out loud, maybe 
one basis of it would be for the purpose of gaining information to 
combat an interstate and foreign traffic in narcotics. It may fall 
within the Federal field. 

Dr. Hunt. You can justify a great deal on a study basis. 

Senator Butitzr. The only source of the narcotic drug or the opiate 
is certainly from out of the United States or out of the State. I do 
not think there is any grown here in New York. If there is, I do 
not know about it. So maybe it would be for the purpose of combating 
an interstate and foreign traffic in drugs. 

Senator Dantr.. Yes. 

Senator Butter. You might base it on that one. 

Senator Danie... Yes; that is a possibility. 

Is there anything that we hear as to the communicability of addic- 
tion, that can make it the type of thing that can easily pass over inter- 
state lines and be something, therefore, that the Federal Government 
should concern itself with ¢ 

Dr. Hunt. Well, I think the Federal Government certainly has a 
proper concern with the epidemiology of drug addiction. 

ow far that could be carried over to justify expanded treatment 
or even the present degree of treatment of the individual patient is 
a question that I think the constitutionalists would have to decide. 
enator Butter. You could not justify it in that case any more 
than you could in the case of alcoholic beverages ? 
an Hunt. That is the trouble when you get too logical about this 
thing. 

Senator Butuer. I believe all the evidence shows that the addicts 
communicate and spread addiction more than the alcoholics do. 

Dr. Hunt. They do; yes, sir. 

Senator Dante. To their friends and associates. Are we in agree- 
ment on that? I see some heads nodding. 

Dr. Htmmenspacn. Yes, sir. 

Senator Danrex. I see affirmative nods on this side. Well, if any 
of you gentlemen have any suggestions to make along this line, we 
would like to have them. I suppose the law would be upheld in the 
Supreme Court all right if the Federal Government entered in this 
other field, but certainly you are now treating voluntary patients that 
have come to the Federal lnsnpital, and I do not suppose there would 
be any constitutional hurdle there if Con decided to let these 
hospitals treat patients who are committed e State courts. 

Senator Butier. If by so doing they dried up the users of this illicit 
traffic, which has its origin in interstate and foreign commerce. 

Senator Dante. Yes, and if that were a means of stopping 
smuggling, and so forth. Now, do you gentlemen have any other sug- 
gestions to make to us along this line, anything else we should consider 
on this matter of a law that would permit State commitments other 
than what you have already suggested? I believe we have it fully in 
mind that it should be permitted only on a reimbursable basis if 
we are going to have it at all and with a proper followup system. Is 
there anything else? 

Dr. Hunt. May we expand the discussion of followup in this con- 
text, Mr. Chairman? That phrase is used to describe two separate 
kinds of medical activity. 
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One is the following of patients after they have had a course of 
treatment, usually in a hospital, simply to find out how they get 
along, to determine how successful the treatment was. It is com- 
mon practice in general hospitals to follow all of their cases of, 
let us say, gall bladder surgery or all of their cancer cases, just to 
observe the state of health of the individuals at various periods after 
the course of treatment. 

Now, that is one type of followup, and it is important. But all it 
does is give you information about what happened to the patient 
after the course of treatment. 

The other type of followup, and the thing that we are most con- 
cerned with right now, is continuing treatment after the patient 
leaves the hospital, followup treatment. 

That, we think, is what is so very important in this whole situation. 

Senator Dante. Yes, the type of treatment you have described. 

Dr. Hunt. Yes, sir. 

Senator Butter. Doctor, would you have any idea of the time to 
be specified or required for that followup treatment, or is it to be a 
permanent thing ? 

Dr. Hunt. I think it would have to be individualized and be indefi- 
nite. 

Dr. Fenix. I think so. 

There is one thing, Mr. Chairman and gentlemen, that I think 
about this followup—it is one of the thorniest elements, and one of 
the most important—and that is, if through this means, and through 
the cooperation of the States, this thing were to be done at the Fed- 
eral level, there begin to be some acceptance in communities of former 
addicts for jobs, to live in the communities like other people. 

Now, for us it is easy to say, “We have seen, each of us, I suppose, 
several thousand or more, and they are sick people.” 

But I imagine that our attitude is a minority opinion in the country, 
and this has to be put across: As long as they are social outcasts b 
virtue of having used this particular drug, they do not have sau 


chance of taking their place in the community and becoming pro- 
ductive and socially and mentally healthy citizens. 
Senator Dante. Don’t you think the reason most of them are so- 
cially outcast ene is because they have entered into crimes and 
Vv 


have gotten themselves into other troubles, or is it just because they 
are known as drug addicts ? 

Dr. Himmetssacu. I think that is right, sir. 

i Feurx. I think it is some of both, but mostly the latter; don’t 
you 

Dr. Himmenspacu. Yes, sir. 

Dr. Fexrx. Please don’t answer my question, but I am going to 
put it in a simple way that might highlight it. Suppose that you 
had a daughter 16 or 17 years old. Suppose, too, that there was a 
young man of 20 who had been an addict, and who had been off drugs 
for 3 years, and he happened to be running in the group, with which 
your daughter was associated. Would you feel comfortable—I am not 
asking for an answer—— 

Senator Dantet. I will give you an honest and frank answer. I 
would not from what I have heard about drug addicts. 
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Dr. Ferrx. And it would not be because he had been a criminal. 
He may not necessarily have had a criminal background; he might 
just have been only an addict. 

Senator Danrev. Which shows he has some kind of a mental in- 
stability or something that might crop up again later. 

Dr. Himmerssacnu. I think that is very important, too, sir; what 
he was before he became an addict, and why he became an addict, and 
that after he becomes an addict he never is quite able to be as well as 
he was before. 

Dr. Fex1x. That is why it takes social support; and among the types 
of social support is some reasonable degree of social acceptance. I do 
not mean that he is going to escort your daughter to the picture show, 
but he certainly could work in your grocery store and wait on your 
customers. There has te be some social acceptance of this man, or 
What’s the use? He is better off on drugs. At least, he can dream it 
away. 

Senator Dantet. Well, he is in the same position as a person who has 
been to prison and has been a convict. 

Dr. Ferrx. That is right, sir. 

Senator Dantrev. He comes back to the community and it is difficult 
for him. 

Dr. Feirx. He is worse, Senator. 

Senator Dantet. He is just paying the penalty for something he 
got into because in some of these cases he got into crime first, and he 
1s pu a no-good person. But some of them have through mental 
deficiencies gotten into it accidentally. 

Dr. Ferix. He is really worse off than the man who went to prison. 
If a bank teller who was hard up financially embezzled three or four 
thousand dollars and went to prison, and the community, a small town 
knows about it, well they are not happy about it, but they can under- 
stand something about the circumstances, and he can come back and 
work in a grocery store or work on a farm. He probably would not 
get his job back as bank teller, and he slowly but surely will be ac- 
cepted in the community. 

He is a more acceptable citizen than the man who had been addicted 
to drugs. 

Dr. Hunt. Acceptable to the general run of the population. 

Dr. Ferrx. Yes; that is what I mean. 

Mr. Gasque. And he is more socially acceptable than the alcoholic; 
I mean, the alcoholic is also more socially acceptable than the drug 
addict. 

Dr. Fer1x. Oh, yes. The alcoholic, “Poor John, he is kind of hitting 
the bottle pretty heavily, but, after all, he has got his troubles, and we 
have got to straighten him out, and you have got to accept this.” 

Senator Danret. All right, Dr. Lowry. 

Dr. Lowry. There is one of the responsibilities of directing the 
hospital I would like to make some suggestions about, and that is evi- 
dence of good faith in followup systems. 

Dr. Hunt discriminated between two kinds, and I can visualize a 
State or a community saying, “Yes, we have the followup system. 
You refer them to such and such an agency.” 

I do not. know if this is possible, but I would like to see some evi- 
dence of good faith in this way: That before a person is discharged 
from the hospital we would have from the community assurance—first, 
that the patient has a good place to live when he returns; second, that 
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he has a definite promise of employment ; third, that he has a personal 
counselor ; and, fourth, that, if necessary, he can get the kind of pro- 
fessional treatment that he needs. 

Now, this may sound sort of unreasonable, but this is what is done 
in the first three instances for individuals who are paroled from our 
hospital and, as long as 10 years ago, Dr. Pescor showed that the 
persons who have done the best after leaving our hospital are those 
persons who go out on parole. The only significant difference that I 
have been able to identify are these things: That this is not some- 
thing indefinite, such as: “Yes; we will help the man when he gets 
back here. Tell him to come around to such and such an address.” 
He does not leave the hospital until he has a job, until he has a place 
to live, and until he has some assurance of a person to turn to in 
times of distress. 

I would also like to further suggest that the necessary precautions 
be taken so that individuals who are not suitable for treatment at 
the hospital are not dumped on the hospital by the States. As I 
pointed out, the Bureau of Prisons is endeavoring to screen addicts 
convicted in the Federal courts, and I would hope a plan would be 
devised by which some selection can be made and some criteria can 
be established as to who will be committed to the hospital. 

Senator Dante.. Well, in no event should a person convicted under 
State criminal laws, be sent to the hospital; would you think? 

Dr. Lowry. I can think of an instance where it might happen. Let 
us say a man steals a check and gets the money so he can om drugs. 


This is a direct result of his addiction. This is a little different from 
a man who is stealing cars, who is a robber, or a noe for 10 
e 


years, who then gets addicted and is apprehended, is found to be 
an addict, and is sent off to the hospital, the community wiping their 
hands of him. 

Senator Danie. There is one thing I found out about the British 
system the other day, and that is anyone who commits a crime goes 
to prison without any treatment or any drugs from any source. Some 
people say they are easy on drug addicts over there. Whenever they 
commit a crime they give them no more attention whatever as far as 
that drug addiction is concerned, and the authority who told me that 
first said, “And we have not lost one yet.” None of them have died 
inthe prison. So you have to draw a line somewhere. 

I see no reason for the State sending their criminals up there for 
treatment. They ought to at least do what they can do for those 
people without sending them to your hospital. 

Dr. Cuapman. Senator, I am advised that the vast majority of 
Federal prisoners get the “cold turkey” treatment before they are 
ever sent to Lexington. 

Senator Dantex. Is that so? The majority of Federal prisoners? 

Dr. CHarman. Most prisons do not give the withdrawal treatment 
that we give a patient if he comes to us early. 

Senator Danrev. All right, gentlemen. Any other suggestions to 
this committee ? 2s) 

Dr. Ferrx. I would like to underline what Dr. Lowry has said. I 
do not know whether this can be written into law or whether there 
should be provisions for regulations which should have the effect of 
law, at least, but these are important criteria for the treatment of 
pshychiatric patients of any kind, and I think that any success that 
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might come of a treatment program is contingent upon such consid- 
eration. 

So I would just like to underline what he said. 

Dr. Himmevspacu. Don’t you think, Dr. Felix, that this could be 
arranged like many other Federal-State relationships, that in order 
to cooperate in this proposal the State must have developed a plan of 
followup therapy w ich is acceptable before they can refer patients 
to the hospital ¢ 

Senator Danrev. Yes; in order to qualify. 

Dr. Himmetssacu. Yes; that sort of thing is done in many Federal- 
State relationships. 

Dr. Fevrx. Yes; just like our assistance to States works. 

Dr. Himmerssacnu. This is assistance to States. 

Senator Dantet. I want to say to you, Dr. Felix, that certainly some 
of the States ought to provide their own hosiptals. This is a State 
responsibility, and many aspects of this problem are State responsi- 
bilities. I just do not see how the Federal Government can ever take 
over the responsibility for all the addicts in New York State or in 
California or in Texas. 

It does seem to me though that in a percentage of them the Federal 
hospital can take the addict provided the States are taking care of 
debts and have a proper reference system, then from some of 


these States where they have only a few addicts, the Federal Govern- 
ment might be able to take them all. But there are States in which 
there are so many addicts that it seems to me the State ought to get 
into the business of treatment and hospitalization. 

Dr. Ferrrx. Now, the Federal hospitals can serve two very im- 
se interstate functions, I think. One is a place where various 


inds of treatment can be demonstrated, and where members of the 
staffs of these hospitals in the States can come and observe what is 
going on and take them or leave them as they wish. 

The second is they can serve as a place where staffs from the States 
could come for a more intensive orientation for a period of time in 
the treatment of drug addicts, and this is a very legitimate function 
of the Federal Government. 

Dr. Hunr. Plus what is implicit in what you said, a continuation in 
research. 

Dr. Fexrx. Oh, yes, certainly ; yes. 

Senator Dante. Gentlemen, I tell you that, after sitting through 
two more days of hearings here, I am convinced that we are never 
going to lick this problem of the drug traffic until we get the addicts 
off the streets of this country. They have got to be taken off the 
streets, and I know it is hard. 

Some of the enforcement officers think it is best to get them in the 
jails temporarily, and the different States have passed those kinds 
of laws. I would like to see us at the same time that we set up our 
laws to take them off the streets, set up some place to have them go 
and get a chance for treatment, and then if they won't take it, and 

ou cannot do anything with them, then, it seems to me, it is just as 
Lakinns to put them into some kind of a colony or some kind of a 
farm or institution like you do mental patients. It is just as humane 
as the way we treat mental patients, it seems to me, after you have 
decided that there is just no way to help them any further; you cannot 
treat them anymore. 





ILLICIT NARCOTICS TRAFFIC 1499 


Dr. Freiix. Pardon me, right there is my special hobby, Senator, 
but I am sure you did not mean to say that mental patients are not 
treatable, because they are. 

Senator Dante.. No, I mean by tliat the mental patients you keep 
confined. 

Dr. Feix. You are correct. 

Senator Dantet. I would be for the people going out on parole, 
when you have them in a position where you think they will stay off 
for a while, maybe on parole, so that you could pick them up the minute 
they went back on drugs, and bring them back into whatever kind of 
an institution you have set up for them. 

Dr. Feutx. Yes. 

Dr. Himmetspacn. May I speak just a moment to that point, sir? 

Senator DanteL. Yes. 

Dr. Hiametspacn. I am a strong proponent of the indeterminable 
sentence as to the time that is required for the successful treatment of 
an individual, in and out of an institution. 

I do feel that the indeterminable-type of sentence has many ad- 
vantages over the definite type of sentence. 

I think that no one—and when I say no one, I am using that in a 
really sweeping sense—can have a very successful batting average, 
if you will, on guessing at how long it is going to take to treat this or 
that or another individual successfully. 

I believe that the indeterminable-type of sentence with indetermi- 
nate-type of probation or parole, is apt to be much more successful 
than one where there is a definite period of time involved. 

I think that definite time is one of the fallacies in our whole arrange- 
ment or series of arrangements about the treatment of drug addiction. 

I think if we had indefinite sentences, the element of punishment 
would not obscure so much the element of treatment (and those two 
things are compatible to an extent), but when one is more prominent 
than the other, e. g., the sentence is more prominent than the treatment 
aspect, it does tend to make treatment very, very, difficult. 

Senator Dantet. Any other comments, gentlemen? I think you 
see that what this committee is driving at and what kind of informa- 
tion we would like to have now has been brought out in the discussion, 
and I am sure you have some papers, studies, and other things that 
would be of help to us; and if we have not asked for them specifically, 
we will appreciate your volunteering them or any other information 
that would be helpful to the committee. 

We certainly appreciate your coming and being with us for this 
hearing, and hope that you gentlemen will really accept our invita- 
tion to give us more information that might be of help to this com- 
mittee. We have great aims and ideas about this matter as to what 
we might be able to accomplish as a result of these hearings, and then 
there is a committee in the House that is going to work on this prob- 
lem. They have worked on it in the past, and I really believe the 
atmosphere in the Congress of the United States is that we can get 
some action, provided we can agree on programs, new laws and im- 
provements in the present laws that we should enact to try to lick this 
important problem. 

Senator Butler, do you have anything to say or to ask before we let 
these gentlemen go? 

Senator Butter. No, I do not think of anything. 

Senator Dante.. Mr. Counsel? 
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Mr. Gasque. No question, 

Senator Danret, Well. Doctors. we think you again very much. 

Dr. Hunt. Thank you very much. 

Senator Dantev. The statistical documents will be placed in the 
record at this point. 

(The documents referred to follow :) 


Listing of cities and States having drug addiction treatment programs known to 
BMS, PHS, HEW as of June 1955 


City of State: Type of program 

Riverside Hospital, New York City, par- Inpatient and outpatient care 
tial State support. of juvenile addicts. 

Detroit, Mich Outpatient clinic. 

Provident Hospital, Chicago, Ill., State Outpatient clinic. 
supported. 

Gallinger Hospital, District of Columbia, Inpatient care at Gallinger with 
in combination with USPHS Hospital, continued treatment at Lex- 
Lexington, Ky. ington. 


PROGRAMS IN PROCESS OF DEVELOPMENT 


TOW SONGS an i ee Inpatient and outpatient care in State 
hospital system by 1956. 
State hospital care as soon as bill passes. 
California State institution care when bill passes. 
Los Angeles County, plan in pro- Inpatient and outpatient care in county 
cess of development. hospitals and clinics. 


Department of Heaith, Education, and Welfare, Public Health Service, National 
Institute of Mental Health, grants to various universities for studies in drug 
addiction 


Name of institution Dates Amount 


. Institute for Juvenile Research, Chicago, Il]. ...._...--......--.----_..- _..| 1951-53 $53, 000 
Le eens TE enimeeiieer ae ORR CO ed i tn een pbbamnenn bees 1951 4, 800 
. Columbia University, New York City_....... ._-- ; ware lee vos ; 1952 3, 200 
. New York University, New York City. éau 1952-57 224, 138 
5. University of Michigan. ‘ y 7 s ----| 1951-55 16, 579 
3. University of Oklahoms 1. Bot 5 Pattie Stcecldea 1954-55 6, 264 
. University of Rochester, Roc hester, N. Y- - audi 1953-58 110, 900 


Occupation of addicts discharged from Public Health Service Hospital, 
Lexington, Ky. 


July 1 to Dee. 31, 1952 
[ 


Male 
Occupation $$ $$ ______|—_ — sete lta 


| Number | Percent Number | P Percent | Number | Percent 


Total Reape ie 2, 005 100. 0 a, 0 





a 7 41 2. 0 10 
i. aS eee 41 2.0 

Dentist - - Sctey ode 1 | 0.0 

Other he alth workers. .____- ; 40 0 

Other professionals we J 19 9 

RE ir an dbacwp ane 110 5 

Salesman - . ' 107 | 3 

Service workers._....._---- 373 6 

Proprietors, managerial, and white collar. 275 7 

Agricultural | 31 | 5 

Skilled workers _--_- 
Semiskilled workers 
Unskilled workers 


— ns pm 


~ 
fo 20 2 = OD A SN 


Source: Inpatient Record, Form PHS-484-2 (HD). 
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Total admissions for addict patients, Public Health Service hospitals, Fort 


Worth, Tew., and Lexington, Ay. 


[Fiscal years 1935-54] 


By hospital 


Fiscal year 
Fort 
Worth 


Lexington | Prison 


Total 7, 953 42, 200 
2380 
960 
MIT 
Uh) 
, 169 | 
948 | 
1, 026 
1, 751 
1, 761 
1, 835 
1, 616 
1, 753 
2, 209 
2, 495 
2, 662 
3, 969 
4, O57 
3, 611 
4, 166 
3, 475 


By beneficiary 


| 
| Probation- 
ary 


er 


I 


Admissions of juvenile drug addicts to U. 8S. Public Health Service Hospital, 


Lexington, Ky. 


[July 1948 to April 1955} 





Total addict 


Calendar year admissions 


July-December 1948 
January-June 1949 
July-December 1949 
January-June 1950 
July-December 1950- - .- 
January-June 1951--_- 
July-December 1951. - .. 
January-June 1952. --- 
July-December 1952-- _. 
January-June 1953. _- -_- 
July-December 1953 - - - 
January-June 1954- __- 
July-December 1954- 
January-April 1955 


1, 186 
1, 476 
2, 016 
1, 953 | 
2, 202 | 
1, 855 | 
1,721 
1, 867 
2,176 
1, 990 
1, 857 
1, 618 
1, 537 
946 


Addicts 
|} wunder2i1 | 
| years of age | 


Percent of 
all addicts 


34 
69 
130 
205 
221 | 
223 | 
129 | 
106 
106 | 
96 
104 
92 | 
72 
63 | 


enoaccwrt +16 


“Ila & s 
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, race, and sex of addicts discharged, Public Health Service Hospital, 
Lewington, Ky. 


[Calendar year 1953] 


Number of discharges 
Sex and age PE 


All races White 


—|—----——| --——-—|-- 


Both sexes....__. ” bail 4,017 | 2, 432 | 1, 500 


Negro 


US Sera h kindle eee 37 63 
20 to 24... ikaline wae 281 591 


SE Ricpistncwnatcueediees cacuaciamedee bh aheaiiee 427 672 
RE sti. dns tabbed swe aaie ae ncdeeee 132 
55 to 64........ ie : 9 
65 and over___- iid « che Ghai abimeeen: sictereniees 4 
Unspecified _ 


Males: 
To @...- 
20 to 24 
25 to 34. 
35 to 44 
45. to 54__- 
55 to 64__. 
65 and over 
Unspecified _ - 


Females: 
.) 
20 to 24 
25 to 34_- 
35 to 44.. 
45 to 54 
55 to 64__- 
65 and over_-_.- 
Unspecified _ - 
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Place of residence of addicts discharged, Public Health Service Hospital, 
Lexington, Ky. 


[July 1-Dee. 31, 1952] 


January- July- 
June December 


Place of residence 


Total all areas... ..._.-. sstittaices.. «0sneeaeanee 3, 754 | 2 005 


Total United States ; : : ree 7 3, 1, 990 
Regions: 

Northeast +s 

North Central 

South... - aeinaee 

West._.. 
States: 

Alabama 

Arizona 


223¢ 


California 

Colorado einaes 

Connecticut _ - 

Delaware _ -_. : 

District of Columbia 

Florida... - ‘ 

Georgia 

Rete x 

Illinois 

Indiana 

lowa pee ae, aap 

Kansas__...-- 

Kentucky - --- 

Louisiana 

Maine 

Maryland_ -. 

Massachusetts - 

Michigan --_- _- 

Minnesota. --_- 

Mississippi- - - - 

Missouri 

Montana. -- 

Nebraska 

Nevada... - 

New Hampshire -- : Sabian ta saceday ead 
is Es ck 2th nag tha Eeind enigaadintnmheamerena 
New Mexico---.--- 

New York.......-.- 

North Carolina... 

North Dakota--.-...........- 5a eect ap danditencoieaeadiaa aaa 
0 Rest eee 

IES occadeccnencs 

Se 

Pennsylvania 

Rhode Island. -------_--- 

South Carolina x dhictiamatadiemee 
IN iid ee eas bated dan ancedecdsataben 
GaN adi ha cctan ied cig ieee ciel cesarean dei iad 


—BwoSBwow 


wm BW te 


crm om Bae RY 


ry > ' 
F-o8-KSws 


a 


o- 


Vermont 

Virginia 

Washington 

West Virginia. 

Wisconsin 

WTAE. condhs 5 053 ahocicciadbtanened aaa euler 


tg ae ee eee cheilanhen pins 


- 
Couarenwre ow 


-_ 


Source: Inpatient Record, form PHS 484-2 (HD). 
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Inpatient days per admission for narcotic patients, Public Health Service 
Hospital, Lexington, Ky. 


[Fiscal years 1944-54] 


| 
Inpatient days per admission Inpatient days per admission 


Fiscal year | | | ! Ti 
rotall Pris- | Volun-} Proba- ip otal Pris- | Volun- | Proba- 
| ~ | oners tary tioners || “| oners tary | tioners 


167 
126 


1944__ : 200 29 134 || 19 | 12! : ne cs 


| 

| 

1945 .| 212 | 28 156 | 109 

1946_. -| 177 38 145 || 19: | 12 | 136 

1947 "| 156 40 141 5: 105 134 

1948 | 135 | ‘ 45 188 || 19% | 412 ! 136 
| mer. 3 63 | 


Types of drugs used by addicts discharged, Public Health Service Hospital, 
Lewvington, Ky. 


[July 1-Dee. 31, 1952] 


| Drug of first choice | Dr — of first choice 
1 
| 
| 


Name of drug ana Name of drug 
| Number Percent | 


Number I Percent 


Total, all drugs--- 2.005 100.0 |! Unspecified derivatives. -- 


Opiates__- ; 1, 889 || Synthetics 


Heroin - ; 897 
Morphine 590 
Dilaudid. _- 176 
Pantopon. 31 
Paregoric- be: 26 
Codeine ------- ; 13 

i 10 


Demerol 
i lolophine (Methadon) 
Other 
| Marihuana. 
| Cocaine group-- 
Unspecified drugs 





one or 
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Occupations of addicts at Lexington hospital, Aug. 15, 1955 


Men | were | Total 


lent gt 


Men} Women 


Practical nurse..... 
Hospital worker. -. 
Stenographer 
Clerk, typist 
Clerk (not office) - 
Clerk, general 
Clerk, file a 
Clerk, office....... 
Salesman 
Bookkeeper - - 
Presser 
Dry cleaner. ---. 
Clerks, hotel__... 
Needletrade 
Beautician 
Waiter ; 
Fountain clerk........-- 
Housewife 
Janitor 
Stock clerk 
Porter 
\uditor---- on 
Textile worker 
Laborer-.- 
Unskilled 
Musicians 
Maid... oe 
Bs artender eS 
Shipping clerk___ 
a 

Florist designer 
\uto mechanic. . 
Machinist - - 
Diamond ae oud 
Seaman. 
Woodwork gees 
IBM operator. - - --- 
Nurses’ aid_- 
Die caster... ..-- 
Cook. ..- . 
Leatherworker...._...--- 
Printer nae 
Nurse___- i 
Decca record pressman.. ia 
Meatcutter . - -- 
Yardman 
Laundry worker 
Mechanic, general 
Longshoreman 
Bookkeeper 
Production line 
pholsterer 


| Poultry butcher 
20 Writer. caiaaias 
é X-ray technician. 

Boxer 

Buffer 

Lawyer ‘ 

Projectionist.._.._._____- 

Trainer, horse. . 

Barrelhead maker 

Domestic. __. 

Pipe insulater 

Guard. 

Press-machine operator 

Heavy-equipment oper- | 
Stas ane 

Photographe r 

Contractor. 

Newspaper work_. 

Radio and T V repairman 

Furrier. 

Model 

Meatpacker 

Factory worker____.._... 

Telephone operator. __- 

Minister 

Merchant 

Dental hygienist 

Certified public account- 
| AE - 

Machine operator. 

Jeweler. 

Accountant 3 

Hatmaker 


_ 
-o- 
ne 


— 
no 
= 


Bu no SB Eo k 
ome nD S 
pat tt pt BS tet tt td Sl tt 


“~ 
_— 


GD bo DOO CO RO RD RO 


nowe 








SHoe 


Stationary engineer 
Sheet-metal worker -__-_- 
| Sign painter _-.-. 
Linoleum layer 
Boilermaker - .._---- Se: 
Shoe repairer 
Bootblack 
Interior decorator 
Entertainer__........-- es 
Assistant librarian 
Elevator operator 

hauffe 


Be conr 


os 
Or @or@rr-NeNN Ww 


—— 


wWmuarKaKwon 
— ma 
bho bo 


| Plasterers 7 
Restaurant work. 
1] Masonry EAs) : 


Commercial artist 


Mortician 
Physical therapist - - - --..- 
Doctor 


Shoe repairer. ..........- 
Ce. 


| Plumber 
ea ccc edenom eine 


Office nurse 
Window worker. - - 





| Draftsman. 
|| Electrician __-_-- i 
PRS oan a | 





Mechanic 

Hotel manager 

Baker 

Hydraulic repairman. _- 
Dental technician 
Office-machine operator-- 


Refrigeration engineer - - - | 
|| Tile setter 


pw we Reo 30D Oo Oh OM OD 


OU anteneans 





WRK ONN NK HE HOH Re ROR ns 


71515—56—pt. 5——_14 
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List of tables 


| 
Total neuro- 
Lexington, | Fort Worth, 
Title psychiatric Ky. Tex. 


hospitals 


Total admissions by year, 1935-55 

Average daily load by year, 1935-55-_--___- ie cieiceinilte vihie saceare 
Hospital days per admission, by year, 1935-55 

Age of discharged addicts, 1953-55... __...........------..--.-- 
Length of stay by class of patient, 1953-55 

Type of disposition by class of patient, 1953-55 

Drug of choice, 1953-55 

Occupation, 1953-55 

State of residence, 1953-55 

Total previous admissions, 1953-55 


CBNOAfwONnNe 


TABLE 1.—Total admissions to U. S. Public Health Service neuropsychiatric 
hospitals 


[Fiscal years 1935-55] 





Addicts Other patients 


Pri- | Proba-| Volun- 
Total soners | tioner | tary 


' 280 
619 
1, 207 
590 


1,129 
1, 124 
1, 004 
1, 235 
895 
758 
609 
683 
741 
687 
660 
971 
1, 107 
826 
761 
712 
728 


53,775 | 17,326 





SERSSRERE 
Perr, 
SSSRESEAS 


- 
~1 
aw 


1 
1 
2. 
3, 
3 
4 
4 
4 
4 
4 
3, 


g 
5| eg 


1 Estimated. 

2 More detailed breakdown is not available. 

3 Includes Army and Navy personnel eligible for care under Executive Order 9079. 

4 Includes American seamen and Coast Guard personnel eligible for care under Executive Order 9079. 

5 Includes Immigration and Naturalization Service patients, United States prisoners, Canadian insane 
and Indians eligible for care under Executive Order 9079. 
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Taste 1-A.—Total admissions to U. 8. Public Health Service Hospital, 
Lewvington, Ky. 


[Fiscal years 1935-55) 


Addicts Other patients 


PHS 


SEss888 


a3 
an 
=> 


- 


2as8RSR58 


-s 


3 


NOLS ONNN HH Per 
ee 
~1 
a 











! Estimated. 

2 More detailed breakdown is not available. 

3 Includes Army and Navy personne] eligible for care under Executive Order 9079. 

‘Includes American seamen and Coast Guard personne] eligible for care under Executive Order 9079. 

5 Includes Immigration and Naturalization Service patients, United States prisoners, Canadian insane 
and Indians eligible for care under Executive Order 9079. 


TABLE 1-B.—Total admissions to U. 8S. Public Health Service Hospital, 
Fort Worth, Tez. 


[Fiscal years 1939-55] 





Addicts 


Pris- | Proba- | Volun- 
oners | tioner 


' More detailed breakdown is not available. 

2 Includes Army and Navy personnel eligible for care under Executive Order 9079. 

* Includes American seamen and Coast Guard personnel eligible for care under Executive Order 9079. 

‘ Includes Immigration and Naturalization Service patients, United States prisoners, Canadian insane 
and Indians eligible for care-under E:xgeutive Order-0Q79. wy. 
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TABLE 2.—Average daily load U. 8S. Public Health Service neuropsychiatric 
hospitals 


[Fiscal years 1935-55] 


Addicts Other patients 


Total | ioe - ——— : = = 
Total Pris- | Proba- | Volun- 


a) y De- 
oners | tioner | tary Potal | VA fense | PHS | Other 


| | 
1935 ! , 2280 | 2280 | 2280 
ashen oncaeh ee 672 672 
1937 ! soothe 875 875 | 
EE RS 
19391.-..---------| 1,140] 1,140 
19401... -| 1,423 | 1, 423 
1941! aA 1,588 | 1, 588 
Se nnnssieas 1,494 | 1, 455 | 
1943 12 ...| 1,920} 1,291 
1944.....2..........] 2,028] 1,056 919 | 
wep 2, 105 O48 819 | 
1946... 2. 038 861 | 705 
1947. . | 1,914 999 | 741 
1948... 2,027] 1,075 | 737 | 
BOP. csi dae 1, 989 O80 32 
1950... | 2,208] 1,307 | 679 
1951 2,326 | 1, 439 705 
TO a ccs 2.027 | 1,444| 793 | 
eet | 2,132 | 1.509} 810 
| 1 
9 











A oni sis alibieseie , 990 1, 362 860 
MB cadc . OO1 1, 363 930. 


! More detailed breakdown is not available. 

2 Estimated. 

3 Includes Army and Navy personne! eligible for care under Executive Order 9079. 

4 Includes American seamen and Coast Guard personnel eligible for care under Executive Order 9079. 


5 Includes Immigration and Naturalization Service patients, United States prisoners, Canadian insane 
and Indians eligible for care under Executive Order 9079. 








TaBLE 2-A.—Average daily load U. 8S. Public Health Service Hospital, 
Lewington, Ky. 


[Fiscal years 1935-55) 


Addicts Other patients 


| Pri- | Proba-| Volun- 
| soners | tioner | tary Total 
| 


2 280 
72 
875 
949 
960 
1,014 
874 
906 
1,072 
1, 154 | 886 
1, 199 9: 816 | 
1, 152 3} - 703 | 
1, 239 71 | 
1, 149 619 | 
1, 101 | 487 
1, 293 529 
1, 375 | 512 
1, 251 492 | 
wesacbenaleanae | 551 
1, 175 | 638 | 
1, 192 | 7382 | 


1 More detailed breakdown is not available. 

2 Estimated. 

3 Average less than “o of 1 day. 

4 Includes Army and Navy personnel eligible for care under Executive Order 9079. 

5 Includes American seamen and Coast Guard personnel eligible for care under Executive Order 9079. 

6 Includes Immigration and Naturalization Service patients, United States prisoners, Canadian insane 
and Indians eligible for care under Executive Order 9079. 








' 
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Taste 2-B.—Average daily load U. 8. Public Health Service Hospital, Fort 
Worth, Tez. 


{Fiscal years 1935-55] 


Addicts Other patients 


Pri- | Proba-| Volun- 
| soners | tioner | tary 


| Total VA PHS | Other 


1939 ! 
1940 }. 
1941 *. 
1942 !__.. 


1945 

1946 

1947 

194% 

1949 

19%) 

1951 

1952 77 
1953 815 
1954 815 
1955 809 


Swe anowrs- 


1 More detailed breakdown is not available. 

2 Includes Army and Navy personnel eligible for care under Executive Order 9079. 

2 Includes American seamen and Coast Guard personnel eligible for care under Executive Order 9079. 

4 Includes Immigration and Naturalization Service patients, United States prisoners, Canadian insane 
and Indians eligible for care under Executive Order 9079. 


TaBLE 3.—Hospital days per admission at U. 8. Public Health Service 
neuropsychiatric hospitals 


[Fiscal years 1935-55] 


Addicts Other patients 


126 
106 
112 
157 128 
149 117 
160 119 
182 | 137 








! More detailed breakdown is not available. 

? Estimated. 

* Includes Army and Navy personnel eligible for care under Executive Order 9079. 

‘ Includes American seamen and Coast Guard personnel eligible for care under Executive Order 9079. 

5 Includes Immigration and Naturalization Service patients, United States prisoners, Canadian insane 
and Indians eligible for care under Executive Order 9079. 

* Not computed; number of admissions too small. 
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TaBLe 3-A.—Hospital days per admission at U. 8. Public Health Service 
Hospital, Lexington, Ky. 


[Fiscal years 1935-55) 


Addicts Other patiéhts 


Pris- | Proba- | Volun- 
oners Total 


429 
489 
375 
412 
408 
380 
247 
312 
343 


433 
474 





SLEVRSSSSSRS 


{ 


1 More detailed breakdown is not available. 

2 Estimated. 

* Not computed; number of admissions too small. 

4 Includes American seamen and Coast Guard personnel eligible for care under Executive Order 9079. 

5 Includes Immigration and Naturalization Service: patients, United States prisoners, Canadian insane, 
and Indians eligible for care under Executive Order 9079. 


TaBLE 3-B.—Hospital days per admission at U. 8. Public Health Service 
Hospital, Fort Worth, Tez. 


[Fiscal years 1939-55) 


Addicts Other patients 


Total 
Pri- | Proba- | Volun- 
Total | soners | tioner | tary | Total 





! More detailed breakdown is not available. 

2 Includes Army and Navy personnel eligible for care under Executive Order 9079. 

3 Includes American seamen and Coast Guard personnel eligible for care under Executive Order 9079. 

‘ Includes Immigration and Naturalization Service —— United States prisoners, Canadian insane 
and Indians eligible for care under Executive Order 9079. 

5 Not computed; number of admissions too small. 
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TaBLe 4.—Age of addicts discharged from Fort Worth and Lezington 
[Fiscal years 1953, 1954, 1955] 


1953 1954 1955 


—rawes 


y |cumalattve : |\Cumulative| ,- Cumulative 
Number | percentage | Number percentage Number percentage 


4,207 |.-. 3, 461 

251 . 205 

: 744 

2 | . 2 2 57. , 167 
as .3 | 50) 
45 to 54... ‘ .é ‘ ; 156 
55 to 64... -- ‘ ; : Lf 258 
65 and over i ‘ { . 5 


Median age............ 35.8 2 32. 31. 


TABLE 4-A.—Age of addicts discharged from Lezrington, Ky. 
[Fiscal years 1953, 1954, 1955] 


1953 1954 


|Cumulative 


| 
: ,- |Cumulative; ,; _, |Cumulative 
Number Number percentage 


| percentage | percentage | “umber 


All ages... Se omer... J 3, 521 2, 709 


Under 21. | 217 | 5. 197 5. 144 
729 | 8 | 767 | 27. 609 
Sp tS writen seadlndindeetsieccain , 039 . , 081 58. 951 
Fe i tininnanes 862 8. 593 ; 436 
45 to 54 815 1 | 554 | V7 | 334 
Ws as chbiehscaccal 406 | 9 | 267 2 | 194 
fe eae - 0 | 62 .0 | 41 


Median age. ----_-.__- ie 36. , 31.3 





TaBLe 4-B.—Age of addicts discharged from Fort Worth, Tez. 
[Fiseal years 1953, 1954, 1955] 


1953 1954 1955 


r ‘Cumulative ,. ,Cumulative’ ,. .- (Cumulative 
Number percentage Number percentage Number percentage 


pe is 


| 


joeeresscs | 8 | 
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TABLE 6.—Class of patient by type of disposition of addicts discharged from 
Fort Worth and Lezington 
[Fiscal years 1953, 1954, 1955] 


Type of disposition 


i | 
Class of patient 
a ROL | Reemataves Re ote | Died 
advice | and AOL | © Prisons |  josnitals 


1953 


Voluntary | 
Probationer...........- 
PT itstidebedneutes | 
Other 





Voluntary 
Probetiomie?........<-<.} 
Prisoner 
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Taste 6-A.—Class of patient by type of disposition of addicts discharged from 
Lewvington, Ky. 


[Fiscal years 1953, 1954, 1955] 


| Type of disposition 


a ie 


Class of patient Left Se 
against} Escaped , rag) Readmission 
on os medical | AWOL ene to other Died 
re advice and AOL | © Prisons hospitals 


All types 


1, 982 | 


2, 066 


Voluntary-_--- 3, | 1, 509 2, 066 
Probationer- SE 86 | | 
Prisoner -...---- 

Other. 


1954 


—-- —---+ + 
Total __- | , Of 0 | 
sasinsiteeniemealtpcaahecadelaaaine | 
Voluntary ial 2, 965 1, 068 
Probationer 86 85 
Prisoner --- | 469 | 332 
SE scp acchinaunina aad i 


Total. __- | 2,709 
Voluntary_.......-- 2, 299 | 
Probationer - -- 46 | 
TPMONOE. 2 cn ecens ; 363 | 

1 | 


1 Incomplete; approximatey 100 discharge records were not received in time to be included. 


TABLE 6-B.—Class of patient by type of disposition of addicts discharged from 
Fort Worth, Tea. 


[Fiscal years 1953, 1954, 1955] 


Type of disposition 


; . —— 
Class of patient pis. {Left against] Escaped |-ppansterreq| Readmission 
All types chars od medical AWOL to orisons to other Died 
=e advice | and AOL = | hospitals | 


1953 


TB an dsicscnnn 227 | 





Voluntary_..........--- 53 | 
Probationer Stes 
Prisoner A 165 |_- 


Rs mn cees 


IN i a 
Probationer 
Prisoner 











Voluntary 
Probationer 
PONENT csi cnncocscoee 
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TABLE 7.—Drug of choice of addicts discharged from Fort Worth and Legvington 


[Fiscal years 1953-55 


Fiscal year 
Type of drug 


Total, all drugs 
Opiates. - -- 


Heroin... 

Morphine 
Dilaudid.... 
Pantopon... 
Paregoric . . .. 
Codeine. e ; 
Opium. ‘ as 
Laudanum. ... 
Unspecified derivatives 


syntheties- 


Demerol... 
Dolophine. - 
Other.. 


Marihuana 
Cocaine group 
Unspecified _- 


TasLe 7—A.—Drug of choice of addicts discharged from Lewvington, Ky. 
[Fiscal year 1953-55] 


| 
i 


Fiscal year 
Type of drug 


1953 1954 | 


Total, all drugs- 4, 157 3, 521 | 


Opiates | 3, 935 | 
Heroin_..._--- ear 2, 026 | 
Morphine... .-- = ana ‘ ‘ ; 1, 189 

Dilaudid , hia = maa 339 

Pantapon._. . anbinhedaaaiiata eiaaciiataie 57 | 

Paregoric. —. ‘ ale ‘ aaa 64 

Codeine. --- aie iad 35 | 

Opium - . : : = 16 

Laudanum.....-- ; - , ea 3 

Unspecified derivatives ‘ al 206 | 


Synthetics 209 | 230 
Demerol. .-- rad 139 | 152 
Dolophine- . . 69 | 7 
Other__. : ; 1 | 1 

Marihuana. -- . g 6 | 

Cocaine group. -.- ities f 3 | 

Unspecified _..:...-- ‘ 





Incomplete— Approximately 100 discharge records were not received in time to be included. 
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TABLE 7—-B.—Drug of choice of addicts discharged from Fort Worth, Tez. 
[Fiscal years 1953-55] 


Total, all drugs 
GE nnsnntacdscs. 


erate... 55k 

Morphine_.-__- 

Dilaudid___-- 

Pantopon 

Paregoric 

Codeine - - - 

GR bsSkdeschcnn cs vcwhooees se ciaaiin 

Unspecified derivatives. --.........--- 
Synthetics- - - 

Demerol. . 


Dolophine 
Other__. 


Marihuana 
Cocaine group 
Unspecified 





TABLE 8.—Occupation of addicts discharged from Fort Worth and Lewington 
{Fiscal year 1953-55] 


Occupation 


Other health workers. - 

Other professionals 

Entertainer __- 

Salesman_.-.....-. 

TN TN oo a since sat niente uketsn ucla omaceiaaabmmniod sac 
Proprietary, managerial. and white collar 

Agricultural. _ _- 

Skilled- 

Semiskilled 

UMeG. oboe eee 

Housewife 

PORNO etn dc ceens 
Other and unspecified 
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TABLE 8-A.—Occupation of addicts discharged from Lezvington, Ky. 


[Fiscal years 1953-55} 


Dentist : 

Other health workers. . - -- 
i Seen 
Entertainer 


GeV R a chudhhncwancrecnasa<a 

Proprietary, managerial, and white collar_...........-..-- 7 
Agricultural J 

Skilled 

Semiskilled 


Is ee eae | 


RE chad clit pais cots tohsus wi nivstnisss cessarsicta Gonibeadiates tala oad 
NON cdaliiensrcaulibesecsoana ; 
Other and unspecified 


i 
i 
| 
i 





73 
62 47 | 
230 | 142 
246 235 
753 | 659 
524 401 | 
60 | 43 
465 403 
329 381 
300 | 317 | 
302 313 
534 244 
134 120 | 


! Incomplete—approximately 100 discharge records were not received in time to be included. 


TasLe 8-B.—Occupation of addicts discharged from Fort Worth, Tez. 
{Fiscal year 1953-55] 


Occupation 


Dentist 

Other health workers-_.................-- ; 
Other professionals 

Se isda innate riete enim tpiatemin ch ccna 
ee . 


Service worker Aan oth vs seca lt 


Proprietary, managerial, and white colla 
Agricultural 
Skilled 


Unskilled 


OU nék cb steapcnneacen Sp ee ce rea ea ake ee 


Fiscal year 


| 


1953 1954 


ae. 
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TaBLe 9.—State of residence of addicts discharged from Fort Worth and 
Lexington 


[Fiscal years 1955, 1954, 1955] 


Fiscal year Fiscal year 


S NS i bes ba 
|| Nevada_._- 
105 || New Hampshire 
13 || New Jersey 
30 || New Mexico 
202 || New York Saad 
Colorado j f 9 || North Carolina_-_-___-_- 
Connecticut 31 | ‘ 6 || North Dakota 
Delaware | 1 |} Ohio._- 
District of Columbia__.-- 5 | 56 | 117 | 
Florida 59 | 38 || Oregon Saideitde ds 
; 67 || Pennsylvania 
ewer | | 3 || Rhode Island 
SIR once cdacemsekun’ . 7 837 | 740 || South Carolina... ..__.-- 
I Sk nck e atonsnn : 99 | || South Dakota 
SE eS ee eee 2 || Tennessee 
Kansas 3 | 20 || Texas 
Kentucky i i |} Utah... 
Louisiana 5 | Vermont 
: ‘ 2 | 2 || Virginia 
OS, a < 23 ‘ Washington 
Massachusetts -....-.-- 5s 42 | 30 || West Virginia_. 
EC rack pcaccan ena 94 || Wisconsin. 
Minnesota_- | Wyoming ‘ bea 
Mississippi § 5 3 || Outside United States_ 
Missouri < 4 83 None sees 
Montana 


et 








TaBLE 9—-A.—State of residence of addicts discharged from Lexington, Ky. 


[Fiscal year 1953, 1954, 1955] 


Fiseal year 


1954 | i} 5: | 1 1955 


ee 3, 521 ; Nebraska l 
—_—|\———]} Nevada 1 
Alabama 115 New Hampshire ‘ 1 
Arizona 2 New Jersey f - { 44 
20 New Mexico e l 
46 || New York. -_. : 62 
2 |. ... || North Carolina_-. d 
13 | > || North Dakota_- 
1 || Ohio _. 
150 Oklahoma. ---. 
i 57 Oregon 
105 Pennsylvania 
micrcee csia a eae || Rhode Island 
Illinois 828 | South Carolina. - 
Indiana _--- 4 114 | ||} South Dakota 
Towa------ ) 4 | || ‘Tennessee 
Kansas- - -- 2) 4 | s || Texas 
Kentucky - -- - 104 | || Utah- 
Louisiana : 25 25 || Vermont 
Maine__- é 2 2 || Virginia : 
Maryland __ 3! 22 | ‘ Washington _._- 
Massachusetts. { ie 42 | 30 || West Virginia 
Michigan - - | 90 | 3 || Wisconsin -_- 
Minnesota ‘ eek || Wyoming 
Mississippi - - - - 50 | 51 | 3¢ Outside United States 
Missouri_-- ) 48 | | N A a 
Montana. - __-- ; : | 
1 | ! 




















1 Incomplete, approximately 100 discharge records were not received in time to be included. 
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TaBLe 9-B.—State of residence of addicts discharged from Fort Worth, Tez. 


[Fiscal year 1953, 1954, 1955] 
tells = 1 i 


Fiscal year | 
1} 


Vt. hse | State 


1953 | 1954 | 1955 


539 686 | Montana. -- 

--- Nebraska. . 
Alabama.....--- | { Nevada 
\rizona New Hampshire 
AYRE acsasewe : : 8 || New Jersey 
California | New Mexico -.. 
Colorado... | 3 | 9 || New York bo 
Connecticut ; ee North Carolina - -_- 
De iecas scttiewcwcae || North Dakota. --._- 
District of Columbia || Ohio___. 
Florida. - ‘ || Oklahoma. . 
Georgia 3 || Oregon. . - 
FOI oc cecrnigne seaee Pennsylvania 
Illinois ) || Rhode Island 
Indiana ~— | 2 || South Carolina... 
lowa Rasen ‘a | South Dakota_ .- 
CC eo 9 | || ‘Tennessee - 
Kentucky || Texas 
Louisiana... --- 24 || Utah 
Maine. ’ Ras ie || Vermont 
Maryland a Virginia - . . - 
Massachusetts 2 | sini Washington - - . 
Michigan : | || West Virginia 
i Se | Wisconsin - - . 
Mississippi | || Wyoming 
Missouri : 3¢ 25 || Outside United States - - 


+ 


o- 


ek le 





71515—56— pt. 515 
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Taste 10-A.—Total previous admissions to Fort Worth and Leawington by class 
of patient of addicts discharged from Lewington, Ky. 


[Fiscal years 1953, 1954, 1955] 


Class of patient 
Number of previous admissions a 


All patients | Voluntary | Probationers Prisoners | Other 


3, 587 
1, 659 
635 
359 
244 
164 
127 
106 


49 
9 or more_. 


Total 


Bitacubae 
9 or more 








Total 
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TABLE 11.—Average number of addicts per million population by State of 
residenced ischarged from Fort Worth and Lewvington 


[Fiscal years 1953-55] 


Average num- | Civilian popu- | 4 verage num- 


ber of addicts | nae 3 nag | ber of addicts 
discharged per July 1, 1953 | per million 
year 1953-55 | (in thousands) | Population 





4 sacineniisnmemenmnenenmien 
4,101 | 104, 067 30.4 


Alabama 123 | 1, 874 | 65.6 
Arizona 14 558 | 25. 
Arkansas 38 1, 176 | 32. 
California . ‘i 207 8, 108 25 
COM inicis atta dip anniv dante siocnsiniiesidutciashenonemiiial 10 901 | 11. 
Connecticut. - 17 1, 512 | 11. 
Del, psunnesetndsnndinepnnecnints on itsaliaipapaniipcanebioeiabtanade 1 | 240 4. 
District of Columbia 166 575 288. 
Florida 65 | 2, 188 | 29. 
Georgia 103 2, 152 | 47. 
Idaho 2 370 | 5. 
Illinois 2 751 6, 233 120. 
Indiana 101 2,743 36 
lows 4) 1, 738 2 
Kansas casted tdaiadieciae 18 1,317 13. 
Kentucky-- 110 | 1, 806 
Louisiana 62 | 1, 748 35. 
Maine 4 2 | 597 | : 
Maryland : 27 , 639 
\fassachusetts mal — a siaicancial 46 3, 405 
Michigan EE caine a i 105 , 508 
Minnesota 6 2, 006 | 
Mississippl 54 , 279 | 
Missouri 83 , 794 
: a 4 392 
Nebraska... ‘ a pansena 3 902 
Nevada . : ob owen ; 135 
New Hampshire-- 
New Jersey..-...- 
New Mexico... 
New York... 
North Carolina. . --- 
North Dakota. 
Ohio 
Oklahoma 
Oregon ‘ “e 
Pennsylvania. 
Khode Island____- 
South Carolina 
South Dakota 
l ennessee 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia 
onsin 
oming 


COoar oe Cone Dart ON wie owe 


Ie e Oem own hd 


QAOPMSe-INNAOQ- 


te 


boo OD 


TABLE 12,—Percent and average number of previous admissions of addicts 
discharged from Lezington, Ky. 


[Fiscal years 1953, 1954, 1955] 


Voluntar 


All patients patients 


Item 


1953 1954 1955 | 1953 1954. 1955 


t with previous admissions to either Fort Worth or Lexing- 


we number of admissions, all patients _- . 
we number of admissions of patients with previous admis- 
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1I938-1955 
U.S.Public Health Service Hospital 
Lexington, Kentucky. 


. 
. 


a 


Probationers 
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ANNUAL ADMISSIONS 
1938-1955 


U.S Public Health Service Hospital 
Lexington, Kentucky 


a / 


\ 
Ail nas ) am 


Fuca Yer !938 ‘39 40 ‘a ‘2 ‘43 
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NUMBER OF TIMES ADMITTED 
1935-1952 


17,471 Addict Patients 


U.S. Public Health Service Hospital 
Lexington, Kentucky. 


goo -temis+ © 


22% -2 Times - 3,858 
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AGE ON ADMISSION 


2193 Male Patients Admitted 1955 
U.S. Public Health Service Hospital 
Lexington, Kentucky 


: 


i 
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AGE ON ADMISSION 

741 Female Patients Admitted 1955 
U.S.Public Health Service Hospital 
Lexington, Kentucky. 


‘te 
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LENGTH OF STAY: Male Addict Voluntary 
765 Discharged January — June 1955 

U.S.Public Heolth Service Hospital 

Lexington, Kentucky. 


Finctudes 76°C’ Volunteers 
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LENGTH OF STAY: Female Addict Voluntary 
302 Discharged January — June 1955 


US.Public Health Service Hospital 
Lexington, Kentucky. 
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AGE AND RACE: Male Addicts 
964 Discharged January — June 1955 
US.Public Health Service Hospital 
Lexington, Kentucky 


en 


40-49 sose re 





ILLICIT NARCOTICS TRAFFIC 


AGE AND RACE: Female Addicts 
347 Discharged Jaonuvory — June 1955 
U.S.Public Health Service Hospital 

Lexington, Kentucky. 


Wivte 


76% -l13 


76%50 
100% 39 
4 | 
89% 416 } 100%" | 
Lace eed ay 
“29 30-39 40-49 5069 +60 


*20 
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June 30,1954 Compared with June 30,1955 
US Public Health Service Hospital 
Lexington, Kentucky 


| 5 Yeors 6 Under 


134 46-30-55 
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LENGTH OF SENTENCES 

821 Addict Prisoners Present June- 30-1955 
U.S.Public Health Service Hospital 
Lexington, Kentucky 


Number of Prisoners 


10 20 30 40 50 60 70 80 90 100 so 


t| One yeor or les 73 


T——— 


{|| year and! day to 2 years 269] 
L - - a 


s 


{2 yeors ond idoy to Syeors ug} 


n 

’ 
e 
a 


[Sve eee toto 79 
(4 yeors and!iday toSyeors 76] 
33 ] Syeors ondideyto6yeors 
3 | 6yeors ond !doyto 7 years 
a7 | 7 yeors ond! day toByeors 


— 
| 12 | Byeors ond! dayto 9 yeors 


2 | 9 ye0rs ond !iday tolO years 


0-10 yeors ondidoy toil yeors 
[7] yeors and! day tol2 yeors 

| 1-12 yeors ond! doy to! 3 yeors 
O- |3yeors ond | doy to!4 yeors 


[]s-14 yeors ond! day to!l5 yeors 
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LENGTH OF TIME IN HOSPITAL 
682! Addict Prisoners Present June-30-1955 
US. Public Health Service Hospital 

Lexington, Kentucky. 


| yeor &! doy 


Gyeors Bidap 
to 
4yeors 


@yeors Bidep 
te 


a 6 ye ors 


lccontininaes “eanuuaiiounalin 
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DURATION OF STAY 

412 Prisoners Discharged F.Y. 1956 
U.S.Public Health Service Hospital 
Lexington, Kentucky 


3° Four years & | doy 
| fo Five yeors 


| 


2 Three yeors &! coy 
' 
to Four yeors 


: Two yeors Gi doy 


5 
to Three yeors 


4 


One year G@idoy 


173 to Two yeors 








169 One yeor or less 
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CONDITION ON DISCHARGE 


2852 NARCOTIC ADDICTS 
1955 


U.S. PUBLIC HEALTH SERVICE HOSPITAL 
LEXINGTON, KENTUCKY 


TRANSFERS,DEATHS ETC. 


[| * 


UNIMPROVED-228 


MAXIMUM HOSPITAL IMPROVEMENT - i016 


VOLUNTEERS PRISONER: H 


IMPROVED - 1558 


VOLUNTEERS 


pt. 5——16 
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Senator Danret. Dr. MacLeod ? 

Do you solemnly swear that the testimony you are about to give 
to this Subcommittee of the Senate Judiciary Committee will be the 
truth, the whole truth, and nothing but the truth, so help you God? 

Dr. MacLeop. I so swear, sir. 


TESTIMONY OF DR. ALASTAIR MacLEOD, MONTREAL, CANADA 


Senator Danret. Dr. MacLeod, at the outset, I want to thank you 
on behalf of this committee for coming here and for being with us 
during this hearing. Dr. MacLeod is the director of the John Howard 
Society of Quebec, and I believe you have had experience in both the 
English system and the Canadian system of treating drug addiction ; 
is that right ? 

Dr. MacLeop. Yes, sir. 

May I say at the beginning, Mr. Chairman and Hon. Senator But- 
ler, on behalf of the John Howard Society of Quebec, I should like 
to take this opportunity of thanking you for extending to me, a 
member of the society’s board of directors, the privilege of appearing 
before your committee today. 

For purposes of the record I should like to say that the John Howard 
Society of Quebec is a voluntary. Red Feather (Community Chest) 
Agency, a member of the Welfare Federation of Montreal and the 
Montreal Council of Social Agencies. 

Its prime concern is the promotion by all lawful means of the wel- 
fare of adult offenders and their dependents, with the examination of 
penal reform in accordance with modern principles of penology. 

As a society much of our work is in the area of rehabilitation of 
adult offenders and we are being challenged continually by the un- 
usually difficult problems surrounding our attempts at rehabilitating 
convicted drug addicts who have served their sentences. 

in the hope that our experiences may be of some help to the honor- 
able members of the committee in their study of narcotic addiction, 
I have brought together, with the help of Mr. Edward Shiner, as- 
sistant executive director of the John Howard Society, such data 
as we have on those drug addicts who have approached our society 
for assistance during the past 2 years, 

I do not know how you would like me to proceed, Mr. Chairman. If 
I may make a suggestion, I think it will probably be quicker if I speak 
from the prepared statement I have brought with me. In many re- 
spects it embodies much of the evidence w hich Mr. Shiner and myself 
brought before the Special Committee of the Senate of Canada on 
the Traffic in Narcotics Drugs in Canada. 

I suggest that I follow the text pretty closely, mentioning those 
perts that are relative to today’s hearing, and file the statement, 
except for interpolations in response to questions that may arise. 

Senator Daniex. That will be fine; and any portion of the statement 
you just want to include in the record, with the comments that you 
have made in the meantime, that will be fine. 

Dr. MacLeop. bye you, sir. 

To begin with, I should like to say that in my present position as 
assistant professor i in the department of phychiatry of McGill Uni- 
versity and assistant director of the Montreal Mental Hygiene In 
stitute, I am most qualified to speak on the postinstitution: al release 
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aspect of the rehabilitation and treatment of convicted narcotic ad- 
dicts, as it is in this area that I and my colleagues are most active; 
however the major ———_ of my personal experience of the 
treatment of drug addicts was gained while I was in medical practice 
in Great Britain, especially in the years 1941-51. 

Since 1938 I have been concerned wih the clinical experience and 
treatment of individual suffering from psychiatric illness. Most of 
my experience of the treatment of drug addicts was gained while I 
was assistant director of an inpatient psychiatric unit attached to one 
of the teaching hospitals of London University. 

The majority of the cases under my care were professional people, 
mainly doctors, although the list included nurses and nonprofessional 
people as well. Some of the patients were under voluntary treatment 
and some as a result of court probation order. I was also fortunate 
in being able to call on members of the dangerous drugs inspectorate 
of the home office for help and advice. 

Perhaps I should take this opportunity of stating that no matter 
how lenient the recommendations of the departmental committee 
(1924) on morphine and heroin addiction might appear on paper, 
in actual practice, in my time, all members of the inspectorate staif 
were strongly opposed to any line of action that would allow a known 
addict to continue his addiction with the help of a doctor who was 
willing to attempt to keep the addict on a minimum maintenance dose. 

I use the word “attempt” advisedly as I have never discovered a 
case in which the method proved successful. This is not to be won- 
dered at when one takes into consideration that nearly all persons 
who become addicted, have clearly recognizable psychological dis- 
turbances to start with, coupled with the fact that tolerance of the 
drug rapidly develops and ever-increasing dosages are needed for 
temporary relief from psychic distress. 

In a number of ways the characteristics of the patients I had clini- 
cal experience of differ from those who make up the majority of the 
Canadian statistics. They were either comfortably off financially 
themselves or had a family or relatives from whom they could borrow 
money. In no case was there any attempt to obtain supplies on the 
illicit market, even after their permission to prescribe drugs—that is 
in the case of doctors—had been withdrawn, following conviction by 
the special medical tribunal set up under the dangerous drugs 
regulation. 

In many cases, also, although the patient had presented himself 
for voluntary treatment, subsequent investigation proved that he 
knew the authorities were close on his heels. 

In most cases the patients received extensive psychotherapy as 
soon as possible after subsidence of the withdrawal symptoms. This 
enabled a close observation of the patient to be maintained not only 
during the time he was in the hospital but also during the time at- 
tempts were being made to bring about a social rehabilitation. 

I am sorry to have to say that with the possible exception of one 
case, the results of treatment under what can be described as almost 
ideal medical conditions were uniformly poor. That this may have 
been due, to some extent, to inadequacies in my treatment methods, 
I am willing to admit. 

However, it would appear that other factors were operative as well 
and a discussion of these factors may be of some interest to the mem- 
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bers of the committee. Let me say again, however, that what I have 
to say is based on my personal clinical experience with 12 cases 
directly under my care and my experience may in no way duplicate 
that of other medical practitioners. 

In the first place the problem of drug addiction is a complex 
problem inyolving social, psychological, medical, and legal aspects. 
The temporary separation of the addict from his drug of choice 
presents no unsurmountable medical problem, although the physi- 
cian’s task can be greatly complicated by the absence of such measures 
as some form of legal restraint to insure that the patient carries out 
the withdrawal treatment during which time his judgment concerning 
himself is far from valid. 

The keeping of the addict away from a source of supply seems to be 
more a problem for legislation and police enforcement than for the 
doctor, for my experience has been that wherever a supply exists the 
confirmed addict will find his way to it. 

In Britain, as far as the morphine derivatives are concerned, the 
only supply open is in the majority of cases a legitimate supply con- 
trolled by-a practicing physician in good standing, that is, I mean, 
the supply hie any patient used. 

In Canada the problem of illicit supplies seems to loom much 
larger. 

The cure of the personality defects existing before addiction in 
most drug addicts is, in my experience, not at all hopeful in our 
present state of medical knowledge. . 

The social rehabilitation of the temporarily withdrawn addict pre- 
sents almost impossible difficulties, although here and there one comes 
across the odd case which provides a glimmer of hope. Some evi- 
dence has been given before the Canadian committee, I believe, to 
the effect that the drug addict on a maintenance dose is less of a danger 
to society than say an alcoholic and that there are no epidemiological 
problems related to this illness. 

This has not been my experience. Without exception every addict 
whom I had in treatment either attempted to give expression to or 
fought against a clearly recognized desire to involve nonaddicts. 

Although it would be logical to assume that the reason for such 
proselytism is the desire to render surer a source of supply of the 
drug, it was my opinion that this activity was the outcome of much 
deeper psychological conflict, and indicated a perverse inner need of 
the addict to turn him self-destructive drives against those around 
him as well as against himself. 

Drug addicts are predominantly sociable people, and they cannot 
stand any degree of social isolation for very long without attempting 
to find a suitable companion. As a matter of medical interest, I 
found this desire to make converts much more pronounced in the male 
addicts than in the female addicts. 

It is my belief that drug addiction can be likened in many ways 
to an infectious disease. These epidemiological features can be more 
clearly seen, of course, in the case of chronic alcoholism and barbitu- 
rate addiction, but the present observation that new addicts are not 
being sought by the drug peddler is probably more an indication of 
the stepped-up efficiency of the enforcement officers than it is of the 
tendency of the demand for narcotics to reach a stable level. 
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It was in reply to evidence given before the Canadian Senate com- 
mittee that some drug addicts had become dlers themselves, and 
that they had given evidence that once the me peddlers they did 
not want to involve any nonaddict in their activity because they 
wanted to make sure they were not caught and had a continued supply. 

Nevertheless, despite these complicating factors, drug addiction 
is a community illness that must be tackled constructively and realis- 
tically. If the problem has many facets such as the social and legal 
aspects as well as the medical and psychological, that is all the more 
reason for attempting to develop a constructive program in any of 
these areas which is open. 

To begin with, the problem must be recognized as affecting the 
whole community. The public must be educated to recognize its pres- 
ent inadequacies for the treatment of this serious illness. In the light 
of our present knowledge there is little evidence to support attempts 
at ambulatory treatment on an outpatient basis for the confirmed 
addict, and arguments in favor of the establishment of narcotic clinics 
where registered users could receive their minimum required dosage of 
the drug I maintain can only be put forward by those with little ex- 
perience in this field as there is no scientific basis for the proposal 
whatever. 

Drug addiction leads to a remarkably unstable psychological state 
and increasing toleration of the drug calls for increasing dosage. 

The confirmed drug addict has an illness which involves the loss 
of power of self-control and his treatment requires some means where- 
by he can be legally detained for the period during which his judg- 
ment about himself is not valid. 

This leads to a consideration of the nature and location of the resi- 
dential institution, and the various ways in which the confirmed ad- 
dict can be kept under protective control while his treatment is being 
carried out. 

As far as Canada is concerned it is not felt that any of the existing 
penal institutions could function adequately as a treatment center for 
drug addicts. 

Before social rehabilitation can be successfully attempted some 
methods must be found of setting up a colony of narcotic addicts 
where those recovering could begin learning to tolerate the emotional 
frustrations experienced by ordinary citizens in their everyday lives. 

To set up such a colony where the patient under treatment could 
begin to learn to relearn the necessary social skills will require the 
cooperation not only of medical specialists but that of many other 
allied workers in the social sciences as well. 

The merest contemplation of the magnitude of this mental-health 
problem points up the very real need to encourage in every Way pos- 
sible the recruitment and training of many additional skilled social 
workers interested in this rehabilitation area. 

Geographical location of such an institution is of considerable im- 
portance if social isolation is to be avoided. But of more importance 
is its ability to grow into a community, isolated if need be, in which 
not only the physical and medical needs of the confirmed addict are 
met but also the psychological and social needs as well. 

In this respect many of the recent advances in the planning of 
fairly long-term residential treatment programs for juvenile de- 
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linquents and the programs designed to provide long-term residential 
treatment for the chronic unemployable, are worthy of further con- 
sideration. 

Some features of the training program for delinquent boys at Bos- 
coville, near Montreal, and the treatment methods of Dr. Maxwell 
Jones in England in the field of chronic adult unemployable have prac- 
tical aspects that are likely to prove of value should a settlement de- 
voted to the management of the chronic drug addict ever be set up. 

In my own experience, treatment of chronic narcotic addiction on 
a purely voluntary basis met with little success. Ultimately means 
had to be sought to insure that the patient did not terminate his 
treatment or rehabilitation before those in charge of his case consid- 
ered his improvement to be such that he was ready for greater freedom 
of movement among the public. 

Commitment by the courts was the only recourse open at the time 
I was concerned with the treatment of the narcotic addicts under my 
care. In itself this is a very unsatisfactory measure, as although it 
insures temporary withdrawal from the drug, it has little to offer in 
the area of long-term rehabilitation efforts. 

Commitment to be really effective must be for an indeterminate 
period. Moreover, the concept of interdeterminate sentence must be 
translated into medical and social terms so that the length of commit- 
ment—that is, the treatment—can be determined by competent medi- 
cal authorities. 

There must also be some provision for the addict who wishes to 
enter the institution as a voluntary patient. This involves, as far as 
Canada is concerned, providing lel procedures whereby the patient 
can ask for commitment for a definite minimum period agreed upon 
between himself and his medical advisers. 

In all likelihood, even after some of these measures have been 
adopted, some of the chronic narcotic addicts we see today in clinical 
practice would fail to show sufficient evidence of improvement during 
their period of commitment to justify at any time the recommenda- 
tion that they be allowed to manage on their own at any time and 
probably most of those who showed satisfactory medical improvement 
would require much skilled probationary supervision for many years. 

There is little evidence to suggest that, left to his own devices, the 
chronic narcotic addict will do other than relapse under present 
methods of treatment. 

As Dr. C. A. Roberts, chief, mental health division, Department of 
National Health and Welfare, Canada, has pointed out, there are 
indications that it is possible to go a long way toward solving the 
problem of narcotics addiction if medical, social, and rehabilitation 
methods are applied in a coordinated way. 

However, at the moment, in Canada, at least, it looks as though it 
will be some little while before the authorities in the field of treatment 
of narcotic addiction will be able to set up an adequate and compre- 
hensive treatment service to meet this problem. 

Central to any program of rehabilitation is the practical issue that 
the presént method of addiction management is, in many cases, incar- 
ceration and reincarceration in a prison. For a multitude of obvious 
reasons itis usually impossible to offer any adequate long-term treat- 
ment beyond this measure. 





ILLICIT NARCOTICS TRAFFIC 1543 


However, repeated imprisonment is ineffective in curing the chronic 
addict and it is also expensive beyond all proportion to the results. 

No matter how valuable it may be as a temporary expedient, sterile, 
social isolation of disturbed citizens is something that can never be 
encouraged as a long-term policy. 

The history of the mental-hygiene movement, and especially the 
experiences gained in the handling of problems connected with chronic 
alcoholism, clearly show that no real progress can be made until the 
blind, rejecting attitude of the community is broken down and re- 
placed by a recognition that the problems of any one member is a 
common problem for the whole community. 

Education of the public through mental-hygiene propaganda must 
aim at bringing about a situation where the narcotic addict will feel 
free to own up to his predicament secure in the knowledge that he has 
the support of the community in his efforts to rid himself of his 
disease and that there is no risk of social ostracism. 

Some means however must be found to change the attitude of the 
most important actor in this social drama; namely, the addict himself. 
Before community measures can be effective the desire for reform 
must come from within the addict himself; it can never be imposed 
from without. 

In this respect the treatment and social rehabilitation of the con- 
firmed narcotic addict present problems similar to those encountered 
in the treatment of chronic sloobdlien before the advent of Alcoholics 
Anonymous. 

In Canada, the John Howard Society of Quebec has chosen this 
7 of the total treatment, and rehabilitation program for special 
efforts. It sees in organizations such as Alcoholics Anonymous the 
hope of practical solutions in this field and recognizes that such move- 
ments have within them the seeds of powerful socializing forces which 
can do much to bridge the gap between release from institution and 
the final return to free living existence within the community. 

The John Howard Society recognizes that Narcotics Anonymous is 
but one link in the rehabilitation program. Nevertheless the society 
looks forward to strengthening the efforts of Narcotics Anonymous 
in the areas within its own special field of competence, in the hope that 
it will encourage other eet in community services who have sim- 
ilar responsibilties in other areas, to initiate wherever possible, com- 
plementary aspects of the total community effort toward the eradica- 
tion of chronic narcotic addiction. 

I would like to stop at this point, sir, because J feel the rest of the 
material could be put in the minutes later as it refers to specific cases 
in Montreal. 

Senator Daniex. Yes. 

Dr. MacLxop. To give you some idea of the present situation in 
Montreal as seen through the eyes of a social service agency provid- 
ing an aftercase service to the non-Catholic population, the following 
particulars of released convicts suffering from narcotic addiction are 
presented. 

Of 19 admitted narcotic addicts who applied voluntarily to the 
society for rehabilitative assistance, and so forth—13 were male, 6 
female. Their ages ranged from 27 years to 55 years, with most in 
the age grouping of 40 to 49 years. 
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A grade-school education was most common (8) while 6 had high 
school and 4 university training. 

Three men had never been employed in legitimate work; 5 other 
men were laborers, ft a skilled tradesman, 2 clerical and 2 professional. 

Among the female addicts 3 had carried domestic work only, while 
the other 3 were in the clerical field. With all 19 their work record 
was irregular to the extent of being almost nonexistent. 

Of our 19 clients, 16 had not been convicted of a criminal offense 
prior to their becoming addicted. Two had technical offenses such 
as “disturbing the peace,” and only one, from our information, had a 
conviction for a criminal offense as a juvenile. 

This evidence, although the number in our group is small, tends to 
go contrary to the west-coast view that addicts are delinquents before 
becoming addicts. 

All 19 cases had convictions after becoming addicted. 

Taking 18 of the clients into account, the convictions totaled 173. 
The average conviction was 9.6 with over half the group having less 
than the average number of convictions. The 19th addict has had 29 
convictions in the past 5 years, and the criminal records date back to 
1923, with no appreciable change in the pattern of excessive delinquent 
behavior. 

The age upon which 18 of these clients first became addicted to drugs 
shows, almost twice the number became habitues while under 24 years 
of age, in fact 4 were only age 17, and 1 woman 14 years. 

Without exception, heroin was the narcotic used. However, six had 
their beginning experience with opium, marihuana, or barbiturates. 

Length of addiction could be determined for 18 cases. Addiction 
length ranged from 6 months to 33 years. The average term was 17 
years. This small sample of 18 had been addicted for a total of 306.5 
year. 

Only three have been able to secure voluntary hospital treatment for 
their addiction. All treatment plans were unsuccessful. One man, 
after two unsuccessful hospitalizations, achieved abstinence after join- 
ing Alcoholics Anonymous and later Narcotics Anonymous. 

He has been drug-free for 3 years. The usual pattern for our clients 
has been relapse to narcotics and further delinquency. Fifteen have 
followed this course. Outside the 1 Narcotic Anonymous member 
previously mentioned, 1 has also been successful through Alcoholics 
Anonymous and Narcotic Anonymous for 4 years, 1 had not relapsed 
4 months following release from his first sentence and the fourth per- 
son returned to criminal activity while not using drugs, after 6 months 
of unsuccessful job hunting. 

This picture would not be complete without reference to the family 
and marital background of these 19 people. Their current emotional 
instability has its roots in a depressing panorama of childhood mal- 
adjustments, unhappy homes, disintegrated families, and unfortunate 
early work experience. Fifteen had attempted marriage is some form 
or another and all unions, whether legal or not, were disrupted by 
divorce or separation. 

Of the 19 cases, we have judged that 13 were strongly enough 
motivated toward changing their pattern of past behavior to make a 
genuine effort to sever their contacts with the addict community. 

In general, they were ill equipped to face the realities of their pro- 
posed plans and with no treatment resources geared to their needs they 
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relapsed after varying periods of abstinence. The exceptions have 
been noted. 

These data on the narcotic addict group with whom we have had con- 
tact during the last 2 years reveal a fairly representable sample of 
Canada’s addict problem as reported in the available related literature. 
It is recognized that the older user, fully cognizant of the pitfalls of 
addictions, is the one who most usually seeks help and yet the damaging 
psychological effects of narcotic habituation have had their greatest 
influence upon such persons. 

In addition, the social isolation from normal living becomes more 
pronounced and returning to the community becomes increasingly diffi- 
cult. The vicious circle of addiction, imprisonment, release, repeated 
over and over is all too apparent in our sample. 

The early age of first addiction surely calls for rehabilitation at- 
tempts to be made at this stage before permanent psychological and 
social damage results. 

Beyond the incalculable human misery found in addiction, there 
is the startling thought of the cost to the Canadian community. If 
it can be assumed that three-quarters of the period of addiction of 
our clients is spent in prison and if one-half of that time that they 
are free is taken up with the use of drugs, then using a conservative 
cost figure of $20 a day for their narcotic expenses will lead us to 
conclude that these 17 addicts have spent over $950,000 on their drug 
supply during their years of addiction. 

This sum did not move through normal monetary channels. This 
figure does not take into account concomitant expenses—the cost of 
incarceration, the loss of potential wage earners who contribute to 
the Nation, or the discrepance between the retail price of the goods 
stolen and the amount paid the addict by the receiver. 

There is ample evidence in this shocking picture from our own 
regional experience to demonstrate the need for such comprehensive 
study of the problem as this committee is undertaking. 

Thank you very much, Mr. Chairman, for allowing me so much 
time to present this background material. If you or members of your 
committee would like to ask me any questions I shall answer them 
to the best of my ability. 

Senator Danrev. Senator Butler, do you have any questions? 

Senator Butter. No; I donot. I think it is a very excellent state- 
ment, and it is very enlightening. 

Senator Dantet. Any other questions? Doctor, we certainly ap- 
preciate your bringing us this statement, and especially is it valuable 
to this committee biconee of your having practiced medicine in Eng- 
land and having observed the system that is followed there, and then 
the Canadian system. That is why we were particularly anxious to 
have you before the committee. 

Your statement as to what you understood the inspector of nar- 
cotics followed and told the physician that the law was in England, 
was exactly what the chief inspector told me in London last month, 
and I was really surprised. I thought England had a clinic system 
or a free-drug system or a legalized drug system, and I was surprised 
to find out that it is only in the very exceptional cases, such as Dr. 
Chapman talked about a minute ago, that he had never seen, that they 
will permit doctors to administer drugs until the death of the patient. 
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Dr. MacLeop. I would like to suggest, sir, that in the case of a 
patient who is suffering from an organic illness, the giving of mor- 
phine or an opiate derivative to maintain his equilibrium, is really in 
some ways a psychiatric technique because the man has no physical 
illness, amas one must be treating him for a psychological dis- 
turbance, and I would find it very difficult to believe that any teacher 
of psychiatry in either the United States of America or Canada would 
advocate to his students the use of morhpine as a psychiatric tech- 
nique for the treatment of psychological illness. 

Senator Dantet. Well, are you able to treat a patient for psycho- 
logical illnesses who is under an opiate? 

r. MacLeop. I myself have found it exceptionally difficult to 
initiate treatment at that stage, and I think that is the general opinion 
of most people who have had this type of practice. 

Senator ee Well, again we thank you very much, sir. 

Mr. Gasqur. Mr. Chairman, I have two items which I would like 
to have inserted in the record at the conclusion of the public-health 
testimony. They are statistics and other data relating to their testi- 
mony. 

ration Dantet. They will be inserted at that point in the body 
of the record. 

The committee will stand in recess until 10 o’clock tomorrow morn- 
ing. 
Pee at 5:05 p. m., the subcommittee took a recess to re- 
convene at 10 a. m., Wednesday, September 21, 1955.) 
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WEDNESDAY, SEPTEMBER 21, 1955 


Untrep Srates SENATE, 
SUBCOMMITTEE ON NARCOTICS 
OF THE COMMITTEE ON THE JUDICIARY, 
New York, ina 

The subcommittee met, pursuant to recess, at 10:10 a. m., in room 
618, United States Courthouse, Foley Square, New York, N. Y., Sena- 
tor Price Daniel (chairman of the subcommittee) presiding. 

Present : Senators Daniel and Butler. 

Also present: C. Aubrey Gasque, general counsel; and W. L. Speer, 
committee investigator. 

Senator Dante... The committee will come to order. 

Is Frank Scalici in the committee room ? 

Mr. Iannvuzz1. My name is Nicholas P. Iannuzzi, and my office ad- 
dress is 261 Broadway. 

Senator Danie... You are the attorney for Frank Scalici. Proceed. 

Mr. Iannuzzi. Pursuant to my appearance here yesterday, Mr. 
Chairman, I said that I would do everything possible to locate this 
man. 

As soon as I got back to my office from Long Island City, I sent him 
a telegram, which I show you. 

Senator Danre.. The copy of your telegram will be placed in the 
record. I will read it for the information of the committee and staff. 
This is addressed to Frank Scalici, 211 Kirby Street, City Island, 
N. ¥.2 

It is very important, and you must appear before the Senate investigating 
committee, room 618, Federal Courthouse, Foley Square, Manhattan, at 10 o’clock 
tomorrow morning. If you cannot keep this appointment telephone my office. 

Do you have any information as to delivery ? 

Mr. Iannvuzzi. Yes. 

I.asked the Western Union to give me a report on the telegram, 
and they sent this to me. 

Senator Danret. This reply from Western Union will be placed 
in the record. For the information of the committee I will read it: 

Your telegram to Frank Scalici, 211 Kirby Street, delivered. 

WESTERN UNION TELEGRAPH Co. 

Mr. Iannvuzz1. Now, Mr. Chairman, that does not necessarily mean 
that it was delivered personally to him. Probably somebody in the 
house may have taken that telegram and signed for it. 
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So I, in order to make sure when I received this reply, I called 
Western Union and asked them if they delivered it personally. They 
said, no, they delivered it to a little girl who was at that house. 

Now, there is nothing further I could tell you; nothing further I 
could do, sir. 

Senator Danire.. All right, Mr. Counsel, thank you very much. 

Mr. Iannvuzzt. I have tried to cooperate with you as much as I pos- 
sibly can, and I am sorry this had to occur. 

Senator Dantev. You get in touch with us if you are able to locate 
your client before we leave the city. 

Mr. [annuzzi. Yes. 

In my humble opinion, may I say this: I do not think he is trying 
to evade, but he was pretty sick when I last saw him in the hospital, 
and then he got.an infection of pneumonia on top of that. 

Senator Dantev. That has been how long ago? 

Mr. [Annvzzr. Well, when was that, in June we met here? 

Senator Danrex. Yes. 

Mr. [annvuzzi. In June, the week we met here, the Monday of the 
week following the Friday I was here. 

Senator Danret. All right. You notify us if you can get in touch 
with him and any other further information. 

Mr. Iannuzzt. I certainly shall. 

Senator Danre.. Thank you. 

Dr. Baldi. 

You do solemnly swear the testimony you are about to give to 
this subcommittee of the Senate Judiciary Committee will be the 
truth, the whole truth, and nothing but the truth, so help you God? 

Dr. Bauot. I do. 


TESTIMONY OF DR. FRED S. BALDI, WARDEN, ROCKVIEW 
PENITENTIARY, BELLEFONTE, PA. 


Senator Dante. Sit right down, Dr. Baldi. 

Will you state your full name. 

Dr. Baupr. Fred S. Baldi, M. D. 

Senator Danret. How long have you been a medical doctor ? 

Dr. Bator. I graduated in 1910 of the Medical School of the Uni- 
versity of Pennsylvania. 

Senator Danrev. Have you been engaged in the practice of medi- 
cine in various capacities since that time ¢ 

Dr. Batpt. Ever since that time. 

Senator Dantex. Dr. Baldi, what is your present position ? 

Dr, Baupr. At present I am warden of the State penitentiary at 
Rockview, Bellefonte, Pa. I have been since. December 16, 1953. 

Senator Dante. Prior to that time, Dr. Baldi-—— 

Dr. Baupt. For 40 years I was in charge of the county prisons of 
Philadelphia, Moyamensing, Holmesburg, and the county prison 
farm. 

Senator Dantet. For how many years? 

Dr. Bator. Well do you want me to break it up ? 

Senator Dantex. No; just give us the total. 

Dr. Bator. Administrative capacity 16 years of the 40; that is, 
I took in everything. I was medical director, superintendent over two 
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wardens in both institutions, and the supervising farmer—farming is 
my hobby—and alsothecannery. That is my hobby. 

I started out as a physician in 1914, became medical director in 
1930, medical director and superintendent in 1932-33; back to medical 
director ; then superintendent in 1938 after the oven deaths at Holmes- 
burg until December 15, 1953. 

I was always in a dual capacity of medical director and superin- 
tendent. 

Senator Danrex. In other words, even when you were in an ad- 
ministrative capacity in the city prisons of Philadelphia, you were also 
medical director ? 

Dr. Baupr. Yes, sir. 

Senator Dantev. So you had a total then of about 40 years as a 
medical director or administrator in city and State prisons / 

Dr. Baupt. That is correct. 

Senator Danret. During that time have you had occasion to observe 
and handle narcotic addicts ? 

Mr. Batpt. I have. 

Senator Dantet. About how many narcotic addicts would you say 
that you have had occasion to observe, treat, or handle? 

Dr. Bautpr. Well, I can’t give you the exact number, but I know it 
is in somewhere around 5,000 over the 40 years; at least 5,000. 

Senator Danrex. You think it would be at least 5,000? 

Dr. Baupr. At least 5,000. 

Senator Dantev. Now, Doctor, based upon your experience in ob- 
serving and handling narcotic addicts, the committee would appre- 
ciateany information that you could give us concerning your opinion 
as to what we ought to do and what the Federal Government, through 
the Congress, should consider in connection with these hearings. 

Dr. Bator. I would be very glad to give you the benefit of my 
experience. 

In the first place, as you have heard already, there are different 
types. 

The three types that we recognize, of course, are these: No. 1, where 
you have cancer, tuberculosis, and the terminal stages of chronic dis- 
ease that require some opiate; No. 2 is the private practice, of which 
I know nothing; No. 3, the criminal, which I think I know something 
about. Briefly, we are dealing with a person who possesses a neurotic 
or psychopathic predisposition; he has a misinterpretation of external 
reality, confusion, perplexity, mood changes, wandering, irritability, 
restlessness, and insomnia. 

To me, there is your drug addict, as I understand it. Of course, 
he is always dangerous. 

Now, we in prison work believe he should be removed from the 
environment and surroundings that reject him. 

I believe his needs are strictly institutional care such as he obtains 
in a penal institution, whether it is a hospital or a prison, where no 
narcotic drug is ever prescribed. 

We hear that we have new drugs, of which I have very little or no 
experience, because I am bold enough to say that in all these years 
I have never administered one narcotic pill to a drug case in prison. 

Now. that is a bold statement to make, in the estimation of some 
people. 
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Let me go back briefly to when I started out in 1914 as a young 
physician. I was amazed to find bottles of 1,000 morphine sulfate, 
grains of one-sixth, in round sugar-coated pills about the size of a 
No. 10 grain shotgun shell, and my colleagues said that “All we do 
is hand them out a half dozen of these.” I said I will never give 
them out. 

I introduced instead of the round pill what we call a triturate, which 
was mostly, in fact all, sugar, milk powder in various colors. 

But I had to discard it because of the leak to my inmate runner, 
so I resorted to bathing them. 

What we get in the prison are some in a most disreputable filthy 
condition many times. They haven’t had a bath; their clothes are 
disheveled. 

I have had them with three pairs of socks on. 

We take the outer garments off and put them in a continuous-flow 
bathtub, underwear and all; we peel it off of them, clean them up 
and bathe them properly, first with a cleansing bath, blanket them up; 
if necessary, hot-water bottle to the feet, and if they have temperature, 
ice cap, treat them symptomatically. 

We just do not do anything for a man; we do symptomatic treat- 
ment. 

We flush the lower bowel, if they are constipated. 

If they are vomiting, which is often the case, we wash the stomach 
out. 

If they get too fractious, we put a tube down the nose, and feed them 
that way. 

We have never lost a case with our quick withdrawal treatment. 

Senator Dantev. Some people refer to that as the “cold turkey” 
method. 

Dr. Bator. That is what we call the “cold turkey” treatment. 

Senator Danrex.. Of taking the drug away from them immediately. 

Dr. Bato. I started back to say as a young physician starting out, 
I immediately consulted my University of Pennsylvania teachers, and 
some of the Jefferson Medical College teachers, and I got nowhere, 
because prior to the enactment of the Harrison Drug Act, a narcotic 
inmate or prisoner was just handed out some morphine, and allowed 
to stay on the drug until his release. 

I could not see that, and yet I got nowhere with my professors. 

So then rumor got out that the water cure, the quick withdrawal 
treatment, was cruel. So the then United States attorney, Mr. Fran- 
cis Fisher Kane, the late Mr. Kane, a most conscientious man, saw 
fit to bring on from Chicago the late Ralph Oyler, a Federal operator. 
This was in the days before J. Edgar Hoover. 

He posed as a drug addict, and he fooled me, but we put him through 
the bathing, and all our process, and he reported, to my amazement, 
at the trials when Mr. Kane disclosed to the court and to me for the 
first time that this man was not a known addict, but a Federal operator 
brought on here to check up on our cruel treatment. 

Mr. Oyler gave us a clear bill of health. 

Senator Danrev. Doctor, at what trials did Mr. Oyler testify ? 

Dr. Batpr. Inthe Federal court. 

Senator Danren. What kind of case ? 
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Dr. Baupr. All narcotics. We had—I should have told you that 
after the act of 1914 came the deluge. They had been dribbling into 
the prisons as drug addicts in small quantities, say, 3 or 4, 5 or 6. 

We always had about 8 or 10 on hand. 

But after the passage of this act came the deluge. We got them 
in patrol-wagon lots and vanloads. They were Federal prisoners. 

In our process we tried—I sat down with many of them to find out 

¥ 
why they became drug addicts and learned some interesting facts. 
or example, we know there are people in this world who will never 
work. They had no hesitancy in telling me that they did not come 
into this world, they were brought into this world and, therefore, 
must be taken care of. The world owes them a living. 

They cannot face the realities of life, and their escape is via the 
narcotic drugs. 

Then they also told about the parties that they gave and how they 
were enticed into taking drugs. 

We had all kinds. The early narcotic addict only had been on 2 
or 3 months, maybe 6 months, a year, and then we had the confirmed 
addicts, oldtimers. 

Senator Dante. Why were these Federal prisoners brought to 
Pennsylvania ? 

Dr. Batpr. Well, the prison, according to the law, the act of 1789— 
and, by the way, I took a year of law before I took medicine, so that 
is Why I am familiar with the : 78S akes it compulsory for 
the county prisons to accept any Federal prisoner, and the act of 1814, 
you have to take prisoners of war. There is nothing we can do about 
it, and we have always had a very cordial relationship between the 
Federal and the immigration authorities’ We take immigration 
cases, too. 

As a matter of fact, we take anything, and have to take anything, 
at Moyamensing; that is the prison where we have anywhere from 
fourteen to eighteen thousand in and out during 1 year, and it has been 
higher than that around 1930. 

Now, as I have said, I talked to many of these men, and I tried to 
explain to them that we were shrewd enough to take these capsules that 
we could find on them to a chemist for analysis, and they always came 
hack with about anywhere from 10 to 15, and certainly not more than 
20 percent of the drug, the rest was sugar and milk or something else 
that they had there. 

In those days we got the body showing up black and blue marks all 
over. I have a picture of one, if you want to see it, the oldtimer, but 
you do not find that today. 

All you get is the pinkish discoloration. 

We believe that in those days the dark black or blue marks were 

caused by adulterated drug capsules or pills. 

You could not convince them that if what you heard today, that 
they are paying $15 a day for narcotic drugs—I tried to explain to 
them that they were being cheated, that they could not say to me that 
they were on 15 grains or 10 grains a day; I did not believe it. But 
you could not argue with them. 

We fattened them up, we never had more than, say, 3 to 5 days of 
the worst case for withdrawal symptoms. 
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We fattened up one man in particular where, at the trial, the ar- 
resting oflicer refused to identify him as the prisoner he arrested. That 
is not what I heard; that is what I saw; and, therefore, his case was 
dismissed. 

He would not goon. Mr. Kane said then, all right, he was only a 
young lad, and he let him go. 

Senator Daniet. You did too good a job on that prisoner. 

Dr. Baup1. We have done some pretty good jobs. 

I just look with amazement on some of the stories you hear about 
the medical men and their contacts. 

I have no personal feeling against any of my brother physicians, 
do not misunderstand me, but I just do not go along with some of 
their ideas. 

Now, they are such colossal liars you cannot believe them. 

Senator Danret. You have gone back to the drug addicts; have 
you not? 

Dr. Baupt. Thanks for the correction; thank you very much. 

About 20 percent of these addicts express a desire to be cured, but I 
have never met one—I would like to; I hear of them—I am rather 
skeptical about it, but I would like to meet a man who has refrained 
from the drug use, say 10 or 15 years. 

Now, we talk about 

Mr. Barney Ross. Excuse me; you have one right here. 

Dr. Baxpt. How long were you—I thought you were Barney Ross. 

You are the first man I have shaken hands with. I don’t know how 
long you are going to stay off. 

Senator DanreL. We hope forever. 

You are Barney Ross? 

Mr. Ross. Yes, sir. 

Senator Dante.. Formerly welterweight boxing champion ? 

Mr. Ross. Yes, siz. 

Dr. Baxor. I remember. 

Senator Dante.. We are glad to have you with us and if you have 
some information to give to the committee later on, please do so. 

Mr. Ross. I am ready to stand a blood test even. 

Dr. Batt. We have spoken about rehabilitation of the drug addict 
in prison, in the field of prisons. We have trouble getting jobs for 
convicts who are not drug addicts, and nobody wants to handle a drug 
addict or a known alcoholic. 

Senator Burter. Doctor, I would say that you do not agree with 
the thesis that you can keep people on drugs and reason with them 
and get them employment and straighten them out in that way. 

Dr. Baupt. No, I do not believe so. 

Senator Butter. You do not think that is possible? 

Dr. Batpr. Put them on drugs and then send them out to work ? 

Senator Butter. I am talking now about the one facet of the Howe 
plan to keep these people on drugs or a sustaining amount of drugs as 
you are rehabilitating them and getting them employment and put- 
ting them out into society, and then finally Withdrawing. 

Do you think that is possible? 

Dr. Bator. Well, Senators, he is referring to his private practice, 
and I do not know anything about that. I wouldn’t want to say. 

Senator Butter. In other words, he is talking about an entirely dif- 
ferent kind of addict. , 
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Dr. Baupt. He is talking about Leghorn chickens and I am talking 
about Plymouth Rocks. 

Senator Butter. You have never run into the kind of addict he is 
talking about ? 

Dr. Baxpr. No, but I have heard of them. 

Senator Dantev. Have you ever seen an addict that you thought 
could be returned to society and make his way as a normal citizen 
while still on a maintenance drug treatment, that is, injection of the 
drugs for maintenance purposes ? 

Dr. Batpt. No. But I will say this for them in their defense, that 
after we get them off their withdrawal symptoms in prison, we can 
work them under strict supervision, but you must never let your 
guard down; you can trust them but you must watch them. 

Senator Danie... You are talking about after you get them off 
drugs? 

Dr. Bator. That is right. 

Senator Dante.. You are not talking about while they are on a 
sustained dosage to satisfy their habit. 

Dr. Bavor. I have had no experience along those lines, and I would 
not trust them. 

Senator uTter. Do you think there are such people that that would 
work with, that that type of treatment would work with? 

Dr. Bann. I don’t—I am under oath here, and I do not want to ap- 
pear as a swami; I clo not. 

Senator Burier. You have not run into it? 

Dr. Baxpr. No, sir. 

Senator Buriter. You have heard about them in your medical 
career 4 

Dr. Baupr. Oh, yes. I have heard about cases that were on and off, 
off and on, and they are off for a while, but they back again. 

Senator Danrev. Doctor, why do you say that you do not believe 
that would work with drug addict? 

Dr. Baupt. I have never followed them up after leaving prison. 

Senator Daniev. But while an addict is on the dope or the opiate 
sufficiently to keep him at comfort and at ease, does he have the same 
mental capacity that the average citizen would have and the same 
reactions, In your opinion ? 

Dr. Bap. Well, let me answer that this way: If I can find a refer- 
ence that I wrote here in my—“The periodic drinker causes sensations 
that the normal man never feels.” 

Now, we talk about supposition about what the narcotic addict may 
do. A normal man never knows the feelings of a narcotic addict 
under the drug. I do not know how he feels. 

It may be like that French story where the psychiatrist cured his 
patient, and after a short time the patient resented being in the normal 
state because he was more accustomed to the insane state, and he shot 
and killed him. 

There was such a book out, I cannot recall the name of it, but it is 
written in French, and it conveys the idea—we talk so much and so 
glibly about the feelings of a narcotic addict. 

I do not know the feelings of a narcotic addict under the adminis- 
tration of drugs. 
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I cannot prophesy what he might do, how he feels, what his out- 
look is. 

Barney here could tell you more about it because while he was 
under, if he would come out and tell us how he felt, how he aeted, 
how he reacted toward other people, he would be in a better position 
than I. 

Senator DanieL. Would it be dangerous for those people to be 
turned loose on society with regular daily doses of their narcotics, 
enough to keep them comfortable ? 

Dr. Baupt. I will not describe it, no. 

Senator Dantet. Do you think they would be dangerous to society ? 

Dr. Bator. I would, and I want to be on record on that. 

I have summed up a little here. My considered opinion and con- 
viction, based on 40 years of prison service as physician, medical direc- 
tor, and superintendent of the Philadelphia County prisons in deal- 
ing with over 5,000 drug addicts: 

1. You might just as well give an alcoholic his alcohol with the hope 
he will taper off. 

2. You might just as well give a loaded gun to a murderer to carry 
with a permit and hope he would go straight and perhaps in time he 
would throw the gun away. 

3. Narcotic drugs are dangerous in the hands of a drug addict and 
worse than dynamite in the hands of an inexperienced person. 

4, I want to go on record opposing this neeiaal nonsense and clap- 


trap based upon my years of experience with the criminal drug addict. 
5. You can detect the odor of alcohol onadrunk. You have nothing 
to go on to detect a drug addict, and that is one reason he is more 


dangerous. 

6. I have never prescribed a narcotic pill to a drug addict during 
all my 40 years because I felt it was unnecessary. 

Of course, that is the prison routine, and I know that you cannot do 
that in private practice. 

Senator Burter. Did you ever lose a drug addict 

Dr. Baupr. Never. 

Senator Burier (continuing). By taking him off on the “cold tur- 
key” system ? 

Dr. Baupr. Never. When you take them off on “cold turkey” you 
must conform to what we did in the way of blanketing them up, after 
you bathe them, and it seemed to quiet them. 

Bat they know me, they know me by reputation. I will not give 
any drug, and I believe in the “cold turkey” and quick withdrawal. 

A drug addict is not any safer or so-called normal when on the drug. 
I wish we knew what “normal” meant. He is actually more dangerous 
to the community. 

Senator Dantet. You mean while he is on the drug? 

Dr. Batpr. On the drug. 

Senator Danrex. Enough to satisfy his desire ? 

Dr. Bator. That is if he has not got sufficient to make him go lie down 
and go into his fantasia. 

The narcotic drug addiction is on the marked increase among the 
Negroes, that is, since the introduction northward about 1920-22. 

Senator Burter. Well, you say it is on the marked increase. 

Doctor, the statistics before this committee confirm that. 
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For instance, in Philadelphia the other day in our hearings there, it 
developed that about 90 percent of the recent 200 convictions in Phila- 
delphia were among the Negro race. 

Dr. Baupt. That is correct. 

Senator Danteu. I said on that occasion it might be an indictment of 
some of us in a way that we have not done more for them and have not 
looked after the situation better. 

But do you have any other reason why this increase seems to be 
prevalent in practically all of our cities among that race? Originally 
did you find a majority of your narcotic sddicks among the colored 
population ? 

Dr. Batpt. No; they were whites. 

Senator Dante.. They were whites ¢ 

Dr. Barpr. Yes. 

Senator Daniex. About when did you see this increase among the 
Negro race? 

Dr. Bator. From about 1922 on. 

Senator Daniex. 1922 on? 

Dr. Baxpr. Yes. 

Senator Dantev. Do you have any other reason to account for that ? 

Dr. Batpt. Well, the number is increasing, and proportionately, I 
suppose, they are drug addicts. 

Senator Burier. According to environment or the profit motive, 
or what ? 

Dr. Batpr. I do not know. 

Senator Dante.. Well, it is a peculiar thing, and something that a 
southerner hates to bring out because someone says, “Well, maybe you 
are just reflecting, a prejudice,” which is not true in the case of most 
southerners. I have none whatever ; but it is something that has come 
before this committee before, and I just wondered if you had any 
explanation of it. 

Ve found the same thing in England the other day. The fact 
that those coming in from the West Indies and from Africa were in 
the majority on their convictions last year, out of 291 convictions 
for narcotic drug violations, the majority of them were from the 
West Indies and Africa. Is there something that we are not doing 1 
this country, that society is not looking after, among our Negro popu- 
lation? Is it the economic condition or social condition, or do you 
have any idea why this reversal from a majority of the addicts being 
white to a majority of them being from the Negro population? 

Dr. Baupr. I have no opinion on the subject. But I would like to 
read something that I wrote back in 1951. It is very brief: 

In the great philosophy of the law, the drinking of wine was forbidden except 
on special occasions and to young men not permitted at all. 

This prohibition, Plato remarks, would keep down the size of the vineyards. 
By the same token if England had not brought on the opium wars by urging 
India to force opium on the Chinese for filthy lucre in the port of Hong Kong 
as a special prize, we would have less cultivation of the poppy, less opium, and 
less drug addicts. 

_ From “by the same token” are not my words. You will find that 
in the encyclopedia and in the history of the world. 

Senator DanteL. That was many years ago. 

Dr. Baupt. That was in 1839. 
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Senator Danrev. That England actually facilitated the narcotics 
traffic in the Far East. 

Dr. Baupt. I can give you some statistics here now. 

Do you wonder I sicken to see depraved addicts. brought into the prison while 
the men who profit most out of the narcotic trade make so much misery for 
them and for men and trouble for our customs officers and law enforcement 
officers, and can still thumb their nose at respectable people and keep a safe 
distance from being caught or arrested. 

You ask why? There must be something underground to take the 
wages from these colored folks, and they say “educate them.” 

I have talked with them. It does not do any good. It is what they 
call psychotherapy. 

I have tried to be sincere with them, tried to show them that they 
were being cheated, that they were not getting the real drug, but to 
no avail. 

Now, perhaps, if we had a followup, something like the parole 
system or something like California does, with blood tests, we could 
check on these people for, I believe, your Federal authorities can 
make more use of the hospitals that they have, and do as they have 
been doing, use some of the prisons, because of matters of transporta- 
tion. 

It takes time and money to pay salaries, upkeep for cars to transport 
them or airplane service. 

It means the know-how of men who are schooled in following these 

eople up. 

" he blood test can be relied upon, I suppose, but there are always 
errors, even as to the Wasserman. 

Nevertheless, I think that if the Federal authorities would make 
use of what they have, under Commissioner Anslinger, and all his 
department, and put a little more money there for more personnel, if 
they can find the proper personnel—that is the question today, it 1s 
hard to find them for prisons, it is hard to find doctors, it is hard to 
find these people—we are growing too fast, and we certainly, as I 
have written here before, should ask, “Do healthy men lead criminal 
lives?” That is unanswerable. 

Plato discussed 2,000 years ago, “Is man really captain of his soul? 
Is he the determiner of his destiny?” That is unanswerable. 
aan strongly is man’s nature influenced by factors beyond his con- 
trol? 

Now, we have it, heredity, environment, morals, inhibition, or self- 
control, and that is what these people lack, like the brakes on a car. 

They do not have any brakes. They just go on. 

Heredity is the more important factor than environment. Mental 
heredity is in dispute. 

The denial of mental inheritance is upheld only by the unintelligent. 

We see the wrecks resulting from mental overwork in youths whose 
ambition exceeds their ability. He must accept the inheritance of 
mental potentialities. 

As to morals, some misconduct is due to the fact that in some peo- 
ple external stimuli act more strongly than on the normal man or in 
a different way. 

As I said before, the periodic drinker or the drug addict has sensa- 
tions that the normal man never feels, and that is why I cannot pre- 
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dict, even as a physician, what they are, because I do not know. _ 

Now, Barney here has had them. He could tell us more in detail 
how he felt and what he did while under the influence. 

Senator Dante. I would judge, though, from what you say, Doc- 
tor, that Barney Ross would be an exceptional individual. 

Dr. Baupr. He is an exceptional individual. 

Senator Dantex. The type that you have not seen in your practice. 

Dr. Baupr. He is the man; he says he has been off it now for how 
many years? 

Mr. Ross. Eight. 

Dr. Batpt. Now, you ask me, I would say give this man a job and 
see if he cannot do some schooling among the unfortunates. 

Now, he is in a better position than any physician, and he is the 
man I trust until I found him going back, and then I would lock him 
up again. 

I do not know if I made myself clear. 

Senator Dante. Well, you have, Doctor, and we appreciate your 
coming here before us. 

Dr. Baupr. There is one other thing. You spoke about—here is 
something I want to say that I was not going to refer to because, 
after all, this is a U. N. business, but I think it will not hurt. 

We speak of the wars, of the opium wars, of 1839, the blackest page 
in British history. 

I was invited to go to China in 1942 to institute a county prison 
system over there, but it never appealed to me. 

The Chinese, under the first President of the Chinese Republic, 
abolished opium smoking in the Army, which was the alleged cause 
of the success of the Japanese. 

They were quicker to see that opium smoking, that is, that the Jap- 
anese had initiated, had a deleterious effect on their Army. 

In 1911 it provided that the export of opium from India to China 
shall cease in less than 7 years if clear proof is given to the satisfac- 
tion of the British Minister at Peking of the complete absence of the 
production of native opium in China. 

Imports of opium from India fell from 51,000 chests in 1907 to 
21,260 in 1912, and 17,018 in 1913, while the price of opium in China, 
that is Canton and Shanghai, rose 250 percent. 

Other provinces refused to admit opium, and there was left to 
accumulate in Shanghai over $50 million worth of opium, and the 
Chinese Government destroyed opium in many of the provinces, but 
the stocks at Shanghai were gradually absorbed cutie the 10 pro- 
vinces at the rate of 2,000 chests per month, and as late as 1914, for 
the first time in the history of India, the opium trade with China 
had entirely ceased. 

_ However, considerable smuggling has existed since 1914, and why 
in the name of God do they allow them to cultivate it? 

‘ a DanteL. You are talking now about the Far Eastern situa- 
ion ? 

Dr. Baupr. Yes. 

Senator Danrer. And, of course, as Commissioner Anslinger 
pointed out the other day the U. N. Commission is having pretty good 
success in getting those countries to stop, except Red China. Red 
China still seems to push the drug not only for money but to de- 
moralize the people of the free nations. 
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Dr. Bauor. I hesitated to bring that last page in because, after all, 
as I said, that is U. N. business, but I just want you to know that I 
have gone into this thing as thoroughly as I could, I have been con- 
scientious about it, have been eee being cruel. 

I will go on as long as I have the breath of life, and I will never 
give a narcotic drug to any man. I will never permit it, and we do 
not permit it in our seven State institutions. 

Senator Danrev. Do you think conditions would be worse if they 
adopted a clinic system that legalized narcotics and gave narcotic 
addicts sustaining dosages, and let them go back and forth from the 
clinics into society ¢ 

Dr. Bapr. I have already answered that. 

I am opposed to that. 

Senator Danret, I mean not among the addicts themselves, but 
as far as the addict population, do you think that conditions would 
be worse, and do you that that would stop the black market? 

Dr. Bator. I do not know. 

Senator Danre.. So far as the addicts themselves are concerned, 
do you think conditions would be worse? Do you think they would 
spread their addiction to other people under those circumstances? 

Dr. Baupr. Senator, my experience has been with the inmate inside 
the four walls of an institution. 

I regret that we have not had some followup system on the out- 
side so that I could tell you about it. 

I know nothing about the commercialism, the black market busi- 
ness. I know it exists. But whether it could be cut down or not, I 
would be guided by what Commissioner Anslinger has to say. 

Senator Danret. Thank you very much, Dr. Baldi. We apppreci- 
ate your coming before our committee. 

Dr. Baupr. Thank you for the privilege. 

Senator Butter. Thank you, Doctor. 

Senator Danret. Dr. Gamso. 

Do you solemnly swear the testimony you are about to give to this 
subcommittee of the Senate Judiciary Committee will be the truth, 
the whole truth, and nothing but the truth, so help you God? 

Dr. Gamso. I do. 


TESTIMONY OF DR. RAFAEL R. GAMSO, MEDICAL SUPERINTENDENT, 
RIVERSIDE HOSPITAL, NEW YORK 


Senator Danzer. Doctor, as I understand it, you are going to give 
us a brief explanation of your operation of your hospital at Riverside. 

Do you have a prepared statement? 

Dr. Gamso. I do not have a prepared statement; no. 

Senator Dante... Well, suppose then that you just relate briefly to 
the committee the operation of your hospital at Riverside, and then 
give us any suggestions you might have for us as to the overall pro- 
gram. 

Dr. Gamso. I would be very happy to. 

I would like to submit the laws, the public health law, relating to 
drug addiction, and the article pertaining to this hospital. 

Senator Dante. That will be placed in the appendix to the record. 

(See “Article 33, Public Health Law, Administrative Rules and 
Regulations With Extracts From the Penal Law and Code of Criminal 
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Procedure,” New York State Department of Health, revised to June 
30, 1954, in the appendix at p. 2043.) 

Dr. Gamso. And the complete outline of Riverside Hospital, which 
has been prepared by the welfare and health council of the city of 
New York. 

Senator Dantev. All right; that will be received and placed in the 
appendix to the record. mate 

(The report referred to entitled “Riverside Hospital, Admission 
Procedures, Treatment Program” may be found in the appendix at 
», 2068.) 

Dr. Gamso. And a report on one of the programs we conduct at the 
hospital, the vocational training program. 

Senator Danie. That will also be included in the appendix. 

(The report referred to entitled “A Specific Approach to the Voca- 
tional Needs of Adolescent Users of Narcotics at Riverside Hospital” 
may be found in the appendix at p. 2071.) 

Dr. Gamso. And the annual reports of the hospital for 1952, 1953, 
and 1954. 

Senator Daniet. Those will be received and placed in the appendix 
to the record. 

(‘The document referred to will be found in the appendix at p. 2076.) 

Dr. Gamso. Thank you, sir. 

Senator DanreL. We appreciate having this information, especially 
because, as I understand it, this is the only State or local hospital 
that has been set up for the treatment of drug addicts; is that your 
information ? 

Dr. Gamso. To the best of my knowledge, it is the only place where 
local treatment is being conducted in a hospital facility. 

In 1949 and 1950, when the increase of drug use among young 
people became apparent, there were a number of conferences concern- 
ing the problem, and the attorney general of the State of New York 
conducted an investigation which confirmed the actual increase in 
drug use. 

As a result of the conferences and the information which had been 
obtained, it was decided that a new facility should be set up to treat 
young drug addicts here in New York City. 

It was decided that the State and the city would help in the opera- 
tion of this hospital. 

The actual operation would be by the city, but with partial reim- 
bursement by the State for the operation. 

It was felt that a school was necessary as part of the rehabilitation 
service, since these were to be for young ae 

Since it was for young people it was felt it should be local and not 
too far from their homes for several reasons: First, that they would 
come to the place; second, so that the families would be available for 
interview and consultation; third, that community resources could be 
used as available for adjuncts to the hospital plan; that job placement 
might be accomplished after discharge from the hospital, and that the 
hospital staff, working with them, might continue to work with them 
after they left the hospital. 

Accordingly, one of the facilities in the city of New York which had 
been used as a contagious disease, tuberculosis hospital, until the start 
of World War II, and which had not been used as a hospital from 
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that time on, was again reconverted to hospital use, and that was 
Riverside Hospital, located on North Brother Island. 

Senator Dante. What are the ages of the persons you treat? 

Dr. Gamso. Admission of persons up to 21 years of age on first court 
order into the hospital. 

Senator Danrez. Sir? 

Dr. Gamso. On court order into the hospital. 

Senator Danret. Court order? 

Dr. Gamso. Yes, sir. 

Senator Dantet. I believe at our first hearing in New York some- 
thing was said about screening the addicts that you attempt to treat. 
How is that done? 

Dr. Gamso. When the hospital was first opened in July of 1952, it 
was felt that any person who wanted treatment would be a person who 
should be treated, and accordingly all persons who applied were ac- 
cepted into the hospital; and in the course of a week or two, about 60 
persons were admitted and, possibly because the staff had not had the 
experience at that time in the hospital, possibly because the p m 
was new, but more likely that most of these people actually did not 
want to get treatment but wanted to get into some place at the time, 
there was a good deal of difficulty in managing these persons; and it 
was felt that there would have to be some means of screening them to 
determine which patients would be most amenable to therapy, would 
actually have a desire to be helped, and would be willing to undergo a 
period of hospitalization and participation in the program of rehabili- 
tation. 

Accordingly, later in that month, I believe July 28, 1952, a screen- 
ing clinic was set up comprised of a psychiatrist, a social worker, and 
a psychologist, and they evaluated applicants with the idea of deter- 
mining whether they were motivated for treatment; but, more than 
that, whether they were persons who had a history of serious delinquent 
or criminal behavior prior to the time of application to the hospital or, 
more important, prior to the time they started to use drugs. 

If this history of severe delinquency or criminal behavior was pres- 
ent, they felt that it would be best not to introduce them to the open 
facility, which the hospital was; that they might be too difficult to man- 
age in such an open setting, without police officers, except one police- 
man on the ground, without cells, blocked areas, or other places to con- 
tain disorderly persons. 

Senator Danig.. So that type of person, then, is not treated at the 
hospital? He is screened out by this committee? 

Dr. Gamso. Well, at that time. 

Senator Danrev. At that time. 

Dr. Gamso. I will bring you up to date as we go along. 

Of course, persons who were frankly psychotic, and there were some, 
and those obviously mentally defective were not suitable for rehabilita- 
tion, for the rehabilitation program, and they were sent and referred 
to Bellevue Hospital for later determination as to whether they should 
go to a State institution. 

There were not too many of them, but there were some. 

Now, we have discontinued that screening clinic over a year ago. 

Instead we have a social worker who acts as intake worker at the 
clinic—not at the clinic, but at the narcotics term port. 
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The social worker does interview applicants, but she accepts most 
of the applicants. 

The persons who are psychotic, obviously so, persons who are obvi- 
ously mental defectives, are still referred to a place which can help 
them more than this place. 

Those who have very severe clinical behavior might not be accepted, 
but the chances are they would be accepted, because we feel that we 
can screen them out once they come to the hospital and refer them 
back to the appropriate court for action. 

So we have very few persons excluded from the hospital if they 
make ——— 

Actually what happens is that many persons find that they are under 
the hospital’s jexiadistion for an indeterminate period up to 3 years, 
and they do not wish to be admitted, and the petition is not imple- 
mented by the person who came down with them, their parent or 
guardian, because the person backs off and, as you know, they must 
have a petition in order to be ordered into the hospital. 

So, it is not so much that we have kept people out, but that people 
have not been willing to accept a period of up to 3 years of supervision 
by the hospital; they do not prefer to accept trial and a definitive 
sentence to some prison. 

Senator Dantex. Doctor, you are speaking about it as though it 
was a voluntary submission as entrance into the hospital or do you 
have also mandatory commitment? In other words, could charges 
be filed or is there some civil proceeding by which a juvenile would be 
— to the institution under mandatory order even against his 
wi 

Dr. Gamso. If a petition is filed—a petition must be filed, and that 
petition may be filed by the parent, guardian, physician, probation 
officer, court clerk, policeman, any person who has some sort of juris- 
diction over the patient. 

Senator Danrex. Do you screen those people, too ? 

Dr. Gamso. Only to the extent that if they are obviously psychotic 
we might refer them and prefer they go to Bellevue Hospital. 

Now, we will accept a great many people whom we have found nec- 
essary to refer back to the courts because of their difficulty in manage- 
ment, or refer to other hospitals for further treatment elsewhere. 

We accept almost all the applicants to the hospital. 

Senator Danieu. Your reports will show what the statistics run on 
these matters will they not ? 

Dr. Gamso. I will be able to get those reports. 

Senator Dantet. They are not in the reports you have? 

Dr. Gamso. No, not the annual reports. 

Senator Dantev. Well, for the information of the committee we 
would appreciate it if you would give us some figures showing about 
how the screening process works and about how many you have to 
send to either a mental institution or to prison. You can send those 
tous. All right, sir, you may proceed. 

Dr. Gamso. The petition is heard by the magistrate in the case. 

Senator Butier. May I ask a question at that point? 

Dr. Gamso. Pardon? 

Senator Butter. What, in substance, does the petition relate? 

Dr. Gamso. The petition relates to the fact that the person is a 
drug user and needs examination, care, treatment, and rehabilitation, 
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and for that purpose orders him to Riverside Hospital for rehabilita- 
tion and treatment. 

Senator Butter. And you treat him on the same basis as you would 
a person non compos mentis ? 

Dr. Gamso. Very much so. 

Senator Danrev. From the standpoint of jurisdiction to get them 
into the institution ¢ 

Dr. Gamso. That is right. 

We then have the authorization to keep them in the hospital up to a 
maximum of 3 years. 

Senator Daniex. Three years? 

Dr. Gamso. Yes, sir. 

Senator Buriter. You do that under the order of the civil court 
that commits him for his own good ? 

Dr. Gamso. Under the public health law, yes. 

Senator Butter. The same as you would a habitual inebriate or 
persons of that kind? 

Dr. Gamso. That is correct. 

Those persons under 16 years of age are sent in through the Bronx 
children’s court; those over 16 years of age are sent in through the 
narcotics term of the magistrate’s court. 

Now, they come to the hospital the same day that they are ordered 
into the hospital, and they are received at a reception building where 
they are examined, searched to make sure no drugs are brought in; 
their clothes are taken from them, and those clothes kept from them 
for the next month while they use hospital pajamas and robes during 
that period. 

Now, on admission some of them have withdrawal symptoms, some 
of them do not. 

Those who have had previous incarceration in a penal institution 
or a lockup while waiting hearing at the clinic or at the narcotics term 
court may have gone through withdrawal on a “cold turkey” basis. 

The withdrawal treatment is on a symptomatic basis. ose pa- 
tients who have withdrawal symptoms are treated for withdrawal 
symptoms in the same manner as is done at Lexington; that is, by ad- 
ministration of small dose of methadone, and diminishing amounts 
over their withdrawal symptoms, and in most cases it is accomplished 
within 4 days. Occasionally it takes a week or 8 or 9 days, which is 
unusual for our patients. 

The patients then go to a study ward; it is a study ward where 
the withdrawal] treatment is done. 

The study consists of psychological testing, complete social history 
being obtained by the social worker, interviews the psychiatric 
resident, the observation of the nurse on the withdrawal ward, the 
observation of occupational therapists, who work with the patients 
daily, and the observation of the senior psychiatrists who visit the 
wards daily. This continues, and at the ok of about 4 weeks there is a 
conference, at which time the condition of the patient is evaluated and 
a determination is made as to his ability to participate in a rehabilita- 
tion program which can be conducted in an open hospital facility. 

The second phase is hospitalization, which we call a transition 
program. 

During this period patients are transferred to a continued treat- 
ment ward, but do not go into an individual program; the patients in 
the transition program go together through a standard program. 
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The standard program includes participation of the school for one- 
half of each day, further vocational testing and aptitude testing, _ 
ticipation in oecupational therapy, in the occupational therapy shop, 
and assignment to some work area of the hospital where they wor 
with the paid civil-service personnel in housekeeping, dietary, engi- 
neering, or elsewhere. 

This 3-week period is for the purpose of determining how they 
function; it gives the teacher a chance to see how they work in each 
area of the school, and to determine further what needs they have 
in training and actual operation. 

Now, when a person first goes into the hospital that person is 
assigned to one of our professional staff teams. The professional staff 
consists of psychiatrists, psychiatric residents, social workers, psychol- 
ogists, nurses, recreation workers, occupational therapists, and, of 
course, the school has attached to it—we have attached to the hospi- 
tal, schoolteachers, so that we have professional staffs throughout six 
teams, each team headed by a psychiatrist, and including the various 
other professional persons. 

When a patient is admitted to the hospital he is assigned to one 
of the six treating teams, and this team assumes responsibility for 
the patient’s progress in the hospital, and before the end of the 
transition period they will meet to determine a definitive program for 
each individual patient admitted to the hospital. 

That definitive program may include individual psychotherapy, it 
may include supportive therapy conducted in the form of interviews 
at least once a week by the social worker, and in all cases, of course, 
contains the general program of the school, in most cases some work 
gar totes and, of course, the controlled living conditions. 

The program at the hospital for all patients includes a school which 
is in progress from 9 to 3 daily, and there are some patients who are 
assigned to work rather than school, but most patients have some 
part of the day in the school program. 

The recreation staff continues to have supervision of the patients 
after the school day ends, and they continue observation of the patients 
until 9 in the evening. 

The nursing staff, of course, has overall supervision of the patients, 
ward management, and the general care. 

Senator Dantex. Doctor, ave many patients can you accommodate? 

Dr. Gamso. One hundred and forty. 

Senator Danret. How many do you have now? 

Dr. Gamso. One hundred and seventeen. 

Senator Dantet. Do you have any figures on what the results of 
your treatment there have been? Do you have a followup program? 

Dr. Gamso. We have a followup program, and the sac pro- 
gram, of course, is a treatment program in itself, because when a 
person comes out of the hospital he is, in our minds, not cured. 

He is off the drug at the time, and by our continued interest in him 
and participation in the program we hope to keep him arrested from 
the use of drugs and to help him abstain from using drugs. 

Senator Danre.. He comes to you for an indeterminate period not 
to exceed 3 years; is that right? 

Dr. Gamso. That: is correct. 

Senator Dantev. That is the commitment period. Do you take 
voluntary patients, too, without that commitment ? 
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Dr. Gamso. In the beginning they did. Wedo not now. We want 
to have that control over the patient. 

. Mr. Gasqus. Your followup system is what you call therapeutic 
eave? 

Dr. Gamso. Therapeutic leave. 

However, we do have some other patients in there. We have some 
patients who were discharged before the therapeutic leave program 
was started. 

We have a few referrals from Lexington we are seeing, and a few 
voluntary people in the aftercare clinic, so we have some additional 
besides that therapeutic leave—not too many, but some. 

Senator Danie. Now, Doctor, about how many persons does it 
take to operate an institution of this kind? 

Dr. Gamso. It takes a great many, because the 

Senator Danrev. What is the number of your personnel ? 

Dr. Gamso. We have a little over 300. 

Senator Danixi. Employees? 

Dr. Gamso. Civil-service employees. 

Senator Dante. And a patient load of how many ? 

Dr. Gamso. One hundred and seventeen at this time. We can 
handle up to that. 

Senator Dante. That is a large number of treatment and super- 
visory personnel; is it not? 

Dr. Gamso. We have to provide supervision 7 days a week, 24 
hours a day, supervision alone; and, of course, it is not an area which 
is locked up in cells. 

We have to maintain adequate supervision to prevent disorderly 
conduct, to prevent any difficulties, and as people we should do this 
rather than bars or mechanical means. 

In addition to that, of course, the treatment itself consumes a great 
deal of time, and cannot be accomplished unless we have adequate 
numbers of professional people. 

It involves not only time spent with the patient, but consultation. 

Now, our professional teams meet in discussion at least once a week 
as a group to discuss the progress of the patients. 

Our various clinical divisions meet at least once a week for individ- 
ual discussions for progress of the work in their departments, and I 
personally meet with all the doctors and the other staffs at least once 
a week, so a great deal of time must be spent in discussing progress. 

What we are doing, how we are doing it, and how we can do it 
better, if we can do it better, is constantly under discussion. 

Senator Butter. How much does it cost per patient to secure the 
effect to turn them loose ? 

Dr. Gamso. The per capita for 1954 was $33.90. Now, this year it 
was lower. Whether that reflects a lower per capita, I do not know. 

Mr. Gasque. One of the difficulties of your job is the fact that you 
do not have enough patients to provide work programs for them, do 
you, Doctor, or is that one of your problems ? 

Dr. Gamso. In a sense it is. In a larger sense we do not have the 
experienced works supervisors in the work areas to accept patients 
and use them properly. 

We are working on that continuously, and we hope that with expe- 
rience, with training, we will be able to use them more effectively. 
But, regardless, you still need a fairly large -maintenance staff and a 
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fairly large dietary and housekeeping staff, because there is a great 
deal of work to be done, especially if you want to conduct a teaching 
program and a community education program—not so much com- 
munity education program as a community activity program. 

We take our patients off the island for various activities, which 
means they eeu not be available for work programs at that time. 
So that the actual operation of the hospital cannot be totally trans- 
ferred to patient care. 

Senator Dante. The total figure of employees you gave us, does 
that include your teaching personnel ¢ 

Dr. Gamso. No, that does not. 

Senator Dantex. It does not include the teaching personnel ¢ 

Dr. Gamso. That would be an additional 15 persons. 

Senator Danre,. How many ¢ 

Dr. Gamso. Fifteen. 

Senator Danret. Doctor, do you have any recommendations to 
make for us? I am sure that from what you have given us and from 
what has been filed for the record we will have the complete story on 
the operations of your hospital. 

Dovyou have any recommendations that you would give to us on 
this entire matter of treatment as far as our Federal hospitals are 
concerned ¢ 

Dr. Gamso. Well, I think that rather than my giving you recom- 
mendations with regard to Federal hospitals, we might wait and see 
what the Federal people have to say about the total picture. 

As you know, there has just been a study, which is still in process, 
done by the Public Health Service of our operations. 

They are interested because of various reasons: One is they do want 
to see what can be done in a local area with the type of staff that we 
have, and I am sure that their report will give a rather clear idea of 
how they feel about our method and how they could possibly use it. 

Senator Dantet. Well, have you ever formed an opinion concern- 
ing the proposal of legalized drugs through clinics or through personal 
physicians for the purpose of keeping drug addicts comfortable and 
maintaining their addiction ? 

Dr. Gamso. I have given a good deal of thought to it. 

Senator Dantet. What is your opinion concerning that proposal ? 

Dr. Gamso. I do not.think i is practicable. 

Senator Danrev. You do not think it will work? 

Dr. Gamso. I do not think so. 

Senator Daniex. Is it your experience that you must have more 
control than you would have under a clinic system in order to help 
him at all? 

Dr. Gamso. Yes. I am afraid if an addict had access to free drugs 
that he would take that and still want more. 

Senator Danret. And supplement it? 

Dr. Gamso, There is no way of stopping that; they would supple- 
ment it. 

Senator Butter. As a matter of fact, in your hospital you went: 
from a voluntary to an invobuntary basis to accomplish your results. 

Dr. Gamso. That was necessary. 

Senator Dantet, Did you find that absolutely necessary in order 
to accomplish the intended result ¢ 
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Dr. Gamso. I was not at the hospital at that time when this ch 
was made, but I was aware of it, and I would feel that that would 
be necessary, yes. 

Senator Danie... I think your experience there is important in- 
formation for this committee. 

Mr. Gasque. Doctor, I should like to make this point. Now, do 
you take all the juvenile addicts in New York City? 

Dr. Gamso. No, we do not. 

Mr. Gasque. Or in New York State? 

Dr. GAmso. We would accept addicts from any part of New York 
State. Only one city has used that, and I do not know why, because 
we are perfectly willing to accept them. I suspect that the reason 
would have to be that they will have to pay the difference in the cost. 

Senator Danret. Is Buffalo the only city that has used it? 

Dr. Gamso. Yes. 

Senator Dante. That is the only city in New York that has a 
narcotics problem among juveniles ? 

Dr. Gamso. It has the largest problem. But we know recently 
in Long Island there were some arrests because of narcotics use. 

Mr. Gasqur. They have used it on only 1 occasion, I believe, in 
Buffalo involving 1 patient. 

Dr. Gamso. That is correct. 

Mr. Gasque. Doctor, is it a fact that numerous patients, perhaps 
totaling even greater than in your hospital, are treated at. other: hos- 
pitals, who are adolescent users, for example, at Bellevue, at Kings 
County Hospitals? 

Dr. Gamso. No. I believe that we get almost all the adolescent 
drug users who are treated right at our place. 

Mr. Gasque. I was referring to a letter written by Dr. Basil C. 
MacLean, commissioner of the department of hospitals to Deputy 
Mayor Henry Epstein, in which he indicates that a number of 
adolescent users were treated at psychiatric division of Bellevue Hos- 

ital. 

‘ Dr. Gamso. That was during the interim period prior to the 
establishment of Riverside Hospital. 

Mr. Gasque., That may be true. 

Mr. Chairman, if we could make this a part of the record at. this 
point, I would like to submit it. 

Senator Dante.. This letter is dated February 11, 1955, and the 
portion that the counsel refers to, I assume, is here: 

Our records indicate that during 1954 there were 72 drug addicts under 21 
years of age given treatment in the psychiatric division of Bellevue; of these 29 


were male and 43 female; 46 were admitted from courts, 13 from home and the 
remainder from other hospitals. 


(The document referred to follows :) 


Tue Crry or New York, 
DEPARTMENT OF HOSPITALS, 
New York 13, N. Y., February: 11, 1955. 
Hon. Henry Epstein, 
Deputy Mayor, City Hall, 
New York 7, N. Y. 

Dear Mr. Epstern: Please forgive the delay in replying to your letter of De- 
cember 20 to which was attached two letters regarding the problems of addiction 
to narcotic drugs. 

Teen-age drug addicts per se are under the care of the department of hospitals 
in three of our institutions, namely Kings County Hospital Center, Bellevue 
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Hospital Center and Riverside Hospital. Drug addiction, continuing to be a 
serious problem in this city as well as throughout the Nation, it was found 
necessary to open Riverside Hospital for the treatment of preadult narcotics 
users in July 1952, where persons under 21 years of age who apply, are accepted 
for admission. 

Our records indicate that during 1954 there were 72 drug addicts under 21 
years of age given treatment in the psychiatric division of Bellevue; of these 
29 were male and 43 female; 46 were admitted from courts, 13 from home and 
the remainder from other hospitals. 

During this same period, the psychiatric division of Kings County treated a 
total of 70 patients of which number 56 were male and 14 female. 

Riverside Hospital, located on North Brother Island, is specifically for the care 
and treatment of teen-age drug users and are so-called voluntary commitments. 
After admission and thorough study of these patients, a program is developed 
for each patient including psychotherapy, classroom work and vocational train- 
ing using hospital facilities, paying particular attention to the development of 
a confidence of the patient in the treating staff. These patients need the advice 
and guidance of the hospital staff over a prolonged period of time which includes 
the period of hospitalization and afterdischarge from the hospital. For that 
reason a therapeutic leave program was instituted on August 2, 1954. This 
concept provides for continuous therapy and observation. Personnel of this in- 
stitution and those not members of the staff but interested in the program have 
participated in several conferences. 

During 1954, 409 patients were admitted to Riverside Hospital, of which 342 
were male and 67 female. A total of 499 patients were treated there during the 
year. 

Research activities during the past year included continued cooperation with 
the New York University Research Center for Human Relations; a study of the 
personality of the adolescent drug addict; a study of the family relations of the 
patients; a study of elecroence-phalography of patients is being conducted, as is 
also a study of the use of serpasil with regard to its effect on dependency on 
narcotics. A report on the vocational rehabilitation program at Riverside Hos- 
pital was accepted for publication by the Psychiatric Quarterly of New York 
State. 

Riverside Hospital in its annual report for 1954 states: The past year can be 
looked back at as a year of great accomplishment. The increasing coordination 
of the various professional disciplines within the hospital, the increasing use of 
hospital service areas (dietary, housekeeping, stores, and engineering) as train- 
ing areas for the patients, the development of the Parents-Friends-Staff Asso- 
ciation, the development of the patient council, the improved attendance of 
patients in the school (P. 8S. 619) and the increasing interest of the patients in 
the school program, the more positive attitude of the patients towards the hospi- 
tal program, and increasing attempts on the part of the patients to benefit from 
the hospital program, are all achievements of which we can be proud. There 
is still room for greater improvement. There are many patients who are not 
adequately benefited by the many activities and many programs which are in 
effect at the hospital. We must look to the development of new methods and 
must be more persistent in the application of the old methods if we are to 
achieve a degree of accomplishment with which we will be satisfied. It will be 
necessary to work intensively with patients over a prolonged period of time. It 
would be important to develop group methods, whereby patients reinforce each 
other in their determination to abstrain from the use of narcotic drugs. The 
need for a half-way house to which patients might go after discharge rather 
than return to their disturbed former environment still exists. The increasing 
public awareness of the drug problem and the determination of public and private 
agencies to assist in meeting it will be of immeasurable assistance in the com- 
ing year.” 

This drug addiction treatment program at Riverside Hospital is an experiment 
in the care of drug users. It is still too nearly to evaluate the results obtained. 

It is suggested that additional information in regard to drug addiction care and 
treatment may be obtained from the welfare and health council committee on 
narcotie addiction; the office of the chief magistrate which supervises the nar- 
cotie term court; the correction department for figures on cases in jails and 
ee Dr. O’Brien of the department of education and the mental health 
oard. 

Very truly yours, 
Basti C. MacLean, M. D., 
Commissioner. 
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Dr. Gamso. Well, some of those were referred there from our hos- 
pital for further study at Bellevue, not all of them, but some of them, 
and returned to us. 

Senator Danret. Because you felt Bellevue could more properly 
treat those addicts than you could? 

Dr. Gamso. During their acute stage. Most of them were returned 
to us or transferred to a State hospital. They were not kept for defini- 
tive treatment for drug addiction. 

Mr. Gasque. A number of juveniles are referred directly to jails 
and never get to Riverside; is hat correct ? 

Dr. Gamso. That is correct. 

Senator Dantet. What juveniles would they be? 

Dr. Gamso. They would be persons whom the courts did not refer 
to us, in most cases. 

Senator Danie. On account of their criminal records? 

Dr. Gamso. Because their antisocial behavior was such that they 
would be better in a locked facility. 

Senator Danret. Do you have any figures as to what the number 
was as compared to those committed to Riverside? 

Dr. Gamso. I have not seen the 1954 reports. As I recall the 1953 
report of the bureau of prisons, it was not very great. 

Senator Danrex. I suppose you can assist us in getting those figures 
later on ? 

Dr. Gamso. Yes. 

Mr. Gasqur. Dr. Gamso, when the patients come to your hospital 
on an average how long have they been on drugs? 

Dr. Gamso. The average has ha about a year and a half. 


Mr. Gasque. About a year and a half? 


Dr. Gamso. About a year and a half. 

Mr. Gasqur. What is the age of the youngest addict you have ever 
known to be on drugs at Riverside? 

Dr. Gamso. The youngest we have admitted to the hospital—— 

Mr. Gasqur. Yes, sir. 

Dr. Gamso (continuing). Has been 13. 

Mr. Gasqur. Thirteen ¢ 

Dr. Gamso. Thirteen and three-fourths. 

Mr. Gasque. I believe that when I visited Riverside I was told that 
you had one patient who had gone on drugs at the age of 8 years of 
age. 

Dr. Gamso. I have not run across that patient. We have had pa- 
tients who have gone on drugs at the age of 11, but they didn’t come 
to Riverside Hospital until they were 13 or 14. 

Senator Dantex. There was only 1 patient 13 years of age. Is that 
right ? 

Dr. Gamso. Thats correct. 

Senator Dantev. Then we will place in the record at this point a 
letter from Dr. Gamso giving us the breakdown from the records at 
Riverside, showing the total number of admissions from July. 1, 1952. 
to June 30, 1955, being 1,183; total number of patients during the 
same period, 777. 
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(The document referred to follows:) 


THe City or New York, 
DEPARTMENT OF HOSPITALS, 
{tIVERSIDE HOSPITAL, 
New York, N. Y., Auguat 24, 1955. 
Cc, AuRBEY GASQUE, Esq. 
General Counsel, Subcommittee on Narcotics, 
United States Senate, Washington, D. C. 


Dear Mr. Gasque: Attached is a breakdown of admissions to Riverside Hos- 
pital according to age at the time of first admission. I have been informed that 
you had requested this breakdown. 

If there is any additional information you desire, kindly contact me. 

Sincerely yours, 
Raraet R. Gamso, M. D., 
Medical Superintendent. 
REcorDS 


Submitted by record room August 22, 1955: 

1. Total number of admissions from July 1, 1952, to June 30, 1955, 1,183. 
Total number of patients from July 1, 1952, to June 30, 1955, 777. 

2. Average age of patients on first admission, 17.7. 


Break-down of patients ages on first admission 


Patients 
years 
I haiseicinnckciadtieccassicdestiieN eens 
WU cats tin operons 
De SRR Rit ass cst iisigalentarecnetabe 65 
FOO ah a a 112 
164 
ii ati te 210 
re chin eitecnnaiaacene 165 


3. Average length of stay in hospital excluding those whose stay was 30 days 
or under. (These figures are based on ward discharges and transfers to thera- 
peutic leave.) They represent all discharges for the period, July 1, 1952, to 
June 30, 1955. 


Average length of stay:* 
1952 


1 Average length of stay for all discharges. excluding those whose stay was 30 days or 
under, 93.7. 


Senator DanieL. What is the distinction between admissions an«| 
patients ? 

Dr. Gamso. Some patients were admitted more than one time. 
777 represents the total number of actual persons. About 40 percent 
lad more than one admission. 

Senator Dante. In other words, they have gone back on the drug? 

Dr. Gamso. Not necessarily. They may have been transferred to 
another hospital for another type of care, like Bellevue or Lincoln 
Hospital, and returned to us, and considered a new admission. 

Senator Dantet. Then your breakdown of patients shows the aver- 
age age of patients on first admission is 17.7. 

Dr. Gamso. Correct, sir. 

Senator Danre,. And the breakdown of patients by ages shows 
them running from 13 to 27 years of age. I see you list 5 patients or 4 
patients over 21. 


71515—56—pt. 5_—18 
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Dr. Gamso. That is correct. They gave the wrong age on admission 
to the hospital to obtain admission. 

Senator Danie.. Your largest group then is in the ages from 17 
through 20% 

Dr. Gamso. Correct. 

Senator Danre:. With an average of a little over 17 years of age? 

Dr. Gamso. That is correct. 

Senator Danrex. Doctor, do you have any other records? 

Dr. Gamso. I have some additional statistics on comparing two 
groups of patients each of a hundred persons, showing different 
periods of operation. 

The first group represents a hundred male patients starting with 
case No. 150 is on the left, in the left column, and the right column 
we have the most recent 100 male patients, and I will say that the one 
on the left is more representative of the total patient group; and 
there seems to have been some change in the last few months in our 
admissions. 

Senator Danret. Some change? You mean in the ages? 

Dr. Gamso. In the ages and in races. 

Senator Danrev. In ages and races? 

Dr. Giamso. That is correct. 

Senator Dante.. Will you point that out to us? We see the differ- 
ence in the ages in the top figures, I suppose ? 

Dr. Gamso. Yes. 

Senator Danret. What are the significant differences there ? 

Dr. Gamso. The marked number of 19 years of age in admission, 
that was the highest number on the first group, but much more marked 
now; but more than that, the decrease of the number of 13- and 14- 
year olds in the first group of 100. We have one 13-year old, three 
14-year olds, and two 15-year olds. 

In the second 100 patients which are recently admitted, we have 
no 13-year olds; there is one 14-year old; five 16-year olds; and six 
15—I am sorry, six 15-year olds, and the rest of the picture is very 
much the same as the first. So that actually the average age of the 
recent group is less than the total average age of all admissions, but 
the youngest person admitted, the youngest persons, are not as young 
as.the total were for the early groups. 

Senator Dante. So these averages here, 15 years is the average 
age on the onset of the use of drugs. 

Dr. Gamso. Yes; of the recent 100 admissions. 

Senator Danret. The recent average age at the onset of the use 
of the drug? 

Dr. Gamso. That is right. 

Senator Danre.. And the average age of the admission of this most 
recent group is 17.9 years? 

Dr. Gamso. That is correct. 

Senator DanreL. What is the significance here concerning the race 
differences ? 

Dr. Gamso. The Negro admissions which had been 70 of the 100 
starting with case No. 150, were only 18 most recent 100, and whites, 
which had 14 of that early 100, have risen to 55 of the most recent 
100, and Puerto Rican or Spanish origin, the early 100 there were 16, 
and the most recent 100 there were 27. 
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Senator Dantet. So, as far as your admissions are concerned again 
here in New York there is a reversal of the situation that prevails 
over the Nation; you have far more white admissions during than 
you did among the first 100? 

' Dr. Gamso. At least within the last 3 or 4 months. 

Senator Dante. Among your first 100 or your second 100 admis- 
sions? : 

Dr. Gamso. That is correct, sir. 

Mr. Gasque. Doctor, could you give us any idea of the prior 
delinquency of the addict patients at Riverside, that is, prior to having 
any contact with narcotic drugs? 

Dr. Gamso. Well, that is a little hard, but prior to coming to 

tiverside Hospital, about 42 percent of them had court contacts. 
Now, whether they had had court contacts before taking drugs or 
a have not gone into that, although we are going to in further 
studies. 

Senator Dantex. Would it be possible for you to give us the benefit 
of these studies as to whether or not these patients got into criminal 
activity before they began using the drug or after before January 1? 

Dr. Gaxenn. We will do what we can for the record on that. 

Senator Dantex. I understand, of course, you have to take their 
word on the matter as to when they first used the drug. 

Dr. Gamso, That is right. As far as the records can show we will 
try to do that. 

Senator Dante... The statistics that you just read from will be 
made a part of the record at this point. 

(The document referred to follows:) 


Comparison of two groups of patients, Riverside Hospital, as to age and race 


i 
100 male | 100 male 
cases ear 100 male | | eases (con-| 100 male 
| secutive) | cases, most | secutive) | cases, most 
| starting recent Starting | recent 
with No. | admissions with No. | admissions 
| 150 10 | 


on admission: 


Average age onset of use, 15.2 years. 
Average age on admission, 17.9 years. 


Dr. Gamso. I was asked what some of the problems are in treat- 
ment, and if you are interested, I might mention some of the diffi- 


culties we have to face in doing a realistic job with the patients. 
Senator Danreu. Yes. 


Dr. Gamso. There is unwillingness on the part of the drug addicts 


. give up the use of drugs; they like it, and they do not like to give 
it up. 
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There is fear of withdrawal and discomfort. 

There is desire to retain their feeling, and “their feeling of nor- 
maley which they get when they use drugs.” 

This, of course, means when they do not get the drugs they feel 
not normal, they feel uncomfortable. If they take a shot they feel 
what they consider to be normal. 

There is lack of understanding by the patients that the use of 
drugs means that they have some problem which they cannot face. 

There is the influence of the delinquent subgroup with whom the 
addict has become associated which caused him to stay with the use 
of the drugs. 

There is a suspicion by the patient and distrust of the therapists 
and their motives in trying to get them to change their ways of doing 
things. 

There is inability of the patient to establish through friendships, 
to establish meaningful relationships with the therapists. 

Patients always show a lack of sustained interest, lack of respon- 
sibility, lack of a spirit of working together. 

They give up easily, they have little frustration tolerance, they set 
up unrealistic and unattainable goals for themselves, and then when 
they do not reach that point they give up very easily. 

They are more or less sophisticated beyond their age. They are 
not interested in normal programs for people their age. 

They have been taking drugs, they are not interested in doing what 
other people do, and they are shallow in spiritual matters, and have no 
real understanding of religion. 

Their families are discouraged: with them, they have very limited 
academic interest, and so it is almost impossible to get a follow- 
through in an academic program. 

They have a limited 

Senator Danret. I was interested there in your saying that they 
have almost no interest in religion. 

Dr. Gamso. They know about the formalities of religion, but as our 
chaplains feel, they have no feeling for it or have no understanding 
of what they can do with it. 

Senator Danret. Your chaplains are working with them and try- 
ing to stress the importance of the spiritual and religious side of 
things? 

Dr. Gamso. Yes, they are, and-we would like more along that line, 
if we could get more in the way of chaplaincy services. 

Senator Danret. You think that would be important in your 
efforts? 

Dr. Gamso. We do. 

We did have our first resident chaplain, who was with the hospital 
for about 2 years. 

He had a very keen understanding of the problem, a means of get- 
ting to the patients and working with them, and he was qualified to 
maintain a pastoral training service, so we have student chaplains 
on the premises most of the time. 

Since then, the good State of Texas has taken him away and made 
him chief of the chaplaincy ‘service at the State hospitals, so we: 


have lost him, and we find difficulty in replacing a man of that 
caliber. 
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But that is an important part of the program. We have tried to 
emphasize it. 

We conducted a conference for chaplains at the hospital about a 
year ago. We sent out about 1,600 invitations. Unfortunately, only 
about 70 chaplains showed up for the conference. 

Well, other problems are the needs to maintain security regulations 
and maintain necessary controls over the introduction of contraband 
which, of course, means constant observation and means that even 
though you are maintaining a hospital it is a hospital with controls, 
with supervision, and to maintain it properly, it requires a highly- 
trained staff, supervision of visiting, and incidentally the visitors 
themselves, the family, do not show too much interest, possibly do not 
visit as often as they should, and when they do visit, do not have too 
much in common with the patient to maintain a real visiting situation. 

Now, the period in the hospital is a very important period, but the 
period after return to the community is equally important, probably 
more so, because when a person leaves the hospital he is again subjected 
to the same forces which caused him to use drugs, and if we cannot pro- 
tect him from those forces and help him to sustain himself, he has lost 
the benefits of hospital care. 

How long should a period in the hospital be? That, of course, is 
open to a great deal of debate, and we argue that in the hospital our- 
selves, among ourselves and, of course, it varies with the individual 
yatient. 

We have had patients in the hospital over a year, and had them go 
out and go back to drugs. 

We have had patients in the hospital for less than a month, and 
abstain from drugs for the next 3 years. 

So that it is not merely a period of hospitalization, but the question 
of how they react to their situation, whether they are worried by being 
drug users, whether we want to do something about it, and whether 
they can do something about it, and it must be decided individually, 
and that is one reason why it is helpful to have indeterminate care. 

And, of course, when they leave the hospital it is important to 
have adequate planning. 

We try to plan their discharge in such a way that we have an idea 
of what type of home they are going back to. 

Occasionally, the home is not satisfactory, and we would like to have 
some additional place rather than the home they are going back to, 
but we canot do much about it. 

We would like to have a job for them and, possibly, have a person 
of vonecaeent guidance working with them in trying to get a placement 
on the job. 

We try to get them interested in community activities of the type 
that are of value to them, the type of community center which is whole- 
some. But, unfortunately, most community centers do not want drug 
addicts. They are afraid they will contaminate their other members. 

By this time most of the community centers have found that they 
have drug addicts of their own, so it is really not a matter of contami- 
nation, but by habit it still continues, and they still do not want them. 

We did get acceptance of them by a couple of community centers, 
and got it all arranged to go there, used every effort to go there, and 
then our patients did not go, so it works both ways. 
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Now, we have all these practical problems; we are trying to meet 
them, and I think that we can overcome them with persistent. effort. 

Some of the needs on discharge, as I say, are compulsory aftercare. 
We sliould have staffing enough to see them frequently and not just 
to see what has happened to them, but actually to have time to spend 
with them, go over their work with them. 

The staff should have time to make home visits; they should have 
acceptance in community centers, community recreation facilities; 
they should have acceptance in jobs so that they can get started again 
in some actual productive endeavor, because time on their hands only 
leads to use of drugs. 

In our aftercare program we should have educational consultants, 
and we probably will be able to get one to help them to plan for 
further educational programs. 

If their homes are bad it should be desirable to have some place 
where they can go to rather than their bad homes, a hospital of some 
type or some place where they can have supervised living conditions 
with a proper staff to supervise them. 

For some patients they are not ready to resume full work, many 
of them are not ready to resume full work, and who need some type 
of vocational shelter workshop very much like for other handicapped 
persons. 

If they do not need hospital care, they could be taken care of by 
a clinic, by supervision from the outside, but still they cannot make 
themselves productive, and some type of supervision work situation 
should be had. 


For some people it might be necessary to send them to one of these 


camps I discussed, keep them away from the drug-use area for a 
prolonged period, even if they do not need hospital care, in a distant 
or semidistant area, which might be a good thing. 

As I mentioned before, they need help in finding one 


Now, as far as a general program is concerned, 
I might say as to general recommendations. 

First, there should be regional hospitals. They should be located 
in or about the principal cities where there is major drug use. 

They should be well staffed with the necessary medical, psychiatric, 
educational, and vocational facilities. 

They should be large enough to have diversified programs to meet 
the varying needs of different patients. 

There should be compulsory followup for at least 5 or 6 years, and 
followup should be by adequately staffed followup facilities, with 
adequate auxiliary services, and should have the cooperation of com- 
munity agencies for the posthospitalization care of the patient. 

All the hospitals should have research units in them; and there 
should be participation by medical schools, universities, foundations 
in research, as well as Federal grants for research. 

There should be a national coordinating agency. There should be 
adequate facilities in jails and reformatories for those addicts who 
must be treated in a closely confined area. 

There should be camps for posthospitalized readjustment for those 
persons who need that type of posthospitalization readjustment, and 
they should be properly staffed. 


have a few things 
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There should be hospitals or halfway houses for patients who do 
not have suitable homes to return to; and that, too, should be properly 
staffed and equipped. 

One additional recommendation is something which I would like 
to see tried, and it would be ambulatory reduction and withdrawal 
treatment of previously hospitalized addicts in clinics conducted by 
the hospital that had them hospitalized. 

Senator Dantet. Doctor, we appreciate these recommendations. 
I wish that we could go on and discuss this with you further, but we 
are coming to Riverside to see your institution. 

You have with you today Miss Ruth Mock, superintendent of nurses 
who has been at the hospital, and we want to hear from her some time. 
We are coming out though to see the institution, and we appreciate 
your assistance here today. 

Dr. Gamso. Thank you. I appreciate that, and I look forward to 
your coming out. 

Senator Danret. Thank you very much, and if either of you have 
any further recommendations to make to us, please send them to us 
or give them to us when we come to visit the hospital. 

Dr. Gamso. I have with me also Mr. Jacob Mellitz, and Dr. Robert 
Wexelblatt. 

Senator Dantex. Let the record show that these other people are 
here. 

Dr. Gamso. And Dr. Morris A Jacobs, deputy commissioner, de- 
partment of hospitals. 

Senator Dantet. If you gentlemen from the customs agency will 


come up we will be ready to start with you immediately after the recess. 
ee recess. ) : 
Senator Dantet. The committee will come to order. 

“ = Jacobs, deputy superintendent, department of hospitals of New 
ork. 


STATEMENT OF DR. MORRIS A. JACOBS, DEPUTY COMMISSIONER, 
DEPARTMENT OF HOSPITALS, NEW YORK 


Dr. Jacons. I am Dr. Jacobs, deputy commissioner, Department of 
Hospitals of the City of New York. 

Mr. Chairman, I would like to put a statement in the record. 

Senator Dante. Dr. Jacobs, we appreciate your appearing before 
us, and we just regret that our time is running out on us here in New 
York, but we do appreciate the preparation of your statement. 

Your statement will be included in the record at this point. 

Dr. Jacoss. Thank you. I have a statement of mine. 

Senator Dante. It will be placed in the record at this point. We 
thank you very much. 

(The documents referred to follow :) 


STATEMENT BY Dr. Morris A. Jacoss, Deputy COMMISSIONER, DEPARTMENT OF 
HOsPITALS 


First I should like to express the personal regrets of Dr. Basil C. MacLean, 
commissioner of the department of hospitals for his inability to appear before 
this committee. 

Riverside Hospital, located on North Brother Island, was opened as a treat- 
ment facility for preadult narcotic users in July 1952.. This hospital was set up 
following certain necessary State legislation. It should be pointed out that it 
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is a joint venture of the city and State with the latter providing partial subsidy 
for its operation. The department of hospitals had reservations regarding the 
first year’s operation and subsequently it was placed on a firmer scientific basis 
with an active lay advisory board, including representation of the courts, social 
agencies and educators. 

Studies made before opening Riverside Hospital envisioned the development 
of a hospital-school which would bring to bear at one point all the scattered 
resources of the community. The principal effort was toward salvaging those 
youngsters who are salvageable, taking them out of their ordinary environment 
for a period long enough to enable them to assume command over the influences 
which had misguided them. The problem of their physical disability was not 
as important as the emotional difficulties. Given the opportunity of a long-term 
rehabilitation program, a large number of these youngsters should prove sal- 
vageable. 

What was needed was a facility based on an entirely different social, medical, 
and corrective philosophy ; a facility designed, equipped, and staffed for the ex- 
press purpose of offering guidance and help to young people whose addiction 
problems are manifestations of more basie psychological and social difficulties. 
Full assistance in this task is given by the judicial, probation, and police au- 
thorities. Cooperation of public health, judicial, welfare, and other govern- 
mental and voluntary agencies is essential to the success of the program. 

The professional direction of the unit is by psychiatrists from several medical 
colleges; this assures a high standard visiting staff arrangement. The resident 
medical staff is provided by the psyciatric divisions of Bellevue and Kings County 
Hospitals. Thus a team of medical, sociological, psychiatric, educational, and 
rehabilitation specialists were brought to bear on the problem presented by each 
individual case. The program further envisioned the establishment of indi- 
vidual and family counseling service. 

The board of education has given the fullest cooperation to Riverside Hospital 
and has set up a special school on North Brother Island (P. 8. 619, Bronx) for the 
vital educational aspects of the rehabilitation program. 

Because of questions raised as to the effectiveness and cost of this new under- 
taking, Commissioner MacLean several months ago made a formal application to 
Dr. Leonard A. Scheele, Surgeon General of the United States Public Health 
Service, for a study and survey of this institution. It is expected that a report 
of its findings will be forthcoming this fall. 

The cost of operating Riverside Hospital for the year 1954 amounted to 
$1,148,470 with per diem cost of $83.90. 

I have brought with me Dr. Rafael R. Gamso, medical superintendent of that 
institution who is prepared to answer questions regarding the operation of River- 
side Hospital. 

An objective appraisal of Riverside Hospital for preadult drug users on North 
Brother Island will be conducted by the Public Health Service of the United 
States Department of Health, Education and Welfare, it was announced today by 
Dr. Basil C. MacLean, commissioner of hospitals. The study and survey will be 
under the direction of the Bureau of Medical Services of the Federal agency, and 
is expected to get underway early in June. 

Riverside Hospital has been operated by the department of hospitals since 
July 1952 and will thus complete 3 years of service on July 1 next. Because of 
the experimental nature of this facility and in view of recent criticism of the 
effectiveness of the program and its cost of operation, the commissioner of 
hospitals made formal application to Dr. Leonard A. Scheele, United States 
Surgeon General, for an impartial study and report. Excluding educational 
facilities, which are provided by the board of education, the cost per patient-day 
at Riverside runs slightly over $30. The program is a joint venture of New 
York State and New York City, with the State providing a subsidy of $7.50 per 
patient-day, under the provisions of the physically handicapped law. 

A total of 715 patients under 21 years of age have been treated at Riverside 
since it began functioning, almost all of them heroin users. It is currently 
operating with a census of 118 patients, or about 80 percent its bed complement 
of 140. Admissions are on a voluntary basis with the majority of them coming 
through court referral from the narcotics term of magistrates court, set up in 
May 1952 to process adolescent narcotics users in accordance with section 439A 
of the New York State public health law. This legislation was enacted earlier 
in 1952 by the State legislature following the announcement on November 14, 
1951, by the then Governor, Thomas E. Dewey, and the then Mayor Vincent R. 
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Jmpellitteri, that a special facility would be established for the care, treatment, 
suidance, and rehabilitation of the adolescent narcotics users. 

The minimum stay of a patient at Riverside is 1 month, and the average stay 
5 months. Active followup care, including psychiatric and social-work guidance 
is an integral part of the Riverside program. The hospital has an active lay 
advisory board, including professional, scientific, and community representation. 

The board of hospitals held its regular monthly meeting at Riverside yesterday 
(Wednesday, March 16), inspected the facility and heard a report of the hospital 
activities from Dr. Rafael R. Gamso, medical superintendent. Commissioner 
MacLean announced receipt of a communication from Acting Surgeon General 
W. Palmer Dearing, stating that plans for the study are being developed and 
that the Public Health Service would be able to undertake it early in June. 
The hospital board members who attended, in addition to Dr. MacLean, were 
Dr. George Baehr, Dr. Edward M. Bernecker, former Judge Louis Goldstein, Dr. 
Charles A. Gordon, and Dr. Willard C. Rappleye. 

Senator Dante. For the information of several who have inquired 
as to the rest of our witnesses today, let me say that we have more 
witnesses today than we can possibly finish with, and we are going to 
try to complete the hearing today without working too long. 

We have one witness that the committee desired, and who had 
agreed to appear before our committee at some date and who, un- 
fortunately, we did not know could be present today, at least the Chair 
did not. 

Senator Butler, we had planned for him to appear before us in 
Washington on Friday. He is here today, and we would like to hear 
him today, but there again we, Senator Butler and I, have just gone 
over a brief résumé of his evidence and his statement, and it is 
something that should not be attempted in a short time, because he 
has a real story to tell us, a person who was an addict himself, ad- 
dicted to morphine, and who has been able to, with his willpower, stay 
off of it now for 8 years. That is Barney Ross, former welterweight 
boxing champion of the world. 

Mr. Ross will appear before the committee Friday morning at 10 
o’clock, when we resume our hearings in Washington. 

Now then we have before us at this time Mr. Page and Mr. Flynn 
of the Customs Service. Which of you will present your testimony ? 

Mr. Fiynn. It probably will be best if I start off. 

Senator Daniev. I am going to ask Senator Butler to preside. 
Both of you may be sworn at the same time. 

Senator Burier. Before Almighty God, do you solemnly promise 
and swear that the testimony you are about to give before the sub- 
committee of the Senate- Judiciary Committee will be the truth, the 
whole truth, and nothing but the truth, so help you God? 

Mr. Pager. Yes. 

Mr. Frynn. Yes. 


TESTIMONY OF JOSEPH J. FLYNN, ASSISTANT SURVEYOR OF 
CUSTOMS; AND JAMES H. PAGE, CUSTOMS AGENCY SERVICE 


Senator Burter. Mr. Flynn, I think you have a prepared state- 
ment. 


Mr. Fiynn. Yes, sir. 

The collector of customs at New York is the Honorable Robert W. 
Dill, who is charged with the collection of the customs revenue and 
the enforcement of the customs laws and such other laws as he may 
be directed to enforce by the Secretary of the Treasury. 
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And directly under him is the surveyor of customs, the outdoor 
executive of the port, who is the Honorable Harry Edwards, who 
directs all enforcement activities, supervising the inspectional and 
port patrol forces to prevent smuggling and detect violations of 
laws which customs must enforce. 

Mr. Gasque. Mr. Flynn, do you have a copy of your statement? 

Mr. Fiynn. Yes. 

I have a copy of an organization chart as it relates to our enforce- 
ment, particularly on narcotics. 

Senator Burier. That will be received and made a part of the 
record. 

(The document referred to faces this page.) 

Mr. Fiynn. Now, the port area embraces an area of over 1,000 
square miles and has a frontage of 750 miles of waterways, of which 
there are 460 miles in New York, and 290 miles in New Jersey. The 
area covers from Perth Amboy, N. J., to Albany, N. Y. 

There are about 170 steamship companies here operating vessels in 
and out of the port of New York, and about 12,000 vessels arrive a 
year, of which about 8,600 are from foreign ports. They discharge 
cargo and passengers. 

There are about 350 piers at the port at which ships from foreign 
ports may dock. On the average day we have approximately 110 
ships from foreign ports in port here, and they are docked at ap- 
proximately 90 or 95 piers. Approximately 24 vessels arrived daily, 
and about 50 planes from foreign ports. 

During the calendar year 1954, over 1 million passengers arrived 
at this port, and were equally divided, about 500,000 by vessel and 
about 500,000 by plane. During the calendar year 1954, there were 
over 29 million tons of cargo imported, having a value of over $3 
billion. 

The five major methods we use to combate smuggling are: 

1. The searching of vessels and planes. 

2. Spot check of cargo by physical inspection and the use of an 
inspectoscope, that is sort of an X-ray device. 

3. The examination of passengers and their baggage arriving by 
vessel and plane. 

4. By guarding of the pierheads and gangways by uniformed per- 
sonnel to observe and search seamen, longshoremen, and other persons 
leaving the ship or pier. 

5. Surveillance with the use of three-way radio equipped auto- 
mobiles for overall coverage of the port. 

This surveillance and interrogation and searching of suspects on 
vessels, piers, or in the immediate vicinity of the piers, is done by port 
patrol officers, both in uniform and undercover. 

Getting back to No. 1 on the searching, approximately 6 vessels are 
searched daily or about 1 out of 4 vessels that arrive. 

Selection of these vessels for search is based on information, previous 
violations or the fact that the vessels arrive from suspect areas. 

Approximately 40 officers are assigned to vessel and plane search- 
ing daily; they are divided into teams of anywhere from 6 to 10 
men. 

There are many places of concealment aboard a vessel, and a search 
usually consumes about 6 hours. 
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It is almost impossible to check every spot on a vessel. The search 
of a vessel may be likened to the search of a large hotel, but it is more 
complicated. 

I have here a form that lists the various sections of a ship, which 
gives you some idea of the various places, hundreds of places, to be 
searched onboard a vessel. 

Senator Butter. Is that a public record? 

Mr. Fynn. Yes. 

Senator Butter. Do you want to make it a part of this record? 

Mr. Fiynn. Yes. 

Senator Buruer. It will be received and put into the record at this 
yoint. 

(The document referred to follows :) 


ENFORCEMENT DIVISION—REPORT OF SEARCH 
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Forward: 

Foesi. head Windlass ___ Hawsepipes ____ Under bitts __ wire reels 
coils of rope Forepeak Tank hain locker Deck storerooms 
Sand lockers ___. Carp. shop ____. Crew qtrs.___ Washrooms Toilets ___ 
Ventilators ___. Ledges & piping overhead ___. A B C ___. decks. 
Under deck winches Cargo hatches a ae Tween decks 
1 2 Th sccititiat ittinay 3 Brig Paint lockers 
Lamp room Plate on mast Crow’s nest Chinese qtrs. ___— 
Galley Strong room Carpenter Boatswain Quartermasters ____. 
Amidships: 

Deck Dert. —Capt. _ Officers Radio Opr. ___. Cadets _____ Je 
Officers Chartroom Wheelhouse Radio Shack Emerg. Light 
room Cargo hatches _____ 3 4 Tween decks  eeneen 
Cargo ice boxes Boat deck Lifeboats Rope boxes Rafts ___ 
Lyle gun box Ventilators Gyro room Pool _ Steam room ____ 
Lockers —__— 

Sleward’s Dept. —Ch. std. 2nd Std. 3rd Std. Waiters ___ 
Bedroom Stds — — Bellboys —__ —__._ Elevator boys ___. Telephone boys ——_— 
Ch. cook __. 2nd cook —___: 3rd cook ___ Pastry cooks ____ Bakers 
Pantry men Butchers Barkeepers Messmen ___ Baggage 
masters ____ Hairdressers Stewardesses ___._ Waitresses Smoking 
room stds. Musicians Dry stores Barber shops Ist 2nd 
3rd __.. Bars ist _.. 2nd —. 3rd — Beauty Shops ist _.... 2nd —__. 
3rd class Elevator pits ice boxes Main galley ___. Bakeshop ___ 
Pastry Shop Butcher Shop Musicians’ Stage Novelty Shops —___ 
Lounge Library __—. Social Hall Chapel Baggage rooms 
Linen rooms Stds. gear Lockers A ___. B eh) ww. 
Slop lockers A B D_—_ decks. Silver room Laundry 
Staterooms Bathrooms Toilets A B C D___E decks. 
Deck Stds. gear lockers Printer Print shop ; 

Purser’s Dept.__Purser Asst. purser Office _.___ Clerks ___ 
Interpreter Doctor __._ Nurses Hospital Office Mail 
rooms Med. Supplies 

Engineer’s Deyt.__Ch. eng. Asst. eng. ___._ Jr. eng. Cadets —__ 
Electricians Crew Toilets Washrooms Engine room ____ 
Fire room Fidleys Shaft alleys Blowers ___. Fan rooms —__ 
Refrig. rooms __. Lux rooms —__. Lub. oil tanks Dead boilers —__— 
Coal bunkers Ash chutes Fan casings __._._ Machine shop —— — 
Storerooms Empty fuel tanks Cofferdams Evaporators ——— 
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It is almost impossible to check every spot on a vessel. The search 
of a vessel may be likened to the search of a large hotel, but it is more 
complicated. 

I have here a form that lists the various sections of a ship, which 
gives you some idea of the various places, hundreds of places, to be 
searched onboard a vessel. 

Senator Butter. Is that a public record ? 

Mr. Fynn. Yes. 

Senator Butter. Do you want to make it a part of this record? 

Mr. Fiynn. Yes. 

Senator Butter. It will be received and put into the record at this 
voint. 

(The document referred to follows :) 


ENFORCEMENT DIVISION—REPORT OF SEARCH 
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Linen rooms Stds. gear Lockers A ___. B —__. -D —___. decks. 
Slop lockers A _____ B D decks. Silver room Laundry 
Staterooms Bathrooms » ee ee, a decks. 
Deck Stds. gear lockers Printer Print shop —__ 

Purser’s Dept._Purser_____ Asst. purser Office ___ Clerks ___ 
Interpreter ____ Doctor Nurses Hospital Office Mail 
rooms ____ Med. Supplies 

Engineer’s Derzt.__Ch, eng. Asst. eng. Jr. eng. Cadets ___ 
Electricians Crew qtrs. ____ Toilets __.. Washrooms ____ Engine room ____ 
Fire room —__.  Fidleys Shaft alleys ___. Blowers Fan rooms —__— 
Refrig. rooms - Lux rooms Lub. oil tanks Dead boilers — _— 
Coal bunkers _. Ash chutes __ Fan casings Machine shop —— 
Storerooms ___. Empty fuel tanks Cofferdams Evaporators ——— 
Under floor “plates Under thrust bearings Electricians Shop ——— 

Fire and engine room bilges ___ ventilators ___. Ledges and piping ov erhead & 
vents, C D ___ decks. Motor control rooms Crew mess- 
rooms Crew galley Blacksmith shop Double bottoms 
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Aft: 

Crew qtrs ___. Washrooms Toilets ___._Messrooms ____. Galley ____ 
Pantry ___. Staterooms ___. Bathrooms —___ Toilets A _.__. B c su 
D __ decks. Aft. peak _- tanks _____ Lazarette _____ Steering gear ____ 
ventilators ___. Booby hatch Cetgo hatehee i: 8 6 is Tere Bickers 
Tween decks — 6 7 


lla 8 ____ ledges and piping and vents overhead, 
‘ D decks Samson posts ____ Bilges 5 ____ 6 

8 ___. Plate on mast ____ wire reels ___. Under bitts and chocks ___. Deck 
storerooms ____. Paint lockers ___. Capstan ____. Poop deck ___. Lifeboats ___ 
Rafts __. Deck boxes __._. Double bottoms ___. Chinese qtrs. Crew 
galley Stores Carpenter shop Strongroom 


Additional places searched: 


_—_———— 


Signature of Customs Searcher 
Remarks on reverse side. 


Mr. Fitynn. Now, the search of a vessel usually takes place at the 

ier where the ship docks or occasionally in the stream. As a rule it 
is conducted on arrival at the vessel, but at times 1 to 24 hours later. 

Getting back to No. 2, cargo inspection, cargo is spot inspected by 
4 squads averaging 6 port patrol officers each, as a rule. 

However, for the past 4 months, we have augmented this group, 
and we now have a larger force and, as stated, an inspectoscope 1s 
used in connection with this phase of enforcement. 

In addition, approximately 43 inspectors were assigned to routine 
inspection duty. 

enator Butter. What does the inspectoscope do that the human 
being does not? 

Mr. Frynn. Well, it can penetrate, you can view the contents of 
the case, without opening it up, and the manifest will indicate what 
the contents are. 

If there is any deviation or suspicion, after viewing the case or 
parcel through the inspectoscope, and then even after examining and 
not being in any doubt, we open some of those, and that will always 
definitely disclose whether or not there is any false compartments in 
the case. 

Watches have been discovered in false compartments. 

Senator Butter. Do you have any method by which an opiate 
on the person of an individual could be detected ? 

Mr. Fiynn. We do not use the inspectoscope on persons. But 
the only way is by a personal search or through a suspicious act. 

Senator Danre.. Did you used to have dogs trained for trying to 
locate opiates? 

Mr. Fiynn. Yes. They did use them for a while; they had 2 or 3 
dogs which were trained to locate opiates by the sense of smell. 

Senator Danrev. Was that successful ? 

Mr. Fiynn. It did not appear to be very successful here at New 
York due to the large size of vessels and the number of people on 
board. 

Senator Butier. Keep your voice up a little. 

Mr. Fiynn. It did not appear to be too successful in New York. 

Senator Danret. You would have to have a lot of dogs for that 
operation. 

Mr. Fiynn. A lot of dogs; and there are so many places of con- 
cealment on a vessel it just did not work out. 
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Now, passenger and baggage inspection, the third phase of our en- 
forcement, as stated, over a million people arrive here in port every 
year, and may have close to 4 million pieces of baggage. 

Now, the number of pieces of baggage per person to be examined 
is determined by the examining inspector and is predicated by a pre- 
liminary interrogation. 

At least one piece of each passenger’s baggage is examined, except 
when an individual has a free entry, such as a diplomat. 

Inspectors may and do give full examination at any time circum- 
stances warrant. 

From 40 to 200 inspectors a day are assigned to vessel baggage ex- 
amination, depending upon the workload, and approximately 15 to 
20 inspectors a day at the airports. 

And from time to time, if conditions permit and manpower is avail- 
able, we conduct a so-called 100 percent examination; we examine all 
of the baggage of all of the passengers on particular vessels. 

Then on crew baggage, on the larger vessels such as the Queen Mary 
and the United States they have crews of between twelve and thirteen 
hundred, and other larger vessels, like the Swedish Line and the Grace 
Line, American Export Line, their crews average from 3 to 7 hundred ; 
while the average freighter has 40 to 50 crew members. 

The crew, after a vessel is cleared by Customs, may leave the vessel, 
and invariably there is a genral exodus of the crew members from 
the vessel immediately after they are paid off, and their baggage is 
examined 100 percent by the inspectors assigned to particular piers 
where the vessel.docks. They are also reexamined quite often by our 
Port Patrol officers who are on undercover duty in the vicinity of the 
piers if they have any suspicion or information. 

Now, our present force of Port Patrol officers is 265, and we gen- 
erally assign them to vessel and plane searching, cargo inspection, 
passenger baggage at airports. 

Of course, the port works 7 days a week, 24 hours a day, and when 
you figure your time off with a 40-hour week, and sick and annual 
leave, we do not have too many men available for duty out of 265. 

Senator Daniev. Would you say your are undermanned as far as 
searching all of these vessels is concerned ? 

Mr. Fiynn. Well, I feel that we could use, afford more additional 
po ooh from the enforcement standpoint, particularly for patrol 
officers. 

Senator Danrev. That is not a particularly strong statement. 

Mr. Fiynn. That is one of the recommendations I have here, and 
I am coming to it later. 

Senator Diets. You are coming to it later. I wondered if you 
were going to get a little stronger than just saying you could use some 
more, 

Mr. Fitynn. We did have back in 1947 or 1946 as many as 800, but 
now we are down to 265. 

Senator Butter. Would you be aided in the examination of passen- 
ber baggage if you had some sort of tables or something that the bag- 
gage could be put on where it would be at a more convenient level ? 

Mr. Fiynn. Not on vessels; at the airport, yes, where we do have 
those tables; but it has been found out on piers, on vessels, it does not 
work out too satisfactorily. 
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Senator Butter. You can do it quicker on the pier? 

Mr. Fiynn. Yes. 

e aeaien Dante... How long ago did you have 800 men here in New 

OrK ¢ 

Mr. Fiynn. I think I can give you the exact date. 

Senator Danie., Just approximately ? 

Mr. Fiynn. I think that was around 1945, 1946. 

Senator Danre.. Well, you had less narcotics smuggled in those 
years, did you not, if I remember correctly? That was about the 
lowest, we had about the lowest, amount of narcotics trouble in this 
country during the war years, and right after. It, of course, picked 
up shortly. 

Mr. Fiynn. Well, I think there has been a terrific falling off as 
far as our phase of it is concerned. 

Going back to 1928 and 1932, we used to make some seizures of 
terrific quantities of heroin and opium and morphine coming in con- 
cealed in cargo, in manifests of electrical aparatus or lamps or any 
other commodities, and it was nothing unusual in those days to make 
a seizure of four or five hundred pounds of heroin. 

Now, just recently, a few weeks ago we made a seizure of 21% 
pounds of heroin. That is one of the largest seizures we have made 
in recent years, in a number of years. 

Senator Danmet. Where did you make that seizure? 

Mr. Fiynn. That seizure was made on the French steamship St. Lo 
over here in Brooklyn. 

Senator Danret. Where did you find it concealed? 

Mr. Fiynn. About 20 pounds were found concealed behind the 


framework concealing some pipes in the toilet in the crew’s quarters. 
There was no information. Another pound was found concealed 
under bags of potatoes on the deck. 
Senator Dantex. Did you have any—if I ask you a question that 


you should not answer, you tell me—but did you have information 
ahead of time on that shipment ? 

Mr. Fiynn. Positively no information. The searching squad were 
doing a routine inspection. 

Senator Danrex. The searching squad found that themselves with- 
out information tipoff? 

Mr. Frrnn. Without any tipoff. 

Senator Danret. And that much heroin on the market would be 
worth a lot of money, would it not? 

Mr. Frynn. Yes, indeed. By the time it is diluted, the way I 
understand they dilute it, it would probably run into $2 million. I 
understand they pay anywheres from four to six thousand dollars a 
kilo abroad for it, the dealers. 

Senator DanreL. What troubles me is when you say you had 800 
men here in 1945 and 1946, and you have got two hundred-and-some- 
odd now, it would seem that your force has been reduced instead of 
increased with the increase of business and transportation. ' 

Mr. Fuiynn. That is correct, sir. During April 1954, approxi- 
mately 7,0000 printed notices here soliciting original information 
leading to the seizure of smuggled heroin were distributed to steam- 
ship companies, railroads, and posted on the piers and the Trans- 
atlantic Conference of the Steamship Operators, and this was well 
received. 
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I believe as a result of this, Mr. Page’s office in the investigative end 
of it, has made two seizures; I am not quite sure. 

Mr. Page. We made one very good one. 

Senator Butter. This will be made a part of the record. 

(The document referred to follows:) 


HeLp FIGHT THE SMUGGLING OF 
HEROIN 


for original information leading to the seizure in a port of the United States of 
smuggled heroin, the 


UNITED STATES CUSTOMS OFFERS A 


REWARD OF $500 PER KILOGRAM 


Payment in cash will be made immediately following seizure, and the identity 
of the payee will be fully protected. 

To qualify for reward, information must be sufficiently detailed to make 
possible the seizure of a particular shipment being smuggled. If you have such 
information, use the quickest means to place it in the hands of any customs officer, 
who will see to it that when seizure is made you receive the reward. 

Cash payments will also be made for information leading to seizure of opium, 
morphine, cocaine, marihuana, or other narcotics. 

D. B. STRUBINGER, 
Acting Commissioner of Customa, 
Bureau of Customs, Treasury Department. 
WasHIneTON, D. C., February 1954. 


Senator Butter. Mr. Flynn, tell me this: In connection with your 
personnel, have you, by reason of your advanced methods of inspec- 


tion, been able to employ less people, or how do you account for the 
discrepancy ? 

Mr. Fiynn. Well, as far as passengers and their baggage are con- 
cerned, about a year and a half ago we used to examine the passengers’ 
baggage 100 soda Now we only spot check, unless we have some sus- 

e 


picion or evidence to go through it and examine it all. 

Of course, with the port patrol officers, we are not covering the area 
with the limited manpower we have now that we formerly covered. 

Senator Danret. Are you handicapped because of your limited 
manpower ¢ 

Mr. Fiynn. Well, I might put it this way. I suppose if we had 
more manpower we could have better coverage and probably do a 
better job. 

Senator Danreu. Yes. 

Mr. Fiynn. I have 3 or 4— 

Senator Burier. Has there been any agitation, Mr. Flynn, to your 
knowledge, to do away with the inspection of passengers’ baggage? 

Mr. Fiynn. No, I have not heard anything about doing away with 
the inspection. 

Senator Buriter. Has there been any pressure brought to bear, so 
far = you know, to lighten up a little on customs examinations gen- 
erally ? 

ML. Fiynn. Well, as I say, yes, about a year and a half ago we began 


to spot check the passengers’ baggage ; instead of examining the 8 or 9 
pieces, we only examine 1 now. 





1584 ILLICIT NARCOTICS TRAFFIC 


Senator Burier. That does not go to cargo? 

Mr. Fiynn. No; cargo is handled practically in the same manner 
that it formerly was. 

On recommendations, I recommend that consideration be given to 
the inauguration of a 24-hour marine patrol, to be operated jointly 
by the United States Coast Guard and customs, to patrol the harbor, 
particularly the waters adjacent to the piers. 

2. That consideration be given to augmenting Treasury personnel 
abroad to devote their activities solely to narcotics traffic, obtaining 
information that would lead to the interception of narcotics abroad 
or upon their arrival in the United States. This should include the 
more extensive use of informants and the payment of awards and 
compensation, as provided by law. 

Of course, we are accustomed under the Tariff Act—and 619 does 
apply—for the payment of moneys to informants up to $50,000. 

No. 4—I mean No. 3—consideration be given to augmenting port 
patrol and customs agency personnel, as it is generally assumed that 
the best protection comes from the number of “cops on the beat.” 

New York City has a police force of over 22,000 men. Customs 
throughout the United States has about 2,500 inspectors and 650 port 
patrol officers. 

If you take into consideration our Atlantic and Pacific coastlines 
and the gulf, and our Mexican and Canadian borders, I think it is 
apparent that customs is not overmanned. 

4. Consideration be given by appropriate authorities to enlist the 
aid of masters of United States and foreign-flag vessels to set up con- 
trols abroad to prevent the lading of contraband including narcotics, 
aboard a vessel during its stay in foreign ports. 

If masters would keep crew members and their effects under sur- 
veillance when they return to the vessel and have suspicious packages 
searched, particularly at foreign ports of bad repute, it would deter 
smuggling attempts, I believe. 

Senator Butter. Have you anything to say in connection with 
penalties for smuggling? Are they sufficient, in your opinion? 

Mr. Fiynn. Well, I happen to think probably the penalties could 
be increased. During the past 3 years there were about 14 large-sized 
seizures made in connection with the arrest in those cases. The sen- 
tences ran anywheres from 1 to 7 years, I would say an average of 
probably 3, 4 years. 

It isa strange thing that I have never known of a carrier, a smuggler, 
who was actually a user of narcotics, in my experience. 

Senator Butter. That is from the standpoint of the wholesaler? 

Mr. Fiynn. The wholesaler. A crew member who is delegated as 
a carrier, we call him a carrier, who conceals it on board, and makes 
the contact here. 

Senator Butter. You feel that we could give serious consideration 
to increasing the penalties in connection with narcotics? 

Mr. Fiynn. I do, sir. 

Senator Butter. Tell me this: In connection with your fourth 
recommendation would that be an activity carried on by the company 
as an individual or carried on under the supervision of your Depart- 
ment ? 
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Mr. Frynn. By the companies as individuals. 

Senator Butter. Well, how do the companies take to such a sug- 
gestion ¢ 
~ Mr. Frynn. Well, I suppose the seamen, the crew, would resent 
being searched and kept under surveillance, so I do not think it would 
appeal to them. es 

Senator Butier. As a matter of fact, would there be any possibility 
that they just would not tolerate it at all? 

Mr. Fiynn. Quite possibly. 

Senator Butter. You would not be able to sign a crew aboard. 

Mr. Fiynwn. It is quite possible, Senator. 

Senator Butter. Don’t you think we ought to tind some other way 
of getting at that situation, through having a doublecheck! We 
have a check abroad before the ship leaves, and have a check when 
she gets here. 

Could that be done without greatly increasing the number of cus- 
toms officials ? 

Mr. Fiynn. No, I think it is almost beyond possibility in the per- 
sonnel and manpower that would be involved. 

Senator Burier. There are just too many ships to go mto that sort 
of thing? 

Mr. Fitynn. Too many ships and too many places. 

Senator Buriter. Even a spot check of that kind, you feel would 
be too much ? 

Mr. Ftynn. I believe so. It is a question as to personnel, whether 
they have the authority to do this. 

Senator Burier. Yes. In a great many cases you would have a 
foreign ship in a foreign port, and we would have no authority to go 
into it at all. 

Mr. Fiynn. No authority. 

I mentioned about the 21 pounds of heroin which was almost pure, 
which we seized here at the port on August 31. 

We think that was placed on the vessel at Le Havre or Bordeaux, 
France. However, that is under intensive investigation at the present 
time. 

Of over 1,600 narcotics 

Senator Butier. Tell me this, Mr. Flynn, what is your experience, 
if you have any figures, on the smuggling of crewmen on American 
vessels ¢ 

Mr. Fitynn. As compared to foreign vessels ? 

Senator Butter. Yes. 

Mr. Fiynn. I would say it is about evenly divided. 

Would that be your recollection? It is about the same. 

Mr. Page. From our seizures, just about. 

Mr. Frynn. Judging from our seizures we have made. 

Of over 1,600 narcotics seizures, less than a dozen of these were 
made as a result of information. In fact, we received no information 
concerning narcotics. 

I think these seizures are all the more remarkable when a large 
narcotic seizure is made just as a result of searching, probing, and 
surveillance by our men. me 

71515—56—pt. 519 
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Now, very often and quite frequently you will hear it said that it 
appears to be the consensus of opinion that most of the narcotics are 
smuggled in through the port of New York. 

I am personally disinclined to agree with that statement. I do not 
say that narcotics are not being smuggled through the port, but we 
here at New York have about 50 percent of the total port patrol officers 
in the United States, and our men on the pier, in interrogating a sus- 
pect or talking to a crewman, will invariably say to them, “Do you 
think we are crazy? We won't attempt to bring it off here in the port 
of New York.” 

And of the last 14 seizures that were made in New York City by cus- 
toms or through our Customs Agency Service and narcotics agents, I 
believe at least 6 of those seizures, it was determined, that the narcotics 
in 6 cases were brought into ports other than New York, but eventually 
they reached New York, which is probably the distributing point. 

Senator Burier. How do the cases where the narcotics are thrown 
from the ship as she comes up to the pier coming up to the port of 
New York, compare with the ones that you find on the ship when 
she docks? 

Mr. Fiynn. There is no evidence in the last 10 or 15 years of any 
a being smuggled in that manner by throwing it from the 
vessels. 

Senator Burier. Then I go back to your first recommendation: 
What would be the purpose of increasing the patrol force ? 

Mr. Fiynn. Oh, while the ship is moored at the pier, to keep it 
under surveillance there. You have small craft going in and out. 

Senator Burter. I see. 

Mr. Fiynn. Yes. 

Senator Burier. Rather than throw it overboard they could do 
it at the pier, discharge it in that manner. 

Mr. Fiynn. In that manner. 

Mr. Gasqur. Mr. Flynn, you say you do not regard New York is 
the port of entry for the major quantity of narcotics coming into 
the United States ? 

Mr. Fiynn. That is my personal feeling on it. 

Mr. Gasque. You think that there are other ports? 

Mr. Fiynn. I think there are other ports. 

Mr. Gasque. Do you care to identify those ports ? 

Mr. FLYNN. I do not. I am just assuming. I think we have better 
protection with the manpower that we have available than they do 
in many other ports, and that is indicated to us by conversations with 
crew members. 

Senator Butter. Have you made recommendations that a study 
be made of that situation and that the authorities—that we increase 
the number of inspectors at all other ports? 

Mr. Fiynn. No. We just act locally here; we have not made any 
recommendations on a nationwide scale, But I think our Bureau 
of Customs is aware of the situation. 

Mr. Gasqur. You believe, though, that the narcotics coming in 
through the other ports eventually find their way to New York? 





ILLICIT NARCOTICS TRAFFIC 1587 


Mr. Fiynn. Well, we have evidence of that, I say, in at least 6 
-ases within the past 2 years. 
“Mr. Gasque. Then I believe you stated that you regarded New 
York as the distributing point of narcotics for the United States. 

Mr. Frynn. No, I wouldn’t say that. But in view of the fact that 
these 5 or 6 shipments that I mentioned were smuggled in through 
ports other than New York, and eventually wound up in New York, 
would indicate that this might be a distributing point. __ a 

Senator Burier. Were they ome fe between the point of origin 
and New York or in New York after they got here’ 

Mr. Frynn. Well, our investigative branch, Mr. Page, handled 
those; he probably could answer that. 

Mr. Page. I will cover that. 

Senator Burier. And you will cover surveillance of interstate 
traffic, shipments in interstate traffic / 

Mr. Pace. A good many times we find a smuggler from the Mexi- 
can border right here in New York, before we knock him off, for the 
simple reason that we want to get the people here who are getting 
the narcotics, break up the gang; otherwise we just get a carrier. 

Senator Butter. Yes. 

Mr. Gasque. Mr. Flynn, how do you rank New York as a consump- 
tion area in narcotics ? 

Mr. Firynn. I would not be qualified to discuss that. 

Mr. Gasque. I see. Please go ahead, sir. 

Mr. Fiynn. Well, that is all. 

Senator Butter. Mr. Flynn, did you make a part of the record the 
major narcotics cases from 1953 to date? 

Mr. Frynn. Yes. Mr. Page has this record here; I believe there 
is a copy attached. 

Senator Butter. There is a copy here. 

Mr. Fiynn. It has not been made a part of the record. 

Senator Butizr. It will be made a part of the record. 

Mr. Fiynn. Yes. 

(The document referred to follows :) 


Vajor narcotic cases, 1953-55, Bureau of Customs (New York City) 


Ship Flag Ports of call 


Gibraltar, Genoa, Naples. 
African Sun -| Mombasa, Tonga, Zanzibar, Dar-es Salaam. 
Fran Le Havre. 

Mohamed Ali E} Khebir_...| Egypt Genoa, Leghorn, Naples, Beirut, Alexandria. 

President Arthur U Guam, Manila, Suraboya, Djarka, Bangkok, Singa- 

| pore, Port Said, Port Swettenham, Penang. Genoa, 

Belawan, Karachai. 

i coe Bombay, Colombo, Madras, Calcutta, Por 

Said. 

General Hodges U. 8. Navy ship__| Germany. 

Bronxville Norway | Yokohama, Lobe, Pusan, Keelung, Hong Kong, 
Manila, Saigon, Singapore, Bangkok, Port Said. 

Fernhill Manila, Hong Kong, Saigon, Singapore, Bangkok, 
Port Said, Djakarta. 
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Narcotics seized, 1953-55 
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Mr. Fiynn. Also I would like to show for the record some photo- 
vraphs here of the methods they use. This was a student who arrived 
in the airport here in 1953, and he had 5 pounds of pure heroin in the 
double bottom of his suitcase. 

(Mr. Flynn exhibited a group of photographs.) 

Mr. Fiynn. Here is another party that arrived on another ship 
here in New York on the steamship Vulcania, and he had 8 pounds 
of solid opium in a false bottom of the trunk. Here is a view of the 
false bottom. 

These are some photographs of the last seizure on the S¢. Lo on 
August 31. That is the partition behind which they found them. 

r. Gasqur. You have spoken of this case? 





ILLICIT NARCOTICS TRAFFIC 1591 


Mr. Fiynn. This concerns 41 pounds of opium, and 8 pounds of 
heroin on the French steamship Bastia, which was found in an oil 
tank on board. 

This is the second baker on the Egyptian steamship who had 13 
ounces of hashish concealed in his shoes. 

This concerns 3 ounces of opium which were concealed in a package 
of cigarettes, were brought in by the third pantryman on the steam- 
ship Santa Rosa. They were concealed in these cigarettes. 

his photograph covers some marihuana that was placed in wash- 
ing-soap boxes, soap-powder boxes. 

{r. Gaseon. Mr. Flynn, could I ask a question about your work 
with the Federal Narcotics Bureau ? 

Mr. Fiynn. Yes, sir. 

Mr. Gasque. How closely are you associated with them in your 
activities ? 

Mr. Fiynn. Well, our office works very closely with Mr. Ryan of 
the local narcotics office, but, of course, our dealings with Mr. Ryan 
are through Mr. Page, who is head of the investigative branch of the 
customs service, and he works, I know, very closely with Mr. Ryan. 

Mr. Gasque. Mr. Page can tell more about that? 

Mr. Fiywn.. Mr. Page. 

Senator Buruer. Mr. Flynn, have you anything further that you 
would like to speak on this morning ? 

Mr. Fiynn. No, Senator; I think that about concludes my state- 
ment. 

Senator Butter. Mr. Flynn, you sit right where you are. 

Mr. Page, have you a prepared statement, sir? 

Mr. Paar. Yes, I have. 

Mr. Fiynn. Here is one exhibit of an award. 

% Gasqur. You have not paid that reward out any time, have 
you 

Mr. Finn. I believe Mr. Page’s office has. 

Senator Dantev. Have you made any attempts at education of the 
American crews? Is there any program to try to hold down smug- 
gling of narcotics by American crew members? 

Mr. Fiynn. Well, we, from time to time, instruct the various officer 
personnel in both American and foreign vessels. We invite them over 
and have a talk with them as to where to look and how to look for it, 
and how to conduct a search on the vessel. 

Senator Dantet. Do you find them cooperative ? 

Mr. Fiynn. Most cooperative. 

Senator Dante... Have you ever talked to any of the crew mem- 
bers themselves or the representatives of the crew members? 

Mr. Fiynn. Yes, sir. In the performance of our duties we make 
contacts and have conversation. 

Senator Dantet. Do you have any educational program or any 
program that could be called educational, to point out to them the 
dangers of the traffic? 

Mr. Fiynn. No; not aside from personal conversations with our 
men who handle the programs. 

Senator Burier. Well, thank you, Mr. Flynn. You can sit right 
there if you would like. 

Mr. Ftynn. Thank you. 
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Senator Burier. Mr. Page, for the one of the record, will you 
please give us your full name and title and the place of your office, 
your business ¢ ' 

Mr. Pace. James H. Page, supervising customs agent in charge of 
District No. 2, with headquarters at New York City. 

This district comprises all of the State of New York, certain parts 
of New Jersey adjacent, and adjacent territory in the Provinee. of 
Ontario and the Province of Quebec. 

Senator Butter. Do you have any familiarity with the port of 
Baltimore, either one of you?’ Have you good experience there or bad 
insofar as smuggling is concerned ? 

Mr. Pager. I did not get the question, Senator. 

Senator Burier. Insofar as smuggling is concerned. 

Mr. Paar. Albany ? 

Senator Butter. Baltimore; I am talking about the port of Balti- 
more. 

Have you any familiarity with the smuggling situation as it relates 
to the port of Baltimore ? 
gu Pace. No; I have not. I have never been assigned in that 

istrict. 

Senator Burier. I think that is the second greatest port in the 
United States from the standpoint of cargo. I was just wondering 
whether you had any knowledge in connection with that port. 

Mr. Pacer. We only have knowledge from the fact that we work 
very closely with the supervising customs agent at Baltimore, and we 
exchange information, and we would exchange agents at times on 
certain cases to work very closely together. 

Senator Burier. Mr. Page, would you like to proceed with your 
statement, sir ? 

Mr. Pace. The customs agents are the investigative branch of the 
customs service. 

At the present time we have 42 customs agents, better known as 
criminal investigators, stationed in the port of New York. 

We have 2 subports, 1 at Buffalo and 1 at Ogdensburg, N. Y. 

Senator Burter. And those men, Mr. Page, are trained investi- 
gators ¢ 

Mr. Pace. They are all trained investigators. 

Senator Butier. Are they trained in a Federal school or trained 
through the Service ? 

Mr. Pace. We have a school in Washington for 6 weeks, where they 
get their induction training, or training of that sort, on enforcement. 

At the port of New York, where nearly all the new agents are 
assigned in our Service today, we have what is known as a 2-year 
training course. 

During their 2 years’ training they are assigned to various squads 
which we have, specialized groups, we might say, such as narcotics 
smuggling, diamond smuggling, drawback, undervaluation, false 
invoicing, brokerage work, personnel, and such as that. 

They get their certificate, which we issue when they have completed 
satisfactorily the various types of work in each of these groups. 

Senator Burrier. So when they have completed their probationary 
training of 2 years and 2 months, they aye then experts in the 


field of 
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Mr. Pace. We feel they can go anywhere in the United States on 
their own and handle any type of an investigation that may come up. 

Senator Butter. You may proceed, sir. 

Mr. Pace. The agency in the New York office assigned here covers 
the same frontage and territory as mentioned by Mr. Flynn and works 
very closely with his port patrol officers and inspectors. 

Our agents stationed at the subports at Buffalo and Ogdensburg do 
work very closely with a collector’s man along the border. 

They cover the entire New York-Canadian border. 

At the present time we only have five men to cover that entire 
border. 

Now, customs agents are responsible for the investigation of all 
matters pertaining to violations of the customs laws and related 
statutes. Foremost is smuggling of all types of contraband and 
merchandise, specific mention being made of narcotics, diamonds, 
watches, watch movements, jewelry, and fraudulent exportation of 
gold. 

Other types of investigations made by customs agents include false 
and fraudulent invoicing, value and classification of imported mer- 
chandise, navigation and airplane violations, drawbacks, control of 
licensed customhouse brokers and bonded cartmen, pilferage and 
shortage of merchandise, personnel dereliction, importation and ex- 
portation of arms and munitions, imports from Iron Curtain coun- 
tries, export control, and foreign-assets control. 

That generally covers a type that we have the most to do with. 

Senator Butter. Do you find in your examinations that there are 
more violations from ships coming from these so-called Tron Curtain 
countries than there are coming from other countries? 

Mr. Pacer. No, I cannot say that we do, because at the present time 
and for the past few years we have not had too many ships from the 
[ron Curtain countries; that is, percentagewise we have a great many 
more ships from other countries. 

Mr. Gasqur. Do you search all of the ships that come from behind 
the Iron Curtain ? 

Mr. Pace. We do not search ships as one of our duties. We do 
assist at times, the searching onal which Mr. Flynn has told you 
about, when we have special information that it is a “hot” ship or we 
have suspects on that ship. 

But they actually, the port patrol officers and searching squad, 
do the actual searching. 

Mr. Gasqur. You did search each ship ? 

Mr. Frynn. I would say we search a hundred percent of these 
vessels coming especially classified. I might say we very seldom find 
any irregularities. 

Mr. Gasquet. You search them for reasons other than narcotics, 
primarily for security reasons? 

Mr. Fiynwn. Yes, sir; security reasons. 

Mr. Pace. In connection with our work, I might add that all the 
major seizures made by the collector’s and surveyor’s men are im- 
mediately reported to my office for investigation. All arrests are 
reported immediately, whether it is narcotics or whatever it may be. 

Going back to 1953, the customs agents service in New York only 
had two agents assigned exclusively to narcotic investigations. 
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In September of that year, the Secretary of the Treasury recog- 
nizing the growth of narcotics smuggling, ordered the formation of 
a special customs narcotics squad in the customs agent’s office at 
New York. ' 

It consists at the present time of 7 customs agents, 1 of whom acts 
as the squad-leader, and all the narcotic investigations at the port 
of New York are handled by this squad of 7 men. 

During the calendar year 1954, the squad handled 336 investigations 
of varying complexity. 

The chief function of the squad is to get information concerning 
narcotic smuggling, not only as to the identity of the smugglers but 
also as to methods of smuggling presently in use, and the determina- 
tion of localities from where narcotics may be shipped, as well as 
vessels and aircraft routes most likely to be used by narcotics 
smugglers. These agents attempt to keep contact with all sources 
of information and wherever possible to establish new sources of 
information. This includes the careful handling of informers, the 
surveillance of suspects, and close cooperation with other agents, both 
local and Federal, handling narcotic investigations. 

When information has been obtained by these customs agents, the 
Customs Port Patrol and Enforcement Division is advised and 
attempts are made to seize narcotics and arrest smugglers at the 
time the narcotics are brought into the United States. Even if such 
seizures are made, however, it is usually the case that only an unim- 
portant carrier has been apprehended, and investigation must go on 
for the purpose of obtaining evidence against the person or persons 
in the United States who expected to receive the smuggled narcotics 
and distribute them. 

Three cases in the recent. past clearly illustrate the value of this 
work, On February 12, 1954, a crew member of the steamship Presi- 
dent Arthur was apprehended leaving that vessel in possession of 7 
ounces 236 grains of heroin. This arrest by the port patrol was not 
based on any previous specific information, but the port patrol had 
been alerted to give special attention to vessels which had touched 

rts in the Far East and an officer had been stationed at the pier 

or this reason. 

Senator Butter. Are these men who are convicted of narcotic vio- 
lations rehired by the steamship companies ? 

Mr. Pace. Normally, no. If it is a serious case, never, because the 
Coast Guard takes up their seaman’s papers. We refer every -one 
of them to the Coast Guard, who pick up their papers. 
pee Butter. They have authority to do that under an act of 

ngress. 
auras Pace. They have, that is right, to do that under an act of 

ngress. 

Saat Butter. I know the year before last we passed a bill in 
connection with an addict on board ship. His papers could be picked 
up. But I did not know whether you could do that as to a crew 
member not an addict. 

Mr. Pace. They do as to the crew members who are arrested 
smuggling narcotics on a ship. 

The port patrol officers immediately call the customs agent’s office, 


and customs agents proceeded to the pier, questioned the crew member, 





ILLICIT NARCOTICS TRAFFIC 1595 


and he eventually admitted that he had had an additional 13 ounces 
37 grains of heroin aboard the vessel. 

n connection with the same case, a woman called at the pier and 
attempted to make contact with this crew member, she was questioned, 
and the agents learned that she had come from San Francisco for the 
purpose of picking up the smuggled heroin and taking it there to a 
San Francisco racketeer. Confronted with this evidence, the crew 
member confessed to a conspiracy involving the San Francisco man, 
and eventually all three were indicted. The crew member was sen- 
tenced to 2 years and the racketeer to 5 years. In the face of weak 
evidence that she was aware she would be carrying heroin, the jury 
acquitted the woman. 

In another case, two Chinese crew members of the steamship 
Bronxville were arrested by port patrol officers on November 18, 1954, 
as they were leaving that vessel in possession of 24 ounces 245 grains 
of heroin. The crew members were questioned by customs agents, 
who referred particularly to a name and address found in the note- 
book of one of. them. Eventually they confessed that this individual 
had agreed to accept delivery of the smuggled heroin. A simulated 
delivery in the presence of customs agents resulted in the arrest of 
this individual and the eventual indictment of all three for conspiracy. 
The crew members each received 2 years and the distributor 7 years. 

On May 17, 1955, a Norwegian seaman aboard the Steamship Fern- 
hill turned over 61 ounces of heroin to customs agents of this squad 
as that vessel entered the port of Boston. The seaman stated he had 
been induced by Chinese in Hong Kong to carry this heroin to the 
United States for delivery to a consignee in San Francisco but had 
changed his mind, and wanted to help the Government. 

The heroin was seized and again a simulated package was delivered 
to the consignee in San Francisco who identified himself by bringing 
a piece of paper whose edge matched the edge of a piece of paper in 
the seaman’s possession. He also paid the seaman for delivering what 
he thought was the heroin, was arrested by our agents, found guilty, 
and sentenced to 4 years in the penitentiary. 

This is one case where the $500 reward was paid. In fact, he was 
+ $1,000 for 2 kilos, kilograms of heroin, which was in that paper 
Mr. Flynn presented. 

It is the only case so far as New York goes. I think you will learn 
about some others when you get talking with, perhaps, agents in 
Texas, around that section. They are very active. 

To demonstrate the volume of narcotics seized in these cases, it 
must be noted that the 3 cases netted over 100 ounces of pure heroin. 
This heroin is actually cut at least 10 times before final disposition to 
addicts. Since the usual dose is 1 grain and there are 43714 grains to 
the ounce, the heroin in these cases represents approximately 437,500 
decks or capsules of heroin. 

Mr. GasQque. How much is that worth on the commercial market, 
would you estimate ? 

Mr. Pace. Anywhere from $3 to $6 a cap, so it isn’t too 
hard to figure out. 

Instances where the customs narcotic squad has operated in close 
cooperation with local and Federal authorities making narcotic in- 
vestigations is demonstrated in a case in which the squad cooperated 
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closely with agents of the New York district of the Bureau of Nar- 
cotics, and with the New York City Police Department narcotic 
squad, This investigation has resulted in the seizure of 46 ounces of 
cocaine and over 100 pounds of marihuana. Fourteen persons have 
been arrested and all have been charged with substantive narcotic vio- 
lations in the State courts, However, a Federal grand jury has been 
receiving testimony concerning this large conspiracy, and 27 persons 
have been indicted. More indictments are anticipated. 

The close cooperation with the other agencies, which entails daily 
contacts with agents or detectives, is of extreme importance for gath- 
ering information, since the arrest of a small peddler on the streets of 
New York may well bring about the identification of a major violator. 

During the past 3 years some 14 major cases have been handled by 
the special customs narcotic squad. A chart showing the nature and 
results of these cases has been prepared and is submitted for your 
information. 

Senator Butter. That is this chart? That will—— 

Mr. Pace. We also submitted a chart showing all narcotics seized 
by the enforcement division and the customs agent. 

Senator Butter. That chart has already been made a part of the 
record. 

Mr. Pace. It shows the number of arrests and convictions. This 
shows the number of arrests and convictions besides the amount of 
narcotics seized. 

Customs agents of New York have seized narcotics smuggled at 
other points and then delivered to New York. ; 

For example, during the past 2 years 1 seizure made here consisted 


of 63 pounds of marihuana, which we have admissions were smuggled 
over the Mexican border. 


Another case, 83 Pee of marihuana, with admissions of the smug- 
H 


glers it came over the Mexican border ; 35 pounds of marihuana smug- 
gled over the Mexican border ; 37 ounces of cocaine smuggled into the 
port of New Orleans; 534 ounces of cocaine smuggled over the Mexi- 
can border; 61 ounces of heroin, which is the one I mentioned in con- 
nection with a Norwegian seaman, which came into the port of Boston, 
although we met him there, so it never was smuggled. 

That is about all I have to offer, with the exception that I will be 
glad to answer any questions I am able to. 

Senator Burier. Mr. Page, have you any suggestions that you could 
make to this subcommittee in connection with legislation that would 
help you in the field of enforcement ? 

Mr. Pace. I believe more severe penalties would have a good effect ; 
because if they get off with a light sentence they do not worry too 
much about it. 

I think that is one of the things that might be done to help prevent 
the smuggling of narcotics. 

Senator Butter. What is the maximum sentence? 

Mr. Pace. Well, under customs laws the maximum penalty is 5 
years. 

' Senator Burter. For all smugglers? 

Mr. Pace. That is right; no matter what you smuggle. 

Senator Burier. No matter how many times the offense has been 
committed ? 
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Mr. Pace. It does not make a bit of difference, because you have the 
Boggs Act, and the narcotics, where it does progress, but that is not 
really on the smuggling of it, although we do invoke it. 

Senator Burier. Well, that is very startling news. I think we 
should do something about that. 

Mr. Gasque. Mr. Chairman, I wonder if Mr. Page could gears the 
subcommittee with some documentary information on the seizures 
which you have made of narcotics smuggled at other points, for exam- 
ple, those on the Mexican border and those in New Orleans. ' 

The subcommittee plans to have hearings in New Orleans and in 
Texas, and that information would be particularly helpful. 

Mr. Pace. We would be glad to do that. The ones that I mentioned 
we would be glad to give you the information on. 

Mr. Gasque. Mr. Chairman, if I could ask another question or two. 

Senator Butter. Yes, indeed; and then Mr. Flynn has a statement, 
I think, he wants to make. 

Mr. Gasque. Mr. Page, not merely from a protocol point of view, 
but from a very practical point of view, how do you integrate the 
work of your sqaed and the Federal narcotics officers / 

Mr. Page. I do not get just what you 

Mr. Gasque. How do you cooperate with them? 

Mr. Pacer. We work together every day in the year. 

Mr. Gasqur. Do they have an agent assigned to your squad ¢ 

Mr. Page. Not assigned; no. 

Mr. Gasque. Do they have an agent assigned anywhere on the 
waterfront ? 

Mr. Pace. We both have agents assigned in the United States at- 
torney’s office who work together every day, and our narcotics squad 
Is og with narcotic agents each and every day in the year prac- 
tica y- 

Senator Butter. Do they have any agents abroad ? 

Mr. Page. Yes. 

Senator Butter. Do you receive information from those agents 

Mr. Pace. Yes. 

Mr. Gasque. To what extent do you and the Federal narcotics peo- 
ple exchange information 4 

Mr. Pace. We exchange information on everything pertaining to 
narcotics that we think might be of any value whatsoever to the other 
service. 

We do not give them information that we cannot get anything out 
of ourselves, but good information we give to them. 

Mr. Gasque. Suppose you received information that a large quantity 
of heroin was due to arrive on a certain ship, a certain time; do you 
relay that information to the Federal narcotic officers, and do they 
Jointly with you work on that case from that point on ? : 

Mr. Pace. Not necessarily at the time we receive the information, no, 
because that is strictly a smuggling case. The customs are charged 
with the enforcement of smuggling regardless of whether it is nar- 
cotics or any other merchandise. 

But if there are any angles that come out, we always notify and give 
a - of our report to the Narcotics Bureau always. 


fr. Gasqur. That is what I am getting at, yousee. That is an action 
which you take afterward. 
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I am wondering if they come in the case early enough, before you 
apprehend a person, to go back, perhaps, to some of the sources of 
your information ? 

Mr. Pace. A great many of our cases we work them jointly, but 
not always. 

Mr. Gasqus. I was wondering if there would be any value to the 
Federal narcotics agents having and sharing with you the initial in- 
formation you get on a narcotics case in order that they can alert their 
people at various points, in order that the original supplier, the source 
of the drug, might be sought and apprehended 

Mr. Pace. We give them all that information. 

The only trouble is if 2 forces are working on a smuggling case at 
the same time, they have got to be in 1 squad or 1 force is going to do 
something that will etidck over the applecart, in other words. They 
have got to be all working together on it. 

Mr. Gasquer. Then, in other words, you believe that it might be a 
good idea if the Federal narcotics people assigned an agent to work 
right with your people day in and day out, out of the same office with 
the same information ? 

Mr. Pace. We have that setup over at the United States attorney’s 
office. We have tried it in the local office, and it has not worked out too 
good, I must confess, because they still are working under two bosses, 
which does not work out. , 

Mr. Gasquet. But at the point that he is working in the United States 
attorney’s office, he is woes then on a case that is already made. 

Mr. Pace. No. 

Mr. Gasqure. No? He is working at that point trying to make 
a case? 

Mr. Pace. That is right, working—— 

Senator Burter. And under the direction of the United States 
attorney ? 

Mr. Pace. That is right. 

Mr. GasquE. I see. 

Mr. Pace. Then it works out all right because then the United 
States attorney is the boss. 

Mr. Gasque. But you believe that when they are under two separate 
bosses it does not work too well ? 

Mr. Pace. It does not. A narcotic man, a narcotic agent, does not 
like to take orders from me, no more than a customs agent likes to 
take orders, say, from Mr. Ryan. 

Mr. Gasque. Do you believe—— 

Mr. Pace. That is just human nature. 

Mr. Gasque (continuing). That as a consequence of that human 
nature that narcotics sometimes are smuggled into the country, that 
they might drop between the rungs of the ladder on that authority? 

Mr. Pace. I do not think so. 

Mr. Gasqur. Has the Bi-State Waterfront Commission aided you 
in fighting waterfront traffic in narcotics? 

Mr. Pace. They have given us some slight assistance in the way 
of information. It has not been too helpful to date. But it might be. 

Senator Butter. Well, that would be largely by reason of the fact 
that their experience is not very long; is that right ? 

Mr. Pace. That is right. 
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Senator Butter. It is not of great duration. 

Mr. Pace. It has not been organized very long, and, of course, they 
have not had the experience. 

Senator Butter. But the day will come when they must be a very 
valuable adjunct, and may be a very valuable source of information ? 

Mr. Page. Yes. 

It takes a long while around this waterfront to get in where you 
can get information. 

Mr. Gasque. Mr. Page, could you suggest any recommendations 
for bringing even closer together the relations between the Federal 
Narcotics Bureau and the Federal Customs agency ¢ 

Mr. Pace. At the port of New York I do not think you could have 
two agencies work closer together; I do not think it is possible. I 
can only speak for the port of New York. 

Senator Butter. And so long as there is a free exchange of infor- 
mation it is not necessary that you integrate the personnel of one 
with the other? 

Mr. Pace. No, I do not believe it is. 

We work all together on a case where we feel it is necessary, where 
we need the manpower, and we all throw in what we have got and 
do the job. 

Senator Butter. Yes. 

Mr. Gasque. That is all. 

Senator Burier. Mr. Flynn, did you want to make one additional 
statement ? 

Mr. Fiynn. Getting back to our personnel and manpower, I believe 
we mentioned we had over 800 of our patrol officers in 1946. 

I just happened to think, I have a couple of charts prepared some 
years ago, and which I have just brought up to date penciled here, 
and it shows from 1928 to date our manpower. It shows the manpower 
on that. 

Senator Butter. That will be made a part of the record. 

The charts referred to face this page. ) 

Senator Butuer. Is there anything further that we could discuss 
er that you would like to tell the subcommittee ? 

Mr. Fiynn. No, Senator. 

Senator Butter. If not, thank you ever so much for coming. We 
enjoyed very much having you. 

The subcommittee will stand in recess in just a moment until 2: 15. 
But before recessing I would like to announce the witnesses that we 
have asked to appear before us this afternoon: Commissioner Ken- 
nedy, Inspector Terranova. In addition to that we will have Albert 
Newman, Salvator Santoro, Joseph Vento, and Joseph Bendinelli. 

The subcommittee will stand in recess until 2: 15. 

(Whereupon, at 1 p. m., the subcommittee took a recess to recon- 
vene at 2:15 p. m. of the same day.) 


AFTERNOON SESSION 


Senator Danie. The committee will come to order. 

The next three witnesses who appear before the committee, their 
names will not be used, and no pictures may be taken. It is under 
those circumstances that the committee is able to have these witnesses 

fore us, and I am sure everyone will respect that admonition. 
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Will all three of you stand, please? 

Do you, and each of you, solemnly swear the testimony you are 
about to give this subcommittee of the Senate Judiciary Committee 
will be the truth, the whole truth, and nothing but the truth, so help 
you God? 

Mr. A. I do. 

Mrs. B. I do. 

Mr. C. I do. 


TESTIMONY OF MR. A, MRS. B, AND MR. C, UNIDENTIFIED 
NARCOTIC ADDICTS 


Senator Danie. Mr. Counsel, you have the names which you will 
keep in executive session of the committee only. 

You may be seated. 

I have already announced before you came in that your names would 
not be used, and pictures would not be taken, in according with our 
understanding with you. 

I will say this as a summary: Our counsel has already talked with 
you, and Senator Butler and I have talked briefly with you. 

As I understand it, you have a story of how addiction came to the 
three of you, and the committee is interested in having a first-hand 
account of such instances. 

And I believe that you are the one—I will refer to you as Witness 
A; the young lady is Witness B, she is your wife, is that correct? 

Mr. A. Yes, sir. 

Senator Danrex, And Witness C is your brother-in-law; is that 
right / 

Mr. A. Yes. 

Senator Danret, Witness A, what is your age? 

Mr. A. 23 years. 

Senator Danret. When did you become addicted to narcotics? 

Mr. A. It is around September 1954. 

Senator Danret. September of 1954. 

What did you become addicted to, heroin ? 

Mr. A. Heroin; yes, sir. 

Senator Danie... Heroin? 

Mr. A. Yes, sir. 

Senator Danrev. Here in New York City? 

Mr. A. Yes, sir. 

Senator Danie. How did you become addicted? Just tell us in 
your own words how it happened. 

Mr. A. Well, I was standing around on the street with a bunch of 
my friends. One of them had the stuff on him and said to one of 
the other fellows, “Let’s go down and take off,” in other words, use 
the dope. 

So chee went down into the park. I went down with them, and by 
curiosity I asked the boy, “What’s it like?” 

So he told me to try it; so he told me, “What are you scared?” And 
I said, “So give it tome.” So I took it that way. 

Senator Danre.. How did they give it to you? 

Mr. A. In snorting form, just the powder itself. 

Senator Dante... Sniffing it? 
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Mr. A. Yes, sir. 

Senator Danrez. Is that the way you took it? 

Mr. A. Yes, sir. 

Senator Danie.. Had you ever had contact with drugs before ? 

Mr. A. No, sir. 

Senator Dantev. Did these friends sell it to you? 

Mr. A. No, sir; they just offered it to me. 

Senator Danre.. Offered it to you? 

Mr. A. Yes, sir. 

Senator Danie. How many of them were there ? 

Mr. A. Four of us. 

Senator Danre.. Four of you’ 

Mr. A. Yes, sir. 

Senator Dante... Later did any one of those other three sell you any 
type of drug? 

Mr. A. No, sir. 

Senator Dante. How long had you known these three boys? 

Mr. A. That I couldn’t say, sir; I don’t know how long. 

Senator Daniet. Were they good friends, lived in your neighbor- 
hood ¢ 

Mr. A. Yes, sir. 

Senator Dante. Were you working at the time? 

Mr. A. No, sir. 

Senator Dante. Were any of them working? 

Mr. A. Yes, sir; all of them. 

Senator Dante. All of them were working? 

Mr. A. Yes, sir. 

Senator Daniex. Did all of them sniff heroin also? 

Mr. A. No, sir. 

Senator Danret. How did they take theirs? 

Mr. A. They would take it with the needle. 

Senator Dante.. With the needle? 

Mr. A. Yes, sir; injections. 

Senator Dantet. Do you know where they were buying their 
heroin ¢ 

Mr. A. Yes, sir. 

Senator DantreL. Where? 

Mr. A. Up 53d Street. 

Senator Danten. On 53d Street ? 

Mr. A. Yes, sir. 

Senator Dantet. Do you know the name of the purchaser ? 

Mr. A. Yes, sir. 

Senator Dante... Do you wish to give that to the committee ? 

Mr. A. No, sir. 

Senator Dantet. Why ? 

Mr. A. I figure I would get the person in trouble. 

Senator Dante. What? 

Mr. A. Get the person in trouble. 

Senator Dante. Get the boys in trouble ? 

Mr. A. Yes, sir. 

Senator Dante. Did you later go to that source at 53d Street to 
get your heroin ? 

Mr. A. Yes, sir. 
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Senator Danie. From the same place they bought theirs / 

Mr. A. Yes, sir. ’ 

Senator Dantev. Then how long was it before you became addicted 
and felt you have to have some more heroin ? 

Mr. A. It is about a month. 

Senator Dantev. Did you sniff it off and on during that month’s 
period ? 

Mr. A. Yes, sir. 

Senator Danrev. Why did you take it a second time ¢ ; 

Mr. A. Well, the first time it gives you like a new sensation, different 
from drinking or anything like that. 

I figured it was all right the first time, I felt good, so I figured I 
would try it again. 

Senator Danie.. Had you ever been told that by trying it out you 
might become addicted and could not get off of it? 

Mr. A. Yes, sir. 

Senator Danret. Who had told you that ? 

Mr. A. Well,a couple of my friends told me. 

Senator Danie... They had warned you about it / 

Mr. A. Yes, sir. 

Senator Danrex. Had you ever heard anything about heroin or any 
narcotics in school or in your home ? 

Mr. A. No, sir. 

Senator Danie.. Had you received any warning either place? 

Mr. A. No, sir. 

Senator Dantet. How far did you go in school ? 

Mr. A. Sixth grade. 

Senator Danret. You never received any warning at home? 

Mr. A. No, sir. 

Senator Dantex. Or school ? 

Mr. A. No, sir. 

Senator Danrex. Did you attend church ? 

Mr. A. Once in a while. 

Senator Dante.. Once in a while. 

But you ignored the warning. Had you been in any kind of crim- 
inal activity before you tried drugs? 

Mr. A. Yes, sir. 

Senator Danret. What? 

Mr. A. Well, I was committed to the institution for burglary. 

Senator Danie. For burglary ? 

Mr. A. Yes, sir. 

Senator Danret. Did you plead guilty to that ? 

Mr. A. Yes, sir. 

Senator Danie. And did you attempt—did you commit burglary 
before you ever used any narcotic drugs? 

Mr. A. Yes, sir. 

Senator Danrex. About how long before ? 

Mr. A. 1951. 

Senator Dantex. Did you get into any other kind of criminal 
trouble before starting the use of narcotic drugs? 

Mr. A. Yes, sir. 

Senator Danret. What else? 

Mr. A. That was burglary. 
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Senator Danret. How many charges, how many times did you do 
it? 

Mr. A. I wouldn’t know, sir. 

Senator Danrev. You wouldn’t know? 

Did you engage in quite a few burglaries or attempted burglaries 
before you got on to drugs? 

Mr. A. Well, there was.a few, but not many, sir. 

Senator Danrex. A few ? 

Mr. A. Yes, sir. 

Senator Dantet. After you got on to drugs then did you continue 
to attempt burglaries or commit burglaries ? 

Mr. A. Yes, sir. 

Senator Dantex. You say it was about a month before you realized 
or thought that you had to have more of the drug ? 

Mr. A. Yes, sir. 

Senator Daniex. You took it at first just for the sensation ? 

Mr. A. Yes, sir. 

Senator Dantex. Well, just exactly how did it feel at the end of the 
month? Did you want to try to stop it? 

Mr. A. [thought I could stop it the first time. 

Senator Dantet. You did? You thought you could stop after the 
first time? 

Mr. A. I did. 

Senator Dantet. Well, could you? 

Mr. A. No, sir. 

Senator Dantret. You mean you had to have the second—— 

Mr. A. No; it is like I said, I stopped for a while, maybe a week 
or so, but then I would go right back to it. I got sort of like I needed 
it. 

Senator Danret. Why did you need it? 

Mr. A. Well, I got sick and cramps. 

Senator Danret. You got what? 

Mr. A. Got sick from it. 

Senator Danie... Cramps? 

Mr. A. Yes. ' 

Senator Dante. And what else? 

_ Mr. A. Got like a sick feeling, and the only way I could straighten 
it out was narcotics. 

Senator Danret. How much did it cost you to get drugs? 

Mr. A. $5 a day. 

Senator Dantet. About $5 a day? 

Mr. A. Yes, sir. 

Senator DanteL. Did you have any trouble finding your drugs? 

Mr. A. No, sir. 

Senator Danie. On Fifty-third Street? 

Mr. A. No, sir. ; 

Senator Dantex. Who told you where you could go to buy them ? 

Mr. A. Well, I knew the people. 

Senator Danret. You knew them? 

Mr. A. Yes, sir. 

Senator Danre.. How long had you known them? 


Mr. A. From when I first started using drugs, I was introduced to 
them. 
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Senator Danret. How many different people involved in the sell- 
ing of drugs to you? 

Mr. A. Four. 

Senator Danrex. Four people. 

Are they on the streets now ? 

Mr. A. Three of them are. 

Senator Danirt. Where is the other one? 

Mr. A. The other one is in jail. 

Senator Daniev. Three of them are on the streets now? 

Mr. A. Yes, sir. 

Senator Daniet. Are you now in jail? 

Mr. A. Yes, sir. 

Senator Danret. On what type of charge? 

Mr. A. Parole violation. 

Senator Danret. Parole violation ? 

Mr. A. Yes, sir. 

Senator Dantex. If you were free to do so, do you think you could 
go down and buy some heroin now? 

Mr. A. Yes, sir. 

Senator Dante. How long do you think it would take you to 
get it? 
Mr. A. Assoon as I made the connections. 
Senator Dante... Well, you think you could buy it from 1 of these 


) 


3 people who are on the streets ¢ 

Mr. A. Yes, sir. 

Senator Danie. Would you go back to it if you were free to do so? 
Mr. A. That I couldn’t answer; I don’t know. 

Senator Danrev. Have you been given any kind of treatment to 


get you off the drug ¢ 

Mr. A. No, sir. 

Senator DanieL. You mean they were just instantly taken away 
from you when you were sent to jail ? 

Mr. A. Yes, sir. 

Senator DanreL. When did you go back to jail this last time? 

Mr. A. June 13, 1955. 

Senator Danrev. And they just took you off the drug? 

Mr. A. Yes, sir. 

Senator Danie. Did it cause you any pain to leave it? 

Mr. A. Yes, sir. 

Senator Danie. How many days? 

Mr. A. Four. 

Senator Dante.. What type of pain did it cause ? 

Mr. A. It causes like a cramp; it is a pain in the stomach. You feel 
sick, you throw up, nauseous. 

Senator Dantet. A severe sick feeling? 

Mr. A. Yes, sir; it is a nauseous feeling. 

Senator Daniev. Nauseating? 

Mr. A. Yes, sir. 

Senator Danie... That lasted about 4 days? 

Mr. A. Yes, sir. 

Senator Danre.. Have you gotten any drugs since you have been in 
jail? 

Mr. A. No, sir. 
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Senator Dantet. Well, do you feel like you would like to get back 
to heroin or that you would like to stay off it? 

Mr. A. I would like to stay off it. 

Senator Dantev. You think you could stay off it after you get out 
of jail # 

Mr. A. After I seen what it did to me, sir, I believe I could stay 
off. 

Senator Dante... You believe you could? 

Mr. A. Yes, sir. 

Senator Dante... You are married to this witness B? 

Mr. A. Yes, sir. 

Senator Danre.. Well, after you started using heroin, did you sug- 
gest that she use it ? 

Mr. A. Yes, sir. 

Senator Dante. I will ask you, Witness B, if you will tell us just 
exactly how your husband got you interested in heroin or was it—was 
it your husband who first suggested you use heroin ? 

Mrs. B. Yes, sir. 

Senator Danrev. Had you ever used it before ? 

Mrs. B. No. 

Senator Dante. Was anybody selling heroin who talked to you 
about using it ? 

Mrs. B. No. 

Senator Dantex. Did your husband sell any heroin, that you know / 

Mrs. B. No. 

Senator Danrev. Well, just tell us exactly how it happened that you 
got interested in heroin. 

Mrs. B. Well, when he used to come home at night I used to think 
he was drunk. When he used to come home at night I used to think 
he was drunk, and I used to yell at him and argue with him and 
everything like that, and then his friends started to come to the 
house, and they would be taking off, and I would be in the vhaadinn. 
and they would be in the living room, and everybody would hide it——— 

Senator Danre.. You say they would be taking off. What do you 
mean by “taking off?” 

Mrs. B. Taking the drugs. 

Senator Dante. That is the slang expression for taking the drug? 

Mrs. B. Yes. 

Senator Danret. All right. 

Mrs. B. Well, I guess they got tired of hiding things from me, you 
know. Joey, I was always yelling at him for drinking, so he tried to 
tell me he was on drugs, and I was arguing for him to get off it, and 
things like that. 

Senator Danre.. You argued to try to get him to quit them? 

Mrs. B. Yes. 

Senator Danie. A little bit slower and louder. 

Mrs. B. So this was going on for about a month, I think it was, 
and I kept on arguing with him, and he kept on using it, and he kept 
on asking me, “Won't you try it once just to see what it was like,” 
don’t you know, so I told him, “No, I don’ t want to.” 

So I said, “I want you to get off of it.” 

He said, “You don’t know what it is like, what sensation,” and 
[ said, “I don’t want it.” 
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So this was ‘going on, and I was fed up and disgusted, and I said, 
“The hell with it,” and I just decided to take it. 

Senator Danret. You decided to take it? What was it, heroin? 

Mrs. B. Yes. 

Senator Danre.. How did you take it? 

Mrs. B. I skin-popped. 

Senator Danie. What? 

Mrs. B. Skin-popped. 

Senator Daniet. Ren aoe 

Mrs. B. Yes. 

Senator Dantev. That means through a needle in the skin, but not 
in the vein; is that right? 

Mrs. B. Yes. 

Senator Danrev. What was the sensation that you got? 

Mrs. B. Well, it doesn’t bother me; I mean, I hadn’t any troubles, 
and I never was worrying about troubles; I didn’t care. 

Senator Danret. You quit worrying about him being on drugs 
then ? 

Mrs. B. And everything else, yes. 

Senator Danret. Did you become addicted to heroin? 

Mrs. B. Yes. 

Senator Daniev. How old are you? 

Mrs. B. 21. 

Senator Dante... And this happened when? 

Mrs. B. When? Two months after my baby was born, I started. 

Senator Danret. Two months after your baby was born? 

Mrs. B. Yes. 

Senator Danre,. How long ago was that ? 

Mrs. B. October of 1954. 

Senator Dantex. October of 1954? 

Mrs. B. Yes. 

Senator Danie.. Have you been on heroin since then ¢ 

Mrs. B. Well, a month ago I was picked up, and that is when 
I stopped. 

Senator Dantet. A month ago you were picked up? 

Mrs. B. Yes. 

Senator Danret. In that intervening period, did you continue to 
use heroin every day ? 

Mrs. B. Yes. 

Senator DanreL. How long did it-take you before you felt like you 
had to continue using it, you could not stay off of it? 

Mrs. B. Well, see, I was taking off every day, and then—— 

Senator Dante. Once a day or more than once? 

Mrs. B. Well, once a day, twice a day, it all depends who came up 
with the drugs and if they had enough to turn me on. 

Then one day, I think—like we used to get it at a certain time, you 
know, of the day, like maybe everybody would come up at 8 o’clock 
at nighttime, this day nobody came up, and that is when I found out 
I was hooked. 

Senator Danrev. No one came? 

Mrs. B. Yes. 

Senator Danret. Who had been coming to that house and bringing 
the drug? 
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Mrs. B. Friends would come up and by then I was buying. 

Senator Dantev. Your husband was buying it, and his friends. 
Would they gather together too— 

Mrs. B. Yes. 

Senator Dante. To do what you say, to take off? 

Mrs. B. Yes. 

Senator DanreL. And then they would gather with you? 

Mrs. B. They would gather at my house. 

Senator Danrev. At your house, and all of you would do it together ? 

Mrs. B. Yes. 

Senator Danret. What else would you do there after you took off 

Mrs. B. Just sit inside and listen to music. 

Senator Danret. What? 

Mrs. B. Sit inside and listen to music. 

Senator Danrex. Did you dance? 

Mrs. B. No. Once in a while, but very seldom. 

Senator Danren. Very seldom. 

Well now, they arrested you, you say, a month ago? 

Mrs. B. Yes. 

Senator Danret. Have you been convicted or are you under any 
kind of charge? 

Mrs. B. I am in custody of my mother until November 4, and then 
I have to go back to court. 

Senator Daniet. You have to go back to court November 4? 

Mrs. B. Yes. 

Senator Danret. And your baby, you have one child? 

Mrs. B. Yes. 

Senator Daniret. Well now, do you feel like that you can stay off 
of the drug? 

Mrs. B. 5 am trying hard. 

Senator Danret. Did you go to Riverside or to any place for 
treatment ? 

Mrs. B. No. 

Senator Dante.. Did they just take it away completely ? 

Mrs. B. Yes. 

Senator Dante. At jail—at the jail? 

Mrs. B. Yes. 

Senator Dantex. Well, did it cause you a lot of pain? 

Mrs. B. Well, see, being I—while I was on the drug I kicked my 
habit a few times. 

Senator DanreL. How many times? 

Mrs. B. I kicked it about three times before I was finally picked up. 

Senator Danrev. You kicked the habit; you mean you quit for a 
while? 

Mrs. B. Yes. 

Senator Danre.. And then you went back on? 

Mrs. B. Yes. 

Senator Danrex. Did it cause you much pain when you were in 
jail and were taken off of the habit ? 

Mrs. B. Well, in jail, no, because I had kicked about a month previ 
ous before I was picked up. 

Senator Dantex. I see. You had kicked the habit about a month 
previously ? 
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Mrs. B. Yes. 

Senator Danret. You did that of your own accord. Did it cause 
you much physical pain ? 

Mrs. B. Not—I did not have cramps like he had, but I had twitches, 
sweating, no ambition to do anything at all. 

Senator Danret. How much heroin were you using at the time? 

Mrs. B. Well, before I was picked up I was using a quarter. 

Senator Danten. A what? 

Mrs. B. A quarter. 

Senator Dante. A quarter of a grain? 

Mrs. B. I don’t know. No; a quarter 

Mr. A. A quarter of an ounce. 

Mrs. B. A quarter of an ounce. 

Senator Danret. What did it cost you per day to keep up your 
habit ? 

Mrs. B. $25, $30, $40, $50; it all depends. 

Senator Dantex. $25, $30, as high as $50 some days / 

Mrs. B. Yes. 

Senator DanreL. Where did you get the money to pay for it/ 

Mrs. B. First my husband was supporting me; then my brother 
was supporting me. 

Senator Danie. Then your brother. Is this witness C your 
younger brother ? 

Mrs. B. Yes. 

Senator Dantev. How old are you, witness C ? 

Mr. C. Eighteen. 

Senator Danrex. Eighteen years old. 

How did you happen to become addicted to drugs? 

Mr. C. Well, me and my friend went up to my sister’s house one 
day, and he went on the drug first, and then that night, the next 
night we were sitting in the bar, and he was telling me why didn’t 
I try it and everything like that, and we went up to the house again, 
and one of my brother-in-law’s friends was up there, and he started 
me on it first. 

Senator Dantex. Did you know that your sister was using the drug? 

Mr.C. Yes. 

Senator Danrev. Did you see her do it ? 

Mr.C. Yes. 

Senator Danrer. And you knew your brother-in-law was on the 
drug? 

Mr. C. Yes. 

Senator Daniev. Was this friend of your brother-in-law’s the first 
person to suggest that you use heroin ? 

Mr.C. Yes. 

Senator Daniez. Did he sell you any heroin ¢ 

Mr. C. No. 

Senator Danret. Did he give you any heroin? 

Mr.C. Yes; he gave it to me. 

Senator Dantex. Did he give you your first heroin that you ever 
used ? 

Mr.C. Yes. 

Senator Danie. This friend of your brother-in-law’s? 

Mr. C. Yes. 

Senator Daniru. At your brother-in-law’s house? 
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Mr. C. Yes. 

Senator Daniet. Did you take the heroin through your nose, by 
sniffmg-or in your vems or skin / 

Mr. C. Skin pop. 

Senator Daniex. Skin pop. Is that the way your sister and brother- 
in-law were doing it then? 

Mr. C. Yes. 

Senator Dante... Did you take your first skin pop of heroin with 
your brother-in-law and sister ? 

' Mr. C. Yes. It was Christmas, and everybody was up the house. 

Senator DanteL. How many were at the house ¢ 

Mr. C. Around 15 people. 

Senator Dante. Mostly young people? 

Mr. C. All young people. 

Senator Dantret. On what street was it ? 

Mr. C. Forty-sixth Street. 

Senator Danrev. Forty-sixth Street. Did all of them use heroin 
that night ? 

Mr. C Mostly all of them; practically all of them. 

Senator Dante. Witness B, what did you say ? 

Mrs. B. All of them using heroin. 

Senator Daniex. All of those that Christmas? 

Mr. C. Well, all of them were using the heroin that night. 

Senator Daniev. Did anyone in that group, that first introduced 
heroin to you, ever sell you any heroin ¢ 

Mr. C. No. 

Senator Daniret. How much did your habit start costing? 

Mr. C. $5 at the beginning. 

Senator Danie. What? 

Mr. C. $5 in the beginning. 

Senator Dante.. A day ? 

Mr.C. Yes. 

Senator Danrev. Then what did it get up to? 

Mr. C. $30. 

Senator Danrev. A day? 

Mr. C. Yes, sir. 

Senator Dantev. How did you pay for it? 

Mr. C. Well, in the beginning was working, it was easy to get the 
money, and then through using drugs I couldn’t work no more, so I 
stopped working and I started stealing. 

Senator Daniev. You started stealing? 

Mr. C. Yes. 

Senator DanieL. How long ago was that that you first started on 
the drug? 

Mr. C. Last Christmas. 

Senator Danret, Last Christmas. You were 17 then or 18? 

Mr. C. Seventeen. 

Senator Danret. You were 17 then. So you started stealing then 
to pay for the drug? 

Mr. C. Yes. 

Senator Danret. Where did you buy your drug? 

Mr. C. Fifty-third Street. 

‘ Senator Daniet. The same people your brother-in-law bought his 
rom ? 
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Mr. C. Yes. 

Senator Danie. Are those people that you bought from, do you 
know that they are outside on the street or were they when you last 
heard? 

Mr. C. Yes, they were on the streets, except for one. 

Senator Daniev. Except for one. 

Now, are you in Riverside Hospital for treatment of your addiction ? 

Mr. C. Yes. 

Senator Danre.. How long have you been there? 

Mr. C. 20 days. 

Senator DanrEL. 20 days. 

Do you think that when you are released from Riverside that you 
will want to go back to the heroin drug? 

Mr. C. No. 

Senator DanreL. What? 

Mr. C. No. 

Senator Daniex. If you go back among these same friends and 
associates, do you believe that you will be tempted to get back on the 


drug? 

Mr. C. I would be tempted a little if I seen it, but I don’t think I 
would take off with them. 

Senator Dantet. At least you know now you should not do it? 

Mr. C. Yes. 

Senator Dantet. When you were able to get your drug, you say that 
you were not able to continue with the job you had ? 

Mr. C. Yes. 

Senator Danrex. What type of job did you have? 

Mr. C. I was working in a fruit stand. 

Senator Danrex. Fruit stand? 

Mr. C. Fruit stand, fruit and vegetables. 

Senator Danret. Why wouldn’t you be able to continue with your 
work while you had a sufficient amount of heroin to make you com- 
fortable? 

Mr. C. When I got up in the morning I had to go to work first, 
and then during the day I would get the money for the heroin, and 
in the beginning it was all right; and then through taking it'so many 
times in the morning I used to start to get sick, and then when I was 
sick I couldn’t pick up nothing, and it is all heavy boxes like that, 
and I started to get weak, and stuff like that, so after I got—at the 
end of the week, when I got the money, I quit my job. 

Senator Dante... Do you believe any person who is on heroin suf- 
a {0 keep him comfortable would be able to hold down much 
OT a JOD? 

Mr. C. No, I don’t think so. 

Senator Danrex. You do not think so. 

What about Witness A, what do you think about that? 

Mr. A. No, sir; I don’t think about that. 

Senator Danret. Did you ever get employment while you were on 
heroin ? 

Mr. A. Yes, sir; I was working for the Local 814, Allied Trailers. 
Furniture. 

Senator Danrez. Allied Trailers? 

Mr. A. Furniture handling. 
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Senator Daniex. Did you lose your job? 

Mr. A. No, sir; that was a shapeup job. I was working for my 
brother-in-law at a fruit stand for a while. 

Senator Dantex. Did you ever lose employment on account of heroin 
addiction ? 

Mr. A. No, sir; I only had one job on a fruit stand. 

Senator Danreu. You say you never lost a job? 

Mr. A. No, sir; not through heroin. 

Senator Danrex. Well, did you ever have a permanent job while 
you were on heroin ? 

Mr. A. Yes, sir; the fruit stand. 

Senator Danrex. The fruit stand job? 

Mr. A. Yes, sir. 

Senator Dantet. The same one your brother in law later had / 

Mr. A. I was driving a truck with him. 

Senator Danrex. Driving a truck with him? 

Mr. A. Yes, sir. 

Senator Danret. Were you able to keep on working while you 
were under the influence of the drug? 
ae A. While I was under it, yes sir; because nothing bothered me 
then. 

Senator Danret. Nothing bothered you. You were driving a truck 
while you were under the influence of the heroin ? 

Mr. A. Yes, sir. 

Senator Dantet. When was it that you were not able to drive? 

Mr. A. When I didn’t have the stuff, when I was sick. 

Senator Danret. That made you sick? 

Mr. A. Yes, sir. 

Senator Dantet. Senator Butler, do you have any questions? 

Senator Butter. One possible question of the witness C. 

You had no reason whatever to go on heroin other than the urgings 
of your friends, is that right? 

Mr. C. That is right. 

Senator Butter. You had a job, and the world, as far as you were 
concerned, was a nice place to live in, and the only thing you did 
was to go on it because people urged you to go on it? 

Mr. C. Yes. 

Senator Daniet. And none of those people ever sold you any heroin ; 
is that right? 

Mr. C. No. 

Senator Danrex. Speak out. 

Mr. C. No. 

Senator Dantet. All right. 

Senator Butter. Were you conscious of trying to seek an escape 
from any situation at the time? 

Mr. C. Well, in the beginning, no, I wasn’t trying to escape from 
any 

Senator Butter. In other words, you were perfectly satisfied with 
life, making a good living, and you got on uacin simply because 
your friends around you were on heroin, and induced you to take off 
with them ? 

Mr. C. That is right. 

Senator Butter. You had never been in any trouble? 
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Mr. C. No. 

Senator Daniev. Had you ever been arrested before you took her- 
oin ? 

Mr. C. No. 

Senator Daniev. Anything further? 

Senator Burier. No. 

Senator Danre.. Mr. Counsel ? 

Mr. Gasqur. Yes, sir. I would like to talk with Witness B a 
little bit, Mr. Chairman. 

That was your baby who was in the court room a moment ago? 

Mrs. B. Yes, sir. 

Mr. Gasqure. How old is the baby ¢ 

Mrs. B. He was a year September 5. 

Mr. Gasque. A year. 

Now, you were picked up and charged with possessing 

Mrs. B. Hypodermic needle. 

Mr. GasquE (continuing). Possessing a hypodermic needle; and 
you are now in the custody of your mother ? 

Mrs. B. Yes. 

Mr. Gasqus. Did you work before you were picked up? 

Mrs. B. I was working before I was married. 

Mr. GaAsque. Before you were married ? 

Mrs. B. Yes. 

Mr. Gasqur. Did you work before you went on drugs ? 

Mrs. B. I was married at the time I went on drugs. 

Mr. Gasqure. Now, while you were on drugs, your habit got rather 
expensive for you, did it not? 

Mrs. B. Yes. 

Mr. Gasqur. What did it get toa day? 

Mrs. B. Well, $30, sometimes more a day. 

Mr. Gasque. $30, and sometimes more a day. 

Wasn’t it rather difficult to pay for those drugs? 

Mrs. B. My brother was stealing. 

Mr. Gasque. Your brother was stealing? 

Mr. C. I was stealing; I was giving her the money. 

Mr. Gasqur. You never, before you went on drugs, had occasion 
to hustle, did you? 

Mrs. B. No. 

Mr. Gasqur. But did you have occasion to hustle after you went 
on drugs? 

Mrs. B. Yes. 

Mr. Gasque. It takes a great deal of courage for you to come up 
here and testify, and we certainly do appreciate it very much. Maybe 
it will help some other young people. 

Now, I would like to talk with Witness A a little bit. 

Why did you first try to get your wife on drugs? 

Mr. A. Because she was always yelling at me, and I figured if 
I got her on it she would leave me alone, because I knew I couldn’t 
get off it. 

Mr. Gasque. Now, how long were you on drugs? 

Mr. A. I would say a little over a year. 

Mr. Gasqur. And, Witness B, how long were you on drugs? 

Mrs. B. This is what, September? Eleven months. 

Mr. Gasqur. Eleven months ? 
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Mrs. B. No; 10 months. 

Mr. Gasque. How do you feel; tell us in your own words, about the 
possibility of staying off of drugs. 

Mrs. B. Well, if I wasn’t kept in the detention house for 16 days, 
[ would still be on it. 

Mr. Gasqur. You would still be on drugs now ? 

Mrs. B. Yes. 

Mr. Gasque. What are your chances for staying off drugs now ¢ 

Mrs. B. All I can do is keep on trying, unless I get away from the 
neighborhood, and then I don’t have to worry any more. 

Mr. Gasque. Do you believe the neighborhood causes you to—— 

Mrs. B. Well, you know, you know it is there. Every time you 
step out of your house, if you have $5 

Mr. Gasqur. You say as long as you have $5 in your pocket, what / 

Mrs. B. You know you can take off. 

Mr. GAsqur. You can buy the drugs. It is in your neighborhood ¢ 

Mrs. B. Yes. 

Mr. Gasque. You run across these peddlers constantly on the street ? 

Mrs. B. When I am out with the baby, yes. 

Mr. Gasquet. When you are rolling the baby along in the carriage? 

Mrs. B. Yes. 

Mr. Gasque. Do they approach you? 

Mrs. B. I know them. They say hello to me, ask me how I am, how 
is my brother, how is my husband, how is my son. 

Mr. Gasqur. They take quite an interest in your family, do they 
not? Do they make any moves to try to sell you drugs? 

Mrs. B. No. 

Mr. Gasque. Generally you seek them out ? 

Mrs. B. Yes. 

Mr. Gasqur. How long were you on drugs? 

Mr. C. A year. 

Senator Dante... This is Witness C. 

Mr. C. Not a year yet, but since last Christmas. 

Senator Danten. You did work before you got on drugs? 

Mr. C. Yes. 

Senator DanteL. Have you tried to get a job or had any difficulty 
in getting a job while you have been on drugs? 

Mr.C. Yes. I had a job, but I was fired. 

Senator Dantev. Why ? 

Mr. C. On account of I had cases pending in court. 

Senator Danret. What was the case? 

Mr. C. Burglary and unlawful entry. 

Senator DanteL. Was that before you got on drugs? 

Mr. C. No; after. 

Senator Danter. After. After you got on drugs. 

Then, would you say, that your addiction led to your crime? 

Mr. C. Yes; it did. 

Senator Dante. In an effort to support the habit? 

Mr. C. That is right. 
Senator DanteL. Have you, Witness B, have you tried to get a job 
since your husband was sent to the Tombs? t 

Mrs. B. Yes. 

Mr. Gasqur. What problems have you had ? 
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Mrs. B. Well, for one thing, I have been away from the machine 
for 16 months. 

Mr. Gasque. You are what kind of an operator / 

Mrs. B. Comptometer. 

Mr. Gasqur. Comptometer ? 

Mrs. B. Yes, and then because of the drug addicts, record of being 
a drug addict, most of the time I work at cash, and work at the counter, 
and I have to be bonded, and they look up your record and things like 
that. 

Mr. Gasqur. They look up your record ? 

Mrs. B. Yes. 

Mr. Gasque. Do you know other people who are in a similar position 
in trying to get jobs, who are addicts? 

Mrs. B. Well, they are addicts, but they have no record, or anything 
like that stating it; they are all right. 

Mr. Gasqure. How many addicts would you say you know who do 
not. have records? 

Mr. A. There is a good many of them. 

Senator Burier. Could I ask the general question of all three of 
you, if you were at large and had narcotics readily available without 
costing you anything, do you think you would be more subject to pur- 
sue your habit? 

Mr. ©. Well, I had a chance—a boy took off in front of me; he 
offered me some, and I told him no. 

Mr. Gasqure. How long ago was-that? 

Mr. C. A couple of days ago. 

Mr. Gasque. At Riverside? 

Mr.. C. Yes. 

Senator Burier. Witness B, you said it is a great temptation when 
you go on the street with $5 in your pocket, and you know you could 
take off. Do you think it would be a greater temptation if you did 
not have the $5 ? 

Mrs. B. I was offered to be turned on already. 

Senator Danie.. Since you were arrested ? 

Mrs. B. Yes. 

Senator Dantet. And you turned it down ? 

Mrs. B. Yes. 

Senator Dantet. Suppose it was legal, absolutely legal, for you to 
walk into a clinic here in the city and get your drug, and nobody 
could arrest you for doing it. Do you think you would go to— 

Mrs. B. It is not good for you anyway. 

Senator Dante. What? 

Mrs. B. Drugs are not good for you. 

Senator Dantet. Do you think you would go to the clinic to get 
some if it were legal ? 

Mrs. B. If I was on it I would, because I would need it. 

Senator Burier. Won't it be harder to say off it-——— 

Mrs. B. Yes. 

Senator Butter. For you it would be harder to stay off it if it were 
readily available, without cost, or a nominal cost ? 

Mrs. B. Unless you went and they tried to take it off gradually, 
then it would be of some help; but to know I could go there every 
time I was sick would be no good; I would never get off of it. 
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Senator Butter. You would stay on it then? 

Mrs. B. Yes. 

Senator Butter. Witness A, do you think if it was free at a clinic 
and not against the law and didn’t cost you anything, that it would 
be more difficult for you to stay off the drug than the way it is now‘ 

Mr. A. Yes, sir; it would. 

Senator DanteL. What do you think, Witness C / 

Mr. C. If I wasn’t sick, I wouldn’t go; I would pay for my own. 

Senator Dantet. Why wouldn’t you go to a free clinic ¢ 

Mr. C. If I wasn’t sick I wouldn’t need it, and I would just, you 
know, just for the sensation, do it, like, say, I would be weak. 

Senator Danie... You think it would be harder for you to stay off 
drugs if they were free and legal ? 

Mr. C. Well, if it would be free and legal, I guess I would be on it. 

Senator DanieL. You guess you would be on it? 

Well, now, I do not believe you answered Mr. Gasque’s question as 
to how many drug addicts do you know in your community, just ap- 
proximately? Witness A, what would you say / 

Mr. A. I didn’t hear the question, sir. 

Senator DanieL. About how many drug addicts do you know among 
your friends or in your community, do you personally know ? 

Mr. A. Quite a few. 

Senator Dante.. Well, would you have some estimate / 

Mrs. B. There must be at least over 50. 

Senator Danrev. Over 50 that you personally know / 

Mrs. B. Yes, sir. 

Senator Daniet. Would you think that is right, Witness A ¢ 

Mr. A. I would even know more than that. 

Senator Danret. You would know even more than that ? 

Mr. C. I would say around a hundred. 

Senator Danrev. Other than the ones you met at Riverside ? 

; Mr. C. You know, because my sister don’t know all the people | 
snow. 

Senator Burter. Have they ever been in detention, in jail ? 

Mr. C. Quite a few of them. 

Senator Danie.. Well, are they engaging in crime and robbery and 
stealing like you are ? 

Mr. C. Oh, yes. 

Senator Dantex. Like you did ? 

Mr. C. All of them practically that I know are stealing, and they 
have some source of money. 

Mr. A, That is, if they are not dealing. 

Mr. C. That is, if they ain’t selling it themselves. Sometimes they 
sell it to keep in this habit, to keep this habit up. 

Senator Dante. Are these three that you bought from and you 
know about being outside now, are they addicts as well as pushers / 

Mr. C. Yes, sir. 

Mr. A. Yes, sir. 

Senator DanreL. What age group are these addicts in, that you 
know, Witness C. Yousay you know a hundred. 

Mr. C. Well, most of them are young. 

Senator Daniet. Young? Under 21 or over, some of them ? 

Mr. C, Under 21, a few over. 
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Senator Daniet. Is that true of the age group, Witness A and Wit- 
ness B have been talking about ? 

Mr. A. Yes, sir. 

Senator Daniex. Young people ? 

Mr. A. Yes, sir. 

Senator Dantet. In your own age group, or younger / 

Mr. A. I would say they go as far as 26 years old. 

Senator Dante. As far as 26 years old ? 

Mr. A. Yes, sir. 

Senator Dante.. And down toas young as what / 

Mr. A. 17, 16. 

Senator Danret. Well now, you say vou saw someone take a shot of 
drugs at Riverside 2 days ago ¢ 

Mr.C. A couple of days ago. 

Senator Dantex. A couple of days ago. 

Did he administer it to himself, or did some nurse administer it to 
him ? 

Mr. C. No; L administered it to him. 

Senator Dante. You had to help him? 

Mr. C. I had to help him. 

Senator Danrev. You had to help him? 

Mr. C. Yes. 

Senator Dantex. Did he take it in the vein or skin ? 

Mr. C. In the vein. 

Senator DanteL. You helped shoot it in the vein? 

Mr. C. Yes, because he couldn’t do it. 

Senator Dantet. By what type of instrument, what type of syringe 
did you use? 

Mr. C. What he used, a hypodermic needle, and an eye dropper. 

Senator Dante. A hypodermic needle on the end of an eye dropper? 

Mr. C. That is right. 

Senator Danre.. And where did he get—what was it, heroin? 

Mr. C. Yes. 

Senator Dantet. Where did he get the heroin at Riverside? 

Mr. C. I wouldn’t know. 

Senator Dantev. He did not tell you where he got it ? 

Mr. C. No. 

Senator Dantev. Did he offer you some of it ? 

Mr. C. Yes. 

Senator Dantet. And you refused to take it? 

Mr. C. Yes. 

Senator Dantex. Well, do you know of any other heroin being avail- 
able at Riverside for patients? 
Mr. C. No. You see, one of the very rare cases, somebody sneaks 
it 1n. 

Senator DanreL. Somebody sneaks it in. 

Any further questions, Senator Butler? 

Mr. Counsel ? 

Well, the committee thanks each of you for appearing before us. 

It is our hope, of course, that you will stay off of the drug, and I do 
not know, from what has been before our committee, what in the 
world is going to help you more than what they are already doing for 
you, except your own will power to stay off of the drug and get away 
from these associates. 
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Do you think you can stay off of heroin when you are free and back 
in the community in which you live? 

Witness B, you said that you thought maybe you could if you got 
away from that community neighborhood; is that right? 

Mrs. B. Yes. 

Senator Danteu. Do you think you are going to be able to stay off 
it permanently in that neighborhood and among those friends and 
associates ? 

Mrs. B. I hope so. 

Senator Dantet. You hope so. But you think the chances would 
be better if you were away from those friends and associates? 

Mrs. B. Yes. ; 

Senator Dante... Did you answer “Yes” ? 

Mrs. B. Yes. ' 

Senator Danrex. That is all. Thank you very much for appearing 
before us. 

Mr. Albert Newman. 

Mr. Newman, do you solemnly swear that the testimony you are 
about to give this subcommittee of the Senate Judiciary Committee 
will be the truth, the whole truth, and nothing but the truth, so help 
you God ? 

Mr. Newman. I do. 


TESTIMONY OF ABRAHAM NEWMAN, BROOKLYN, N. Y. 


Senator Danret. You may be seated. 

State your full name, please, sir. 

Mr. Newman. Abraham Newman. I live at 3626 Kings Highway, 
Brooklyn, N. Y. 

Senator Danret. Are you also called Al Newman ? 

Mr. Newman. Yes, sir. 

Senator Danret. What is your business, Mr. Newman ? 

Mr. Newman. Licensed bondsman. 

Senator Danret. Do you work for one bonding company or for 
more than one? 

Mr. NewMan. Just one bonding company. 

Senator DanreL. What is the name of the bonding company ? 

Mr. Newman. Manufacturers Casualty Insurance Co, 

Senator Danret. Is that a New York company ? 

Mr. NewMan. Well, they operate in New York, but their home office 
is in Philadelphia, Pa. 

Senator Danrex. Do you write criminal bail bonds ? 

Mr. Newman. I do. 

Senator Dante. Any other type of bonds? 

Mr. Newman. Very rarely. I may write one every now and then, a 
small surety bond, or something, perhaps. 

Senator Dante. But you specialize mainly in criminal bail bonds? 

Mr. Newman. I do. 

Senator Dantet. Where is your office? 

Mr. Newman. 134 Center Street. 

Senator Daniet. Did you write a $20,000 bail bond for one Sebas- 
tiano Bellanca ? 

Mr. Newman. I did. 
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Senator Danrex. That is S-e-b-a-s-t-i-a-n-o B-e-]-]-a-n-c-a. 

What year was that? 

Mr. Newman. 1954.. 

Senator Danreu. 1954? 

Mr. Newman. Yes, sir. 

Senator Danret. I believe the date was August 17, 1954, according 
to my notes here. 

Mr. Newman. I can refresh my memory. It was about that time, 
anyway ; yes. 

enator Danret. August 17, 1954. 

Mr. Newman. Right. 

Senator Dantet. How long had you known Sebastiano Bellanca? 

Mr. Newman. Never knew the man, never saw him before in my 
life. 

Senator Dantet. Who arranged with you to write the bond? 

Mr. Newman. Well, I have to tell you the story attached to that. 

Senator Dante. Go right ahead. 

Mr. Newman. I had bailed out his codefendant, who was arrested 
with him at the time they were arrested, Pietro Beddia. 

Senator Dantet. Just a moment; in order that we may put this in 
the proper light, Sebastiano Bellanca and his codefendant were 
charged with trafficking in narcotics? 

Mr. Newman. Yes, sir. 

Senator DanrTeL. Charged with smuggling them into the country; 
is that right, or the sale? 

Mr. Newman. I wouldn’t know the exact details. It had something 
to do with violating the narcotics laws. 

Senator Dantet. Narcotics laws. 

Mr. Newman. That is right. 

Senator Dantet. Now, proceed. And he later skipped bond? 

Mr. Newman. He did. 

Senator Dante. Bellanca? 

Mr. Newman. Yes, sir. 

Senator Danre.. All right. Now proceed with your story. 

Mr. Newman. I had furnished bail for Pietro Beddia, I believe it is 
P-i-e-t-r-o B-e-d-d-i-a. 

I know this as a fact, I found it out later; at the time that Beddia 
was arrested, some attorney from his neighboring home where he 
lived up in White Plains appeared in southern district court, to- 
gether with some bondsman from up in White Plains to arrange 
bail for Beddia. 

They fooled around with the thing a couple of days, and I don’t 
believe that this bondsman had the credit extended to him by the com- 
pany as some others do, and so the thing fell by, and he couldn’t 
arrange it. 

Then some friends and family of this man got in touch with me on 
Beddia, they gave me some property and certain collateral, and I 
furnished bail for him. I think it was $15,000. 

I will make sure of that; yes. 

When he came out he said to me, “I have a codefendant that was 
arrested with me. He is held in $25,000 bail. He doesn’t want to 
come out with that amount of bail, but his lawyer is working on it, 
and if it gets reduced, he would like you to write the bond. He has 
sufficient collateral.” 
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We in our business very often check a bond and analyze a bond 
more—we go through it, through the moral angle of it, and the back- 
ground. L 

When we see a man who is not too anxious to come out that instills 
4 certain confidence in us, and we feel that this man is not apt to run 
away as one who is scared to death of staying in jail. 

He stayed in there for a few days awaiting the reduction of the bail. 

I don’t exactly remember the amount of time, but a couple of days 
later the bail was reduced to $20,000. 

Senator DanreL. Had anybody told you or had you known up to 
that time—— 

Mr. Newman. Yes, sir. 

Senator Danre.. That Sebastiano Bellanca was part of an interna- 
tional narcotics ring? 

Mr. Newman. No; they didn’t. 

Senator Dantev. All you knew was the charge the Federal Govern- 
ment had filed against him. 

Mr. Newman. That is right. 

Senator Dante. All right. 

Mr. Newman. In fact, I don’t remember dates, I mean there were 
so many things that happened—there was a codefendant that was 
arrested with him who, I believe, was employed in the same place with 
Bellanca in some trucking outfit in Jersey, who was also arrested in 
this case. I don’t believe at the same time that these two defendants 
were—well, this young boy and his other brother came to my office 
after they had been around the neighborhood—you see, the bail 
bonds 

Senator Danret. This is the New Jersey defendant, codefendant ? 
What was his name? 

Mr. Newman. Bellanca—I don’t know. I didn’t write the bond for 
the other boy. 

There was a young boy, I think he was held either in $1,000 or 
$2,000, who worked together with Bellanca in some trucking outfit. 
He was also arrested as part, something to do with narcotics. 

When he was released on bail, by whom I didn’t know; I didn’t 
write that bond, he got in touch—his brother and he came to my 
office ; I was one of the many offices that they came to. 

You see, the bail-bond business is like any other business, you have 
a jewelers’ exchange, and you have a clothing exchange; there is a 
certain amount of bondsmen in this one neighborhood, and these people 
were going around shopping, and I was one of the few offices that they 
came to. 

Of course, at the time I told them what I required and I needed 
certain collateral, and so on, and they said they would let me know. 

Senator Daniex. I want to be sure I know who “they” is. 

Mr. Newman. I don’t know this young boy, but the Narcotics 
sureau knows about it, because they aie een in touch with me in 
connection with that. 

Senator Daniet. Anyway, it is a young codefendant and his brother. 

Mr. Newman. Yes. His brother is not a codefendant. 

This young boy, I know, was arrested, and he is out on bail. Some- 
one in that neighborhood bailed him out. 

He worked together with Bellanca somewheres in Jersey. 
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I don’t know much about their background. As I say, I never 
knew these people, and I wish I never had known him. 

So I went ahead and, as I say, we couldn’t get together with these 
people. They became incensed because I wanted certain collateral, 
and they thought I wanted too much. We never got together. 

A few days later the attorney representing Bellanca came to my 
office and said to me that the bail had been reduced, and that Bellanca 
would want me to take him out, and that he would give me the proper 
collateral, as soon as he came out. 

The newspapers were full of the story of a big mansion he owned 
in Jersey; I think they estimated the house to be worth $40,000 or 
$50,000 or even more than that. 

Knowing that the man was a married man—I didn’t know at the 
time that he had an illicit love affair, we didn’t go into that, certainly 
nobody was going to tell me that—frankly, | wouldn’t hold that 
against him anyway because that does not really change a man’s 
character. 

However, I was told about this, and he had six children. 

Now, a man having 6 children, a man about 55 years old, a man 
about 55 years old, living in this place, this big mansion there—I have 
done it before, I have done it time again, in fact, I have been pretty 
successful in my business because it is a most peculiar thing, everybody 
that knows me knows me. 

I couldn’t bet $2 on a horse, but if you asked me to bet $2 on a horse, 
I would—my hand would start shaking, but I could sit down and write 
a $25,000 bond if I sized it up, just as easy as it is for you to smoke 
your cigar. 

And I felt this was a good risk. I have never had any trouble with 
narcotics bonds before. In fact, the truth of the matter is, I have 
written very little narcotic bonds. I have been in this business for 
about 15 years, but I am only located in New York about 214 years. 

I was formerly in Brooklyn. Well, I mean, of course, I am under 
oath, and I mean just don’t hold me to the letter of it. I don’t think I 
wrote 2 narcotic bonds in 13 years that I was in the bail bond business, 
and yet I was a pretty big operator at that time. 

I have a reputation of being one of the biggest in the city, if not in 
the country, and I just didn’t get that kind of business. 

Then I move into New York and, of course, fortunately I happened 
to get myself an excellent location. Iam right on Centre Street there, 
right near the courthouse, and I have these big signs. I spend a lot 
of money for advertising. I probably pay more than anybody does 
with the New York Telephone Co. advertising in every county. 

So the last 2 years I have been getting some of this narcotic business. 

And I wrote the bond, and when he came out, it was 5 o’clock—I 
myself didn’t write the bond, I had a man who works for me write 
the bond. 

Senator Dantrext. About how many narcotics bonds would you say 
you have written in the last 2 years ? 

Mr. Newman. Well now, I wrote that—when Mr. Cole told you 
what you were seeking, I checked that. You are interested merely in 
people who are charged allegedly with having been sellers, isn’t that 
what you want ? 

Senator Dantret. Any kind of narcotics. 
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Mr. Newman. Well, users, I may have written maybe 10 or 12 bonds, 
and I have written in 1954, I wrote in State and Federal the bigger 
bonds that he told me, I have 10 bonds from $7,500 over, and over $7,500 
in 1954. 

Senator Daniex. That is for narcotic smuggling, or trafficking ? 

Mr. Newman. Yes. Well, violation of narcoti¢s; that is, including 
State and Federal, because that is what he told me you were interested 
in, bonds of $10,000 and over. 

Senator Dante. That was not exactly 

Mr. Newman. Then you can safely say it may be another 10 bonds, 
if it is $5,000 and over? I mean, you may write—of course, a user, 
they run from $500 to $1,000 at the most at any time. 

Senator Danret. How much would you estimate, how many nar- 
cotic bonds, in all types of narcotic cases would you estimate that you 
wrote in 1954? 

Mr. Newman. 1954? I would say about 25. 

Senator Dantev. Twenty-five? 

Mr. Newman. That would be maximum, tops. 

Senator Danrev. How many this year? 

Mr. Newman. 1955% About the same thing, about 20 to 25. 

Senator Danrteu. As far as large bonds are concerned, over $7,500: 
you wrote 10 in 1954? 

Mr. Newman. No; 15 in 1954. 

Senator Danret. Over $7,500? 

Mr. Newman. Yes. 

Senator DanteL. How many this year? 

Mr. Newman. Ten. 

Senator Dantex. Ten this year? 

Mr. Newman. Right; about 10; yes, sir. 

Senator Dante.. Now, after reexamining those papers—— 

Mr. Newman. Yes, sir. 

Senator Dantex. Do you wish to restate or calculate your estimates 
of your total narcotic bonds during 1954 and 1955? 

Mr. Newman. I couldn’t tell that. I thought you were only con- 
rH with people that are charged with selling narcotics. 1 don’t 
thin 

Senator Danrex. That is our main concern. 

Mr. Newman. I didn’t think—I could get—— 

Senator Dantet. Sometimes these people, you know, are found only 
with possession. 

Mr. Newman. Well, they don’t hold them in $500 or $1,000. The 
authorities are pretty much up on the ball. I mean, when they are 
under suspicion of being sellers, they usually fix a much bigger bail. 

I could give you an exact figure and have it mailed in to you and go 
into it very thoroughly. Of course, you see—— 

Senator Daniet. Your books were subpenaed and you do have them 
available for the committee? 

Mr. Newman. Yes. But, you see, it is difficult for me to give you 
something unless you tell me specifically what you want; because, you 
see, I don’t have a record of narcotics or alcohol or anything like that. 

I would have to go through different names and find what the 
charge is, and then, of course, narcotics; it is broken up into different 
charges. 
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There is 3305, there is 1751, there is a 422; and, of course, I am not 
a lawyer, I am just an ordinary bondsman; but, of course, as time 
went on we learned all that. 

Senator Danret. You do have your books available to us, though? 

Mr. Newman. Oh, yes; absolutely. 

Senator Danrev. If we wish to check into them further? 

Mr. Newman. Yes, sir. 

Senator Dantex. All right; go ahead. 

Mr. Newman. And he brought this man out. It was about 10 
minutes to 5. 

Senator Danret. He brought who? 

Mr. Newman. This fellow that works for me furnished the bail of 
$20,000 before the United States commissioner for Bellanca, and he 
came out with him. He came out; I met this man for the first time. 
I never knew him, and I have never seen him. 

Senator Dantet. Where did you meet him? 

Mr. Newman. When he came to my office, that was the first time I 
knew him. 

I said, “Well, we will have to get collateral.” 

He says, “O. K.” He says, “Let’s go to Jersey.” 

He makes a phone call, and he is told—I don’t know whether he 
called his home or called one of his children, and they told him that 
his wife had just had a heart attack, and she was confined to a hospital. 

This thing, it seemed, had upset her. 

Well, I was left with a pretty bad problem. It was—I could no 
longer surrender him, you see. 

Unfortunately, in a State court where we furnish bail for someone, 
we can get a certified copy of the original bond and with that take him 
to the jail any hour of the night and surrender him. 

In the Federal court I could not do that. It was just too late. At 
5 o’clock the clerk’s office was closed, and there was nothing I could do. 

So I was left with the alternative, either going to sleep with this 
man or trusting him. I have done it before, and I trusted him. 

The following day this man showed up, came down, and he paid me 
the premium. 

Senator Danret. That is Bellanca ? 

Mr. Newman. That is right. 

Senator Dantev. You just use the name. 

Mr. Newman. Bellanca, he showed up and paid me the premium. 

Senator DAnrev. How much was the premium? 

Mr. Newman. $630. 

Now, of course, he shows up and he pays the premium, and that 
lulls you into an acceptance of security. 

I said, “What happened to your wife? How is she?” 

He says, “She is still in the hospital.” 

I waited a couple of days, and then toward the latter part of the week 
I started getting a little leery. Besides, my company is down upon 
me. I mean, they don’t give us just a free name, and we have to 
“fiduce” certain things. If we tell them that is what we are going to 
get, if we do not get them, they will force us to surrender them. 

I called up his wife the latter part of the week. 

In the meantime, I was in touch with a lawyer, and the lawyer told 
me he heard from him and heard from some of his friends, and he was 
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getting it together, and it would be all right. This was all within a 
period of a week or 10 days. 

Senator Danie. You were talking about a deed on the house to get 
that to you? 

Mr. Newman. That is right; and she was still at the hospital. 

Finally, toward the latter part of the week, or maybe about 10 days, 
I got a little uneasy about this thing, and I called Bellanca’s home in 
Fort Lee, and sure enough, a woman answers the telephone. 

I said, “Is Sebastiano Bellanca there?” 

She says, “Who is this?” 

I said, “My name is Al Newman, and I am the bondsman that bailed 
your husband out.” 

She said, “What is it you want?” 

I said, “I would like to get that collateral that I am supposed to get 
for taking your husband out on bail.” 

And she let loose a lot of—she said, “Tell that dirty bum to go to his 
prostitute that he was with, and let her put uP the collateral.” 

She says, “I am not putting up anything for anybody.” 

Now I became pretty nervous; now I realized I was in trouble. 

So I got in touch with the lawyer and, naturally, he tells me that 
he had heard from somebody, and somebody about that time had come 
up to see the lawyer, to tell him to get in touch with me and tell me 
not to worry, that everything was going to be all right, that he is 
having a little difficulty with his “missus,” and he was going to 
straighten this thing out. 

Senator Dantet. Who was the lawyer? 

Mr. Newman. Bob Mitchell. He is a former United States at- 
torney. 


And finally I waited about another few days, and now I was ons 


real nervous. So I started conducting an investigation myse 
I got in touch with every member of his family. 

I located a son-in-law out in Maspeth, ant another daughter out 
somewhere in Long Island, and I was getting in touch with every- 
body; and then, finally, I got in touch; f located this young boy who 
had come to me originally with the brother that he had worked 
with with him, and I told them, I said, “You fellows put me on a spot. 
Now, I bailed out somebody for $20,000”; I said, “I can blow my 
license here. I am supposed to have gotten this, and all of that,” 
and they went with me and started helping me. 

They were looking with me. In fact, they went ahead and gave 
me a location up in Harlem of the so-called sweetheart of his, and 
I got in touch with the son of the so-called sweetheart and, of course, 
he gave me no information. 

I then got in touch with the Narcotics Bureau, and I went up and 
saw them, and I told them of my dilemma, and I told them that I 
bailed this man out in good faith, and that I would like to get some 
cooperation; that I was willing to go anywhere or do anything, be- 
cause I am stuck for this money and, of course, I have been looking 
for him ever since. 

But I have gotten nowheres. I have been in touch with the wife, 
I have met his wife, I have met her; I have tried to do everything 
humanly possible, but this man just disappeared in thin air, and that 
is all there is to it. 


f, an 
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Senator Dante. He was to appear in court on October 21, 1954? 

Mr. Newman. Well, sometime around there; yes, sir. 

Senator Danre.. That is when your bond was returnable? 

Mr. Newman. Yes, sir; that is right. 

Senator Danrez. And he did not appear? 

Mr. Newman. That is right. 

Senator Dantev. Have you ever heard from him since? 

Mr. Newman. No, sir. 

Senator DantreL. And you do not know where Bellanca is now? 

Mr. Newman. No, sir; I wish I did. 

Senator Dantet. Did your company pay the bond to the Govern- 
ment ? 

Mr. Newman. They paid $20,000; yes, sir. 

Senator Danret. Did you lose anything personally on it? 

Mr. Newman. I lost the $20,000. 

Senator Danret. How does that happen? You are agents work- 
ing on some kind of an arrangement by which you take a personal 
loss ? 

Mr. Newman. Every agent is personally responsible for every bond 
that he writes. When we first go into the bail-bond business we have 
to deposit with the company a certain sum of money that indemnifies 
these bonds that we are writing. 

When we write a bond, we are limited according to the amount of 
capital that we have on reserve with the company as to the size of the 
bond that we can write. 

Of course, where a big bond is involved, we have to try to get as 
much collateral as we possibly can, and, of course, the company has to 
approve that bond, and if it becomes very big, even the local office in 
New York does not have full authority. 

It then gets back to Philadelphia, and they have to approve it. But 
we Sennen are personally responsible, and here is the way this thing 
works. 

For every $500 bond that we write for the company at the time that 
we write it we pay the company $10 for the 500 bond, and $2.50 a re- 
serve premium, which goes on indefinitely, even though that bond is 
finished, and they retain that $2.50; and, of course, you do a lot of busi- 
ness and your reserve gets bigger and bigger, and the only time you 
can get this money is when you, the day comes that you get out of 
business, and everything is liquidated. 

But you just keep on building your reserve fund, and your reserve 
fund, when this loss took place, the New York agent wrote a letter to 
the Philadelphia office to give me $20,000—$20,000 out of my reserve 
fund which, of course, they have to do, whether they like it-or not, be- 
cause it is their obligation ; it is not my obligation to the Government, 
because they are the ones that are responsible to the Government. 

But by taking $20,000 out of the reserve fund, that depleted my re- 
serve fund so badly that at the time I may have been stopped from 
writing bonds, certainly not being able to write any bigger bonds. 

So I committed myself to my company that I would return to them 
$500 a month until I mn back the $20,000, which is my own money. 
Well, I have paid them about $9,500 and only about 6 or 7 wee 
ago I asked them to give me a break and let me go until December ‘be- 
cause I have got to accumulate some money now so that I will have 

to pay taxes and various other things. 
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So I said—I have given them back about $4,500 or $5,000 toward my 
own money that they took out and, of course, next year I have to start 
paying it again. 

Senator Danre.. Well, did you say that you took a chance on having 
your license revoked for writing a bail bond without taking, without 
getting collateral ? 

Mr. Newman. Well, I couldn’t exactly—I don’t mean license re- 
voked. No; my company could stop me from writing, saying that I 
was getting too reckless. 

Senator Dante.. Because they have a rule that requires that you get 
collateral put up before you deliver, sign and deliver a bond? 

Mr. Newman. No, not necessarily. I mean, it all depends who the 
agent is. I have been with them for 15 years, and may be a little more 
than that, and I enjoy a pretty good reputation. I mean, I have been 
with another company and, thank God, it is one thing that nobody can 
say, I have ever welched. 

I had a loss a few years ago, and the company knows that, and it is 
a matter of record. At the time I had the loss I hocked my very soul 
to pay that. I have hocked my life-insurance policies, my car, jewelry 
that was laying in the house, everything that [ owned. I took a per- 
sonal loan on my car, and everything, and I paid it off ; because of that 
reputation they give me a better break than the average. 

Senator Danie. Was that in Brooklyn? 

Mr. Newman. Sir? 

Senator Dante. Was that in Brooklyn? 

Mr. Newman. Yes, sir. 

Senator Dantet. How much was that loss? 

Mr. Newman. I had the Gross bond, if you will recall, Harry Gross, 
$25,000 bond. 

There is a man went away, he went to Atlantic City for 9 hours; he 
was not even a defendant. He was only a material witness. He was 
not due in court, but because he got away from the cops overnight, 
they punished me. 

I had no responsibility. The cops were the ones that were respon- 
sible for letting him get away, and I had to pay $25,000, and it cost 
me about $7,000 litigation in trying to fight this thing. 

I went all the way up to the Appellate Division. The Appellate 
Division ruled against me. 

Senator DanteL. Didn’t Gross put up collateral ? 

Mr. Newman. Yes, but I didn’t get enough out of it. All I got out 
of Gross’ collateral was $11,000. The principal of the bond was 
$25,000. I was assessed $4,000 in interest because I did not pay the 
money immediately at the time of the forfeiture. 

I was always hopeful that I would win it in the court, you see, and 
[ was paying 6 percent interest, so actually I lost $19,000 on that, and 
then I had some other very big loss at one time in the Federal court 
right here in New York. 

Senator DanteL. What type of case was that? 

Mr. Newman. Express money orders. 

Senator Dantex. And how much bond was involved ? 

Mr. Newman. $50,000, and a $60,000 bond. 

aa Dantet. Did you fail to get up enough collateral in those 
cases 
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Mr. Newman. No. I had, in the $50,000 bond I had full collateral, 
100 percent collateral; and, in fact—but unfortunately there is a law- 
yer involved in this case who hasn’t let me rest. I won this case all 
the way up to the court of appeals unanimously, they ruled. He tried 
to upset the judgment by claiming that this woman didn’t know what 
she was signing, and all that. 

Senator Dante... Let us go to the other case. In the other instance 
did you have insufficient collateral? You said there was one involved 
$50,000 and one involving $60,000. 

Mr. Newman. $60,000; that is right. 

Senator Dantez. In the $60,000, did you fail to have enough col- 
lateral? 

Mr. Newman. No, I didn’t have full collateral. I had quite a bit 
of collateral, and we are still liquidating that. So far I got about 
$17,000 or $18,000 out of it. I had about 8 or 9 deeds from various 
members of the family; but we still haven’t liquidated that. 

Senator Dante. Was this Bellanca bond the first bond that you 
signed and delivered without getting collateral put up first? 

Mr. Newman. I wouldn’t say that. 

Senator Danrex. It was not the first time? 

Mr. Newman. No. 

Senator Dantet. Well, hadn’t you been in other instances assured 
by certain underworld characters that they would see to it that the 
collateral was put up or that you would be taken care of if you went on 
and signed the bond before collateral was put up? 

Mr. Newman. There is no such thing. In every bond we have to 
have the collateral, and we have to justify that, and we are the only 
ones that has to make that good. 

SenatorDanrex. Well now, Mr. Newman, when you went to talk 
to the Bureau of Narcotics agents—— 

Mr. Newman. Yes, sir. 

Senator Dantezt. You talked to Mr. Amato, Mr. O’Connor and Mr. 
O’Carroul ? 

Mr. Newman. I don’t remember their names. 

Senator Danrev. Would you remember them? Are Mr. O’Carroul 
and Mr. O’Connor here ? 

(Two gentlement arose in the audience.) 

Senator Danrev. Are those the two gentlemen you talked with? 

Mr. Newman. Yes, sir. 

Senator Danrev. Didn’t you tell them that you had often written 
bonds without the required collateral upon receiving assurances from 
one underworld figure or another that you had nothing to worry about 
if you went on and posted the bond ? 

Mr. Newman. That is not true. 

Senator Danie... You did not tell them—did you tell them that? 

Mr. Newman. No, sir. I may have—they asked me that, and I 
think I may have said to them that very often that I will write a bond 
in certain—say for argument’s sake, I may know somebody myself. 

After all, I have been around this business for some time, and you 
run into people. You meet different people through other people. 
It doesn’t necessarily—there is no such thing—you can’t write any 
bond like that. I never had anything like that. 

Senator Dantet. My only question is this, and I just want to re- 
mind you that I would not ask it, if these—— 
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Mr. NewMan. Well, they may have misunderstood me. 

Senator Dante... I want to put the question to you again. 

Mr. Newman. Yes, sir. 

Senator Dante. With this word of caution, that that is the question 
we are interested in 

Mr. NewMaAn. Yes, sir. 

Senator Daniev, Because we are interested in knowing if you had 
any assurances from anyone in the underworld on Bellanca’s bond. 

Mr. Newman. Definitely not. 

Senator Danie. All right. I want to ask you this question. 

Mr. NewMan. Yes, sir. 

Senator Daniev. Did you state to Mr. O’Connor and Mr. O’Carroul 
that you had often written bonds without the required collateral, upon 
receiving assurances from one underworld figure or another that you 
had nothing to worry about if you posted the bond ¢ 

Mr. Newman. I never said that and I never used that term of ex- 
pression. 

Senator Danieu. Well, did you use anything, any words, to convey 
such an idea to these two men ? 

Mr. Newman. No,sir. I may have said to them that I have written 
some bonds for some people some time—I may know somebody where 
a bond, say, $5,000, $7,500, and someone that I may have bailed out 
ut some prior date, and I had faith in him on their assurance, I would 
bail someone else out. But even if I wanted to do anything like that, 
my company would restrict me. I couldn’t write it. I am just a 
small cog there. 

Senator Danre.. Did you go on and add but that in this case you 
did not get an assurance, or O. K.? 

Mr. Newman. Oh, yes; I told them that. I said that I never met 
this man, I knew nobody; this thing came to me cold. 

Senator Dantev. You told them you were in the hole? 

Mr. Newman. Absolutely. 

Senator Dante. And needed their help? 

Mr. Newman. Absolutely. 

Senator Danie. That you had failed to get collateral ? 

Mr. Newman. I said to them 

Senator Danret. And you failed to get any assurance from any of 
their friends—— 

Mr. Newman. That is right. 

Senator Danre.. That they would see to it that he was here. 

_ Mr. Newman. I had been getting visitors. They wanted to know— 
in fact, only recently I had an I man come to me, and he also 
insinuated the same thing, that I had had an O.K., and I said there 
is no such thing as an O.K. I don’t know what he is talking about. 

I write a bond, and I tell you again, Senator, if I know someone, 
and my experience with them had been a hundred percent, that fellow 
can come in and say, “AJ, the fellow is all right, go ahead; don’t worry 
about it,” I will write that bond. It does not necessarily mean he is 
an underworld character. 

The man may have been arrested or had some experience—we do 
that very often for lawyers, too. 

A lawyer will walk in and say, “You have my assurance, too.” That 
does not mean he is going to pay the obligation. I mean, we do it 
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every single day because otherwise we could not do any business here ; 
1 mean, competition is very, very keen. 

Senator Dantex. Has it been your experience that on a lot of these 
bigtime narcotics violators that they are pretty bad risks, and that 
they will jump the bond like Bellanca did? 

Mr. Newman. Senator, whether it is a user or a seller, this is the 
only forfeiture I have ever had in any narcotic bond that I have ever 
written. 

Senator Daniet. This is the only one? 

Mr.’ Newman. Yes, sir. 

Senator Danrex. You are positive of that? 

Mr. Newman. Absolutely. 

Senator Dante... Haven’t you heard about some forfeitures in other 
narcotic bonds? 

Mr. Newman. I really—I don’t think so. Listen, we get a lot of 
technical forfeitures. 

Senator Dantev. No I am not talking about that. I am talking in 
this very gang of racketeers that Bellanca is in—— 

Mr. NewMan. Yes, sir. 

Senator Dantet. According to the records this committee has, there 
are at least four different men who have skipped high bonds. I think 
most of them were over $20,000. 

Mr. Newman. No. 

Senator Danret. They just make a big high bond and off they go. 

Mr. Newman. No. 

Senator Danret. We caught one of them at San Antonio, Tex., when 
he got off the plane, and he was arrested. He had skipped a big bond 
in Canada, and he is also wanted here in New York. 

Mr. Newman. A New York case? 

Senator Danre.. Yes. 

Mr. Newman. In fact, when this happened 

Senator Danirt. It is D’Agostino, is his last name. Michel Cisco; 
did you ever hear of him? 

Mr. Newman. It may be possible this, Senator, he may. have been 
bailed out by property or by cash. 

We only interest ourselves when a company has a person out on 
bond, otherwise we don’t even pay any attention to that, because what 
happens is this: If I am in a courtroom and someone don’t show up, 
they will announce, “Manufacturers Casualty produce forth so-and- 
so.” 

Well, immediately, within 2 minutes, like bees swarming around, 
the story is out that Manufacturers has a forfeiture, and naturally 
you get to know that. 

But if they hollered and called out an individual who had a loss 
there, we wouldn’t know anything about it. 

In fact, when this forfeiture took place, Senator, I am pretty sure 
the company knows about this—my company stopped writing nar- 
cotics bonds entirely. 

Senator Dantev. Have you quit now? 

Mr. Newman. Now, wait just a moment. They stopped writing 
bonds for at least a month. Then they said they won’t write any 
of these bonds unless there was 50 percent cash put up. But then there 
were other companies, and the other companies started writing bonds, 
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and you cannot stay on Centre Street and say, “I am going to bail 
you out for bookmaking and not bail you out for narcotics,” when 
National Surety is writing them. They wrote one here the other 
day, a big one. 

I mean, you just have to meet competition, and what happened? 
We stated—it was a matter of record. We didn’t even write $5,000 
bonds for about.3. weeks after this happened, and the company said 
that unless this fellow was produced, they were not going to write 
any more narcotic bonds, and they wanted cash and all that. But 
then what happened, other companies are writing them. 

There are four surety companies operating in bail bonds right here 
in New York: and then, of course, you have got hundreds of surety 
companies throughout the country. 

Senator DanteL. Are you now writing them in narcotics cases? 

Mr. Newman. Yes, sir. 

Senator Dantet. Do you consider narcotics violators who have had 
bonds set up as high as $10,000 or more a greater risk than other types 
of criminal cases ¢ 

Mr. Newman. Well, as I say, I haven’t had any losses; I get col- 
lateral now. I don’t write any bonds unless the collateral is there in 
advance. 

My company has cut me down on the writing of the size of bonds. 
In fact, I may have written a couple of bigger bonds here lately, I 
have had to cut it up with other bondsmen. 

Senator Daniret. That is the main thing. The committee is after— 
as a matter of fact, it has been suggested to this committee that in 
certain types of cases, in smuggling, there should not be any bonds 
made possible at all because so many bigtime smugglers just think 
nothing of leaving a $25,000 or $50,000 bond. Now, you have been 
in the business for years. 

Mr. Newman. Yes, sir. 

Senator Dantev. We would just like to have your opinion. 

Mr. Newman. Yes, sir. 

Senator Dantrev. Do you think they are a greater risk than other 
criminal cases ¢ 

Mr. Newman. Well, I will tell you, I am looking at it from a 
bondsman’s point of view, a bondsman’s standpoint. There is no 
bondsman today can write a bond for anything over $10,000 for nar- 
cotics unless he is well, well secured, and by well secured, it would have 
to be, as a rule, in most instances—these people have brothers and 
their sisters and all that, they come down and put up their homes 
and, therefore, it is very rarely that these fellows will jump bail; I 
mean, I would sooner write a bond where a man’s mother puts up her 
house worth $2,000 than a stranger giving me a $5,000 bankroll. 

Do you follow what I mean? It has worked that way. 

Now, when you tell me that you have had a forfeiture of that size 
by that name, you probably know that on authority. I will be truthful 
with you; I haven’t heard of anything like that. 

Senator Danre,. You do not feel, then, that they are any greater 
risk, these narcotics bonds, than these other criminal bonds? 

Mr. Newman. From past experience they have all shown up; that 
is the only thing I can say. I can’t say anything different. 

Senator Danret. You mean except Bellanca? 
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Mr. Newman. That is right. 
Senator Dantet. All right. In spite of your experience with him, 
that is your opinion ? 

Mr. Newman. Yes, sir. 

Senator Danrex. Have you received any part of this $20,000 from 
any source! 

Mr. Newman. I have not. 

Senator DanieL. Has anyone assured you they will take care of 
you on it? 

Mr. Newman. No, sir. 

Senator Danret. Any questions, Senator Butler? Mr. Counsel? 

All right, thank you very much, Mr. Newman. 

Mr. Newman. Thank you, sir. 

Senator Dantet. Mr. Joe Vento. 

Do you solemnly swear that the testimony you are about to give 
to this subcommittee of the Senate Judiciary Committee will be the 
truth, the whole truth, and nothing but the truth, so help you God? 
Mr. Vento. I do. 


TESTIMONY OF JOSEPH VENTO, ENGLEWOOD, N. J. 


Senator Danieu. Please be seated, sir. 

Will you state your full name? 

Mr. Vento. Joseph Vento. 

Senator Danie. That is V-e-n-t-o? 

Mr, VenTo. Yes, sir. 

Senator Danrev. Where do you live? 

Z - VeENTO. 122 Belmont, New Jersey; Belmont Street, Englewood, 
Senator Dantet. Englewood, N. J. 

What is your age, Mr. Vento? 

Mr. Venro. 41. ; 

Senator Dante. What business are you engaged in at this time? 

Mr. Vento. Senator, I refuse to answer any questions; I plead the 
fifth amendment. 

Senator Danien. How is that? 

Mr. Vento. I said I refuse to—I plead the fifth amendment. I 
refuse to answer any questions that might incriminate me. 

Senator Daniex. You understand the question was for you to state 
to the committee what business you are engaged in at this time? You 
understood the question ? 

(There was no response from the witness.) 

Senator Dantet. I just wanted to be sure you understood the ques- 
tion. 

We will come to your answer and be sure that we understand that 
your answer is properly made in the record. 

Mr. Vento. Yes. 

Senator Dantet. What is that? 

Mr. Vento. Yes, sir. 

Senator Dantex. You understand the question ? 

Mr. Vento. Yes. 

Senator Danret. And your answer is that you decline to answer 
because of the fifth amendment ? 

Mr. Vento. Yes, sir. 
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Senator Dante. Do you feel that a truthful answer to that ques- 
tion might tend to incriminate you? 

Mr. Vento. Yes. 

Senator DanireL. Mr. Vento, just for identification purposes, are 
you the same Joseph Vento who was convicted of a violation of the 
nareotics law on the 10th of October 1948 ? 

Mr. Vento. I refuse to answer the question. 

Senator Danret. What? 

Mr. Vento. I refuse to answer the question now. 

Senator Danret. On what ground? 

Mr. Vento. That it may incriminate me and disgrace me. 

Senator Dantex. Disgrace you? 

Mr. Vento. Yes; degrade me. 

Senator Daniet. As I understand it—do you have an attorney with 
you? 

Mr. Vento. No, sir. 

Senator Daniet. You do not have an attorney. 

As I understand it, the answer that you give when you say that you 
decline to’ answer because you fear it might incriminate you, you 
mean to stand on the fifth amendment—— 

Mr. Vento. Yes, sir. 

Senator Danret. Regardless of the manner in which you say it; 
is that right? 

Mr. Vento. Yes, sir. 

Senator Dante.. There may be some of these questions that you can 
freely answer. I will ask you this one. 

A further question, whether or not you are the same Joseph Vento 
who was convicted in 1952 under a charge of conspiracy to violate the 
narcotics act ? 

Mr. Vento. I refuse to answer on my constitutional rights; I refuse 
to answer. 

Mr. Gasqur. Mr. Chairman, I should like to suggest that respond- 
ing to a question as to a matter that is on the records of the court is 
not a proper subject for a plea of the fifth amendment on his constitu- 
tional grounds. 

Senator DanreL. Just a moment. Let me confer here with Senator 
Butler. 

Have you ever been convicted of a violation of the Federal narcotics 
laws? 

Mr. Vento. I refuse to answer, on the grounds that it may incrim- 
inate me. I stand by the fifth amendment, my constitutional rights. 

Senator Dantet. Mr. Vento, it is the opinion of the committee, 
and the committee’s counsel that that question, the last 3 questions 
for identification purposes, as to whether you are the same person 
who was named in the indictment and convicted on a certain charge, 
and whether or not you have ever been convicted of a violation of the 
Federal narcotics laws are questions to which a truthful answer could 
not possibly incriminate you and, therefore, the committee orders you 
to answer at least the last question, whether or not you have ever 
been convicted of a Federal narcotics charge. 

Mr. Vento. It is degrading. 

Senator Danret. What is that? 

Mr. Vento. Degrading. 

Senator Dantex. It is degrading? 
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Senator Butter. It is no more degrading than the conviction itself; 
if you are the same fellow you have already been degraded. 

Senator Danrex. And if you are not, you certainly can tell us 
for identification purposes. We would just fike to know. 

Mr. Vento. Well, I am the same fellow. 

Senator Danret. You are the same fellow, the same person who was 
convicted of violation of the narcotics laws in 1948? 

Mr. Vento. Yes, sir. 

Senator Danret. And again in 1952? 

Mr. Vento. Yes. 

Senator Danret. Speak out so the reporter can hear. 

Mr. Vento. Yes. 

Senator DanreL. Did you plead guilty in either of those cases? 

Mr. Vento. Yes. 

Senator Dantev. Both? 

Mr. Vento. Yes, sir. 

Senator Danret. You pleaded guilty? 

Mr. Vento. Both. 

Senator Danie. Those were charges that you were participating in 
the narcotics traffic in New York; is that right ? 

Mr. Vento. I don’t remember. 

Senator Dante. In what State? 

Mr. Vento. I don’t remember. 

Senator Dani. Well, you pleaded guilty to both charges, is that 
correct ? 

Mr. Vento. Yes, sir. 

Senator Danret. Where did you engage in the narcotics traffic ? 

Mr. Vento. You mean where I pleaded guilty ? 

Senator DanreL. Where did you plead guilty, first ? 

Mr. Vento. In New York. 

Senator Danrev. In New York; and where did you engage in the 
narcotics traffic? 

Mr. Vento. I don’t remember. 

Senator Dantret. What? 

Mr. Vento. I don’t remember. 

Senator Dante. You do not remember where you engaged in the 
narcotics traffic ? 

Mr. Vento. No. 

Senator Dantex. Well, did you ever engage in the narcotics traffic? 
Did you ever sell heroin ? . 

Mr. Vento. No, sir. 

Senator Danret. Did you ever sell—did you say “no”? 

Mr. Vento. No, sir. 

Benstor Danteu. Did you ever sell any type of narcotic drug to any 
person ? 

Mr. Vento. No, sir. 

Senator Danret. Well, how did you engage in the narcotics traffic? 

Mr. Vento. I refuse to answer the question on the ground—— 

Senator Dantet. On the ground that you have previously stated? 

Mr. Vento. Yes, under the fifth amendment; I plead the fifth 
amendment. ; 

Senator Danrex. You have answered that you never did sell any 
narcotic drugs to any person. You have already said no, that you 
did not do that. Did you ever give any narcotic drugs to any person ? 
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Mr. Vento. I plead the fifth amendment; I refuse to answer on 
the ground that it may incriminate me. _ 

Senator Danrev. Do you know Sebastiano Bellanca? 

Mr. Vento. I refuse to answer. 

Senator Daniet. Did you ever know a man by the name of Sebas- 
tiano Bellanca? 

Mr. Vento. Never heard of him. 

Senator Danrev. Never heard of him. 

Do you know Charles Alba, also known as Charlie Bullets? 

Mr. Vento. No, sir. 

Senator Danie.. Did you ever hear of a person by that name? 

Mr. Vento. No, sir. 

Senator Danteu. Speak out so the the reporter can hear you. 

Mr. Vento. No, sir. 

Senator Dante. Did you ever know a man by the name of Joseph 
Gaghano? 

Mr. Vento. No, sir. 

Senator Danret. Speak out. 

Mr. Vento. No, sir. 

Senator Dante.. Did you ever know a man by the name of Charles 
Albero, A-]-b-e-r-o. 

Mr. Vento. No, sir. 

Senator Dante. Did you ever know a person by the name of Cheech 
Livorsi ? 

Mr. Vento. No, sir. 

Senator Dantet. Cheech Livorsi. 

Did you ever know a man by the name of Eugene Gianini? 

Mr. Vento. No, sir. 

Senator Dantet. Have you ever known a man by the name of 
Anthony Strollo, also known as Tony Benda? 

Mr. Vento. No, sir. 

Senator Danre.. Did you ever hear of such a person? 

Mr. Vento. No, sir. 

Senator Danret. You see, when you just shake your head, the re- 
bo won’t get your answer, and I do not hear you, so speak out, 
please. 

Do you own the place at which you now live? 

Mr. Vento. No, sir. 

Senator Dantet. Did you say you lived at 122 Belmont Street. 
Englewood, N. J.? 

Mr. Vento. Yes, sir. 

Senator Dante. You do not own this house? 

Mr. Vento. I refuse to answer that question. 

Senator Dantev. On the ground that it might tend to incriminate 
you?’ 

Mr. Vento. Yes, sir. 

Senator Danret. You just a moment ago said, as I understood 
it, that you did not own the residence. And I simply wanted to 
see if I understood you correctly, and then you refused to answer. 

Lam sure that is correct. 

Senator Butter. That is correct. 

Senator Danret. You first said you did not own the house. Let 
us get it clear you understand that you are under oath, and if you 
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do tell the committee, you give an answer, you want to give it a truth- 
ful and correct answer, otherwise you could be prosecuted for perjury 
before this committee. 

You understand that, do you not? 

Mr. Ven'ro. I didn’t hear the question. 

Senator DanteL. You understand that if you, under oath, gave 
this committee any untruthful answer to a material question, or a 
relevant question, that you could be charged with perjury before the 
committee? You understand that? 

Mr. Vento. Yes. 

Senator Danteu. So just with that warning, I want to repeat the 
question as to whether or not you own the house in which you live. 

Now, you answered the first time I asked that question that you did 
not own it. 

Mr. Vento. I don’t own it. 

Senator Danret. Is that a true and correct answer ? 

Mr. Vento. Yes, sir. 

Senator Dantet. Do you have any interest in that house? 

Mr. Vento. I live there. 

Senator Dantet. You live there. How long have you lived there? 

Mr. Vento. One year. 

Senator Dante... One year? 

Mr. Vento. Yes. 

Senator Dante. Who owns the house? 

Mr. Vento. My brother-in-law. 

Senator Danret. What is his name? 

Mr. Vento. Vincent Orlando. 

Senator Danteu. V-i-n-c-e-n-t O-r-l-a-n-d-o? 

Mr. Vento. Yes. 

Renator Dantet. Does your brother-in-law live there in that house, 
also? 

Mr. Vento. No, sir. 

Senator Dantet. What? 

Mr. Vento. No, sir. 

Senator Danten. Where does your brother-in-law live? 

Mr. Vento. 334 East 107th Street. 

Senator Danten. 334 what? 

Mr. Vento. East 107th Street. 

Senator Dante. In Englewood ? 

Mr. Vento. In New York City. 

Senator Dante. In New York City. 

Has your brother-in-law lived in that house during the past year? 

Mr. Vento. No, sir. 

Senator Dantev. Is your brother-in-law’s name—are your brother- 
in-law’s initials M. V. Orlando? 

Mr. Vento. I think I should have legal advice. 

Senator Danret. What? 

Mr. Vento. I should have legal advice. I think things are becom- 
ing a little confusing. 

Senator Butter. He says he is becoming confused and wants legal 
advice. 

Mr. Vento. I want to have legal advice. 

Senator Dantet. Do you have an attorney here? 

Mr. Vento. No; I don’t. 
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Senator Dantev. Certainly this committee is going to be slow and 
easy with you on it; and you have told us that your brother-in-law 
owns the house. What did you tell us his name was? 

(There was no response from the witness.) 

Senator Danrex. I say, what did you say your brother-in-law’s 
name was? 

Mr. Venvro. I refuse to answer the question. 

Senator Dantet. You have already answered the question, and I am 
going to order you to answer it, to simply clarify it. 1 want to be sure 
that you have given us the correct information. 

You have already attempted to answer that question without claim- 
ing the fifth amendment. 

How do you spell his name? 

Mr. Vento. I refuse to answer the question. 

Senator Dantev. Well, I would like for the record to show that when 
you refuse to answer the question, that you mean to say that, because 
you think a truthful answer might tend to incriminate you. 

Mr. Vento. It is incriminating; yes, sir. 

Senator Daniev. And if you forget to give the whole thing there 
you mean for that every time you say you refuse to answer; 1s that 
correct? You honestly feel that by giving us the correct name of your 
brother-in-law who owns the house that it might tend to incriminate 
vou; is that correct 

(‘Phere was no response from the witness.) 

Senator Dantrex. I want you to be in good faith in claiming the fifth 
amendment. If you think, in giving this committee the proper spell- 
ing and name of your brother-in-law who owns the house in which you 
live, would tend to incriminate you, and you honestly believe that, just 
say so. 

Mr. Vento. I plead the fifth amendment. 

Senator Danteu. You believe that would incriminate you? 

Mr. Vento. I plead the fifth amendment. 

Senator Danrex. To that answer, too? 

Mr. Vento. Yes. 

Senator Dantet. Is it not true that the telephone listed at your 
house is in the name of M. V. Orlando? 

Mr. Vento. I refuse to answer the question ; it may incriminate me. 

Senator Dantet. Do you own an automobile ? 

Mr. Vento. I refuse to answer that question. 

Senator Daniet. Do you drive a late model green Ford, two-door 
sedan, bearing a New York license number ? 

Mr. Vento. I refuse to answer the question. 

Senator Dante. Is that your car registered in the name of Mary 
Messina ? . 

Mr. Vento. I refuse to answer that question. 

Senator Danie. Who is Mary Messina? 

Mr. Vento. I refuse to answer that. 

Senator Daniet. Is Mary Messina your wife’s maiden name? 

Mr. Vento. I refuse to answer that question ; it may incriminate me. 

Senator Danre,. Are you engaged in selling narcotics now in New 
York and New Jersey ? 

Mr. Venro. I stand on the fifth amendment. I refuse to answer 
that question. 

Senator Dantet. Do you know Joseph Bendinelli? 
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Mr. Vento. I refuse to answer the question. 

Senator Danrev. On the grounds that it 

Mr. Vento. It may incriminate me. 

Senator Danret. It may tend to incriminate you. 

Well now, have you been here with Joseph Bendinelli today? 

Mr. Vento. I refuse to answer that question;-it may tend to incrimi- 
nate me. 

Senator DanieL. Do you know Salvadore Santoro? 

Mr. Vento. Yes, I do. 

Senator Danret. You do know him. Is he any relation of yours? 

Mr. Vento. No. 

Senator Dantet. You said “No”? 

Mr. Vento. I said “No.” 

Senator Dantet. Have you ever been engaged in any kind of busi- 
ness with Salvadore Santoro? 

Mr. Vento. I refuse to answer that question. 

Senator Danret. On what grounds? 

Mr. Vento. It may incriminate me. 

Senator Danret. All right; you are excused. 

We will have a 2-minute recess. 

(Short recess. ) 

Senator Dante. The committee will come to order, 

There have been several requests for us to anncunce our program 
for tomorrow morning. We are trying to complete the open hear- 
ings this afternoon, and we will be able to do so, probably. 

But, on the other hand, there is a possibility of the committee’s 
hearing two witnesses in the morning, if we can serve our subpenas 
on those witnesses in time to do so. 

If we do that, we will be staying over specially to hear them on 
account of the fact there probably will not be another opportunity 
to hear those witnesses under the circumstances under which they 
they are now laboring. So we cannot say definitely. It all depends 
on whether these subpenas are served. 

We will recess this afternoon until 10 o’clock in the morning, and 
at that time we will probably, with knowledge as to the earliest 
moment, as to knowing whether we will go on on with a public hearing 
here. 

We will go ahead with the public hearing in Washington at 10 
o’clock Friday morning, if the Lord is willing. 

I am sorry we cannot be more definite on this matter, not only for 
members of the press, but for members of the committee be the 
staff. 

Off the record. 

(Discussion off the record. ) : 

Senator Danret. Commissioner Stephen Kennedy, will you come 
forward here, sir, and Deputy Chief Inspector Terranova. 

Mr. Kennepy. This is Deputy Commissioner Broderick, and he 
is in charge of our legal affairs, and I would like for him to sit here 
at the table with us. 

Senator Dantet. If all of you would stand, please; do, you and each 
of you, solemnly swear the testimony you are now about to give before 
this subcommittee of the Senate Judiciary Committee will be the 
truth, the whole truth, and nothing but the truth, so help you God? 

Mr. Kennepy. Yes. 
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Mr. Terranova. Yes. 
Mr. Broperickx. Yes. 


TESTIMONY OF HON. STEPHEN KENNEDY, POLICE COMMISSIONER, 
NEW YORK CITY; DEPUTY CHIEF INSPECTOR PETER E. TER- 
RANOVA; AND DEPUTY COMMISSIONER VINCENT L. BRODERICK 


Senator Dante. Commissioner Kennedy, we are very pleased to 
have you before the committee. Of course, we have already explained 
the purpose of this committee, to conduct the first nationwide hearings 
on narcotics traflic, and to solicit from officers, from the medical pro- 
fession, from everyone concerned, any suggestions that you might be 
able to give us as to Federal legislation, and in connection with that 
any statistics, figures, information concerning narcotics. 

| believe you have a prepared statement ¢ 

Mr. Kennepy. Yes, | have. 

Would you care to have me read it ? 

Senator Dantex. Yes, go ahead. 

Mr. Kennepy. No police problem has any greater claim to our seri- 
ous and sustained attention than that of the illicit traffic in and use of 
narcotics. This problem requires close cooperation between all law 
enforcement agencies on local, national, and international levels. 


The incalculable human misery entailed in the use of and addiction to 
narcotics and the fabulous profits derived from the illegal traffic in 
narcotic drugs in recent years have made law enforcement efforts in 
this field a matter of immediate concern and of prime importance. 


Police, health, and prosecuting officials must not relax their vigorous 
endeavors against the illegal traffic in and use of narcotics, on all 
levels. 

There are many illicit sources of drugs, and the drugs themselves are 
easily concealed for transport and sale. For effective law enforcement, 
it is imperative that these illicit sources of drugs be eliminated. If 
not, the local law enforcement problem will continue to grow. This 
requires that the problem be met not only on the local and national 
level, but also by vigorous and effective action in the international field. 

The problem knows no local or national boundaries. Local and na- 
tional efforts to control it will never be completely effective until ade- 
quate international controls of production and distribution are estab- 
lished. Our national security, and common prudence itself, demand 
that excessive production of opium be eliminated. Investigation and 
detection in this international field are, of course, most difficult. 

Our department, that is, the Police Department of the City of New 
York, is interested in all phases of the narcotic problem. It cooperates 
closely with the enforcement agencies of other States and of the Fed- 
eral Government, and it follows closely the plans which are proposed 
in the international field for control of narcotic production and dis- 
tribution. 

We are particularly interested in the resolution adopted in 1953 by 
an international conference convened by the United Nations Economic 
and Social Council, which adopted a protocol relating to the limitation 
of the production of opium. Implementation of this resolution, by lim- 
iting the international production of opium to estimated medical and 
scientific needs, would be a big step forward. 
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We are interested in effective international control and Federal en- 
forcement, because, of course, they simplify our local police problem. 

As a local police agency we are primarily concerned with eliminat- 
ing illicit traffic in narcotics and ‘Regal use of drugs within this city. 
To the extent that production of illicit drugs is prevented by interna- 
tional controls, to that extent the illicit traffic in such drugs within this 
city is reduced. To the extent that the Federal authorities prevent the 
oe of illegal narcotics, to that extent our local problem is re- 
duced. 

But the stark fact today is that the production of narcotics is not 
being effectively controlled, and that there is in New York, as else- 
where in the country, a serious narcotic problem. 

I am proud to be able to say that, in my judgment, our department is 
effectively meeting that problem. I recentiy increased our narcotic 
squad to a strength of ee 200. 

Weare happy to be able to say 200. 

Tam going to depart from my statement. 

When we are talking about numbers, let us just pause for a moment. 

The problem is a difficult one, and we just cannot stop at a round 
fioure. It may very well be that within the very near future we may 
have to increase this squad in numbers beyond that of any other 
agency in this country, which is exclusively devoted to this particu- 
lar phase of law enforcement. 

Now, that is going to cost us a great deal in local tax dollars. 

Senator Danre.. As I understand it, these 200 are devoted exclu- 
sively to narcotics traffic ¢ 

Mr. Kennepy. That is correct. 

The whole force has been directed to devote its attention to the prob- 
lem, among other things, among their other duties, but to be particu- 
larly alert to this problem. 

But these folks, men and women of the narcotics squad, that is their 
exclusive function. 

These men and women, as I say, devote themselves to the suppress- 
ing of narcotics traffic in this city, and the apprehension of pushers 
and users of all illicit drugs. And, as I said before, every man and 
woman in the department is instructed to be on the alert for any sign 
of the sale or use of narcotics, and to take immediate police action 
against such activities. 

Through our police academy, the department magazine—that is a 
sort of a police organ distributed not only in this country, but all 
countries 

Senator Dantet. Is that called Spring 2100? 

Mr. Kennepy. 3100. It has been disseminated through the depart- 
ment. 

Every member of the department plays his or her part in the effort 
against the narcotics traflic—from chief inspector on down. This 
includes the patrolmen on post who encounter the pusher or peddler 
on the street corner ; the detective, who in the investigation of this and 
other crimes may come across a narcotics situation; plainclothesmen 
investigating vice, gambling and other conditions; and the people 
working with children in our juvenile aid bureau. 

Efficient enforcement in this field requires a close liaison with other 
agencies. Our department cooperates with and receives close coop- 
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eration from the Federal Bureau of Narcotics, the United States 
Customs Bureau, the United States postal authorities, and I might 
say in passing that when I was a working policeman in the field the 
cooperation that we received from these agencies was excellent; they 
do a marvelous job, and I have particular reference to Mr. Anslinger 
and the agent in charge here in New York of the Narcotics Bureau; 
their work has been excellent. 

Senator Dantev. Mr. Jim Ryan. 

Mr. Kennepy. Jim Ryan; that is right. 

The various district attorneys, State and Federal, have cooperated 
fully with us, and we have the full support of other local agencies who 
might in some way be connected with the problem. 

All sources of information are used by this department for the pur- 
pose of getting evidence against the “seller.” who, in my judgment, 
is the key culprit in the narcotics field. We are getting excellent 
cooperation in this city from the various media of public expression, 
such as the press, television, and radio. They have, I think, to a 
great extent aroused public interest in the problem. Our efforts, I 
know, would be less effective if we did not have the complete coop- 
eration, and through them, the support of the public. 

Departing from the statement, I would like to say to them again, 
if they would continue that cooperation and get across to our people 
the need, the particular need, in this field for public support, we 
would be very much helped. 

It is not the thing to do for a person to look with some sort of com- 
placency or amused tolerance with respect to the kid down the street 
who has succumbed to the narcotics habit and not report it, because 
fhis is, to parents particularly, they might know—they may not know 
that their child might be the next one hooked. 

Mr. Gasqur. You mean it would aid a great deal? 

Mr. Kennepy. It would indeed. 

Mr. Gasque. In enforcement and stamping out addiction, if parents 
and friends would look upon the police officer and police department 
as friends and would come in and volunteer information that “I think 
my boy or this boy is getting on drugs,” we do our best to save him 
before it goes too far. 

Mr. Kennepy. Yes; that is true. If we could get the assistance of 
the public, and we have in great part, but if we could get further as- 
sistance—it is not merely a voluntary thing; it is a duty, really, it is a 
duty ; it would aid us a great deal. 

Now, I personally would see to it that any such information that is 
received by our department will be promptly forwarded to Deputy 
Chief Terranova for investigation by his men. 

I feel very strongly on this point. It is a required thing. 

As you know, without public support, no public agency can exist 
today effectively. But in this field it is particularly important. 

Mr. Gasqur. How far do you think you could go, Commissioner, 
when a parent or a friend comes up and reports about addiction, in 
avoiding the consequences, that is, the consequences of a trial or 
charges and soon? Do you have a good bit of leeway, in other words, 
to encourage them to come forth ? 

Mr. Kennepy. Well, the addict is a problem today because of the 
lack of facilities. I am particularly interested, as a law-enforcement 
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officer, not so much with the treatment—that is not my field, I am not 
an expert in that field. As a matter of fact, my expert is right here on 
my left in the whole field. dori ka Ue 

- We are enforcement officers, and we are interested primarily in the 
seller. We want to get to those sources. If we get to them, we can 
cut off the roots; we will cut out the addiction. 

The police department of this city is, to the extent that its man- 
power limitations permit, completely committed to the effort to eradi- 
cate the illicit traffic in and use of narcotics in New York City. 

Now. we have some suggestions which have been, in great part, - 
pared by Deputy Chief Terranova, and I would like to pass on them 
just a moment, and then permit him to explain in more detail that 
you might require. ute 

Now, we are interested in the addiction to the extent that it is re- 
sponsible for some crime. 

I think that sometimes it may be just a little bit overstated, but 
there is no question about it that a great part of the crime is traceable 
to addiction. ,' 

He cannot work, usually, and the cost of his daily supply mounts, 
and he has to get the money from somewhere. 

Now, we do have certain recommendations in legislation, local, 
State and Federal. 

On the Federal level, the enactment of Federal legislation to es- 
tablish a customs port patrol and a customs border patrol, within 
the Bureau of Customs, for the purpose of effectively patrolling all 
borders, and searching all ships and other vehicles entering this coun- 
try, for narcotics illegally being smuggled into the United States. 

There is a bill in Congress—there is nothing new about this, and 
I am very, very reluctant to make suggestions to other agencies to 
increase, decrease, or otherwise operate their departments. 

They are fully competent, and they know what they are doing. 
They are experts in the field far more than I. 

But it is my understanding that there is an intense desire on their 
part to have this program furthered, and it is only for that reason 
that I am mentioning it here. 

Senator Burier. Commissioner, they were before us today and 
made that same statement. 

Mr. Kennepy. Of course, and I do not want to be put in the role 
of explaining their own business. They know it, and know it ex- 
tremely well, far better than I. 

There are four points to any proposed program in relation to drug 
addiction : 

(1) Forceful confinement of the drug addict. Most generally the 
young addict, not realizing the seriousness of drug addiction is not 
willing voluntarily to confine himself to a hospital for treatment. 

(2) Withdrawal and detoxification. 
+3 Rehabilitation. 

(4) After-care treatment. 


Now, I am informed by my people that the after-care treatment is 
the one that is really weak, where the individual needs special. atten- 
tion, guidance, assist him from returning to the use of narcotics and, 
of course, a erenier followup therapy program for the discharged ad- 

e 


dict should be on a more comprehensive, if not a sounder, basis. 
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Increase United States Federal narcotic agents in those countries 
that are growing and shipping opium poppy with a view to obtain- 
ing these countries’ cooperation and training their enforcement per- 
sonnel against the illicit traffic emanating therefrom. Such action 
in Italy and France resulted in getting at the ultimate source of 
supply. 

Thos countries are named—I would rather not name them; I do 
not see any great point in naming them, but there have been definite 
results obtained in that field. A 

A national program of education by audiovisual media, showing the 
results of drug addiction upon the Nation as a whole and the indi- 
vidual. 

There is a statement here about emphasis and, of course, I am not 
altogether sure that I agree with it in whole, that is, the emphasis on 
the horror aspect and not on the alleged thrill. 

I think that your psychiatric consultants and others could probably 
better advise you on that, and I think we ought to delete it, if we may, 
with your permission. 

Senator Dantex. Yes; we will delete that sentence. 

Mr. Kennepy. I believe that the spot check now being done by 
customs on passenger baggage should be abolished, and a complete 
baggage check should be made. At the present time any courier 
coming into the United States can take a chance and hope that the 
particular one bag in which he carries narcotics would not be picked 
out for spot check. 

Proposals for local action: 

(a) Should change our legislation to outlaw the possession of her- 
oin, in any amount, making the mere possession a felony. The United 
States outlawed heroin and there is no reason for it being here. 

(6) Decrease the amount of other narcotics required to make the 
mere possession thereof a felony. 

We have gotten to the fact where scales are weighing—the mechani- 
cal scales are being weighed, instead of the scales of justice, to deter- 
mine the grade of crime. 

_ Include in the law of conspiracy, State of New York, illicit traffic 
in narcotic drugs, so that it would not be necessary to show an overt 
act. 

We do have statutes where you do not require an overt act. Most 
of the conspiracy statutes, as you know, do. 

It would be a great help in that field because the mere combination 
ofttimes the brains of the operation does not commit what we can 
properly denominate as an overt act, and yet we know that he is 
operating and directing the combination. 

Make it a crime for a habitual user of narcotics or a person under 
the influence of narcotics to operate a motor vehicle. 

Commonsense so dictates. We do that with the user of alcohol, the 
drunk, and I am sure the effect of narcotics is just as intoxicating, 
if not more so, than alcohol. 

Require the registration of resident and nonresidents convicted in 
Federal or State courts of any crimes or offenses relating to the use, 
possession, sale, transportation or other dealings in or with any 
narcotic drugs. 

Now, I am not happy about recommending registration or having 
identification cards or anything of that sort. It generally does not 
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-fit into our political philosophy, but we do feel that we must make 
an exception in this case, as we have in a few other cases. 

Under section 3342 of the public health law, add to paragraph 3, 
“Persons frequenting such places shall be deemed in violation of this 
law.” 

Now, these are places where the evidence, where the narcotic is being 
used or sold—I have not refreshed my recollection on this section. 

Many times the users have to be released at the scene because of 
lack of evidence. 

Now, their mere presence there would constitute a crime under a 
revised public health statute. 

Senator Burter. Mr. Commissioner, would that be presence there 
without knowledge ? 

Mr. Kennepy. No; with knowledge, with knowledge. You would 
have scienter for your crime, of course. 

Senator Dantet That is, persons—— 

Mr. Kennepy. Weare talking about known addicts. 

Senator Burier. You have here persons frequenting such places, 
shall be deemed in violation of the law. I.can conceive of a case 
where a man could innocently walk into a place of that kind, maybe, 
to get a pack of cigarettes. 

Mr. Krnnepy. Well, Senator, we are just giving the highlights, 
you see. The bill itself spells out and eliminates all the other things 
that you refer to. 

Senator Buruer. I see. 

Senator Danret. And this would come right after your present 
statute, making it against the law for places to operate where nar- 
cotics were being sold, saying, you could shut them down, padlock 
them, right ? 

Mr. Kennepy. That is right. 

Now, the proposal of giving narcotics free or at little cost to the 
addict, it would appear that a committee should be formed with all 
the agencies familiar with the drug addiction problem represented 
to study this proposal thoroughly. 

I think you have given considerable attention to this problem, to 
this matter, and I think it has been more comprehensively covered 
by people who have preceded me here, and I do not think there is any 
necessity for me to dwell on it here. y 

Senator Dantex. I think it has been pretty well covered, and we 
should, as committee members, maybe keep—we would have to because 
of the evidence—keep a more open mind on it for a longer period of 
time. 

But, to be frank with you, I think Senator Butler and I both came 
to this conclusion last night, and that was that a case for free and 
legalized drugs to addicts for maintenance purposes just was not made 
out sufficiently to warrant even further study of the matter as far as 
the type of addicts we are talking about. 

I want to say this for the record, that Dr. Howe, who proposed 
that, certainly has studied it for a long time, and is a sincere and 
fine gentleman. 

But it seems apparent to me that he was talking about a type of 
addict that he has treated in the medical profession, that is profes- 
sional men who had become addicts, and that he was not talking about 
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the type of addicts that the law enforcement officers and our Federal 
hospitals are talking about. 

I just do not believe that—have you ever seen any addicts that 
you thought should be put on drugs for permanently to maintain 
their comfort ? 

Mr. Kennepy. No, I have not; and, like my other colleagues in 
law enforcement, I am afraid I must firmly support them in their re- 
sistance to this suggestion. 

I do not like to—I know Dr. Howe, and his brothers in medicine, a 
very learned man, and I hate to even take issue with them on the 
matter. 

But I am predisposed toward the opinions expressed here by my 
colleagues in law enforcement, and I do most firmly sustain and sup- 
port their contentions. 

Now, we are increasing our arrests and seizures. 

This does not necessarily mean that there is an increase or a de- 
crease because there were various factors involved. 

We have increased our force tremendously in the last few years. 

In 1951 the police department made 3,661 arrests for narcotic viola- 
tions. Of these arrests, 775 persons were between the ages of 16 to 20; 
27 persons were under 16; and they were arrested for juvenile de- 
linquency under the laws of this State. 

191 ounces of heroin were seized. 

In 1952 the total narcotics arrests were 2,967 ; 552 persons arrested 
were between the ages of 16 and 20; 8 were arrested for juvenile 
delinquency ; and 705 ounces of heroin were seized. 

In 1953 the total narcotics arrests were 3,605; 556 were between 
the ages of 16 and 20; and 17 were charged with juvenile delinquency ; 
806 ounces of heroin were seized. 

In 1954 the total narcotics arrests were 4,316. Of these arrests 729 
were between 16 and 20; 20 were juvenile delinquents ; and 783 ounces 
of heroin were seized. 

Up to the end of July of this year, total narcotics arrests were 2,838 ; 
504 persons were between the ages of 16 and 20; 7 were juvenile de- 
linquents ; and 401 ounces of heroin were seized. 

In 1952, the New York State Legislature made it mandatory that 
all physicians report all known addicts coming to their attention. 

This information, and information being received from other agen 
cies, is being exchanged with the State department of health and the 
Federal Narcotics Bureau for statistical purposes, and it shows that 
from July 1, 1952, to July 31, 1955, there have been reported in New 
York City, 10,638 known addicts, 87 percent of whom were users of 
pene and they were approximately 73 percent male, and 27 percent 
emale. 

Ladies apparently don’t go in for narcotics as much as the gentle- 
men, according to statistics. 

The New York City Police Department proceeds on the theory that 
drug addiction is a contagious disease, and all practicable steps should 
be taken to prevent the illegal use of narcotic drugs. 

_ If we suppress the contagion, immobilize the profiteer by confiscat- 
ng his source of supply, this, we believe, will help check the narcotic 
evil. 

That is the prepared statement. 
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Senator Danre.t. Commissioner, we appreciate your appearance be- 
fore us, and the suggestions. 

Now, do you want us to go ahead with Inspector Terranova, or 
should we direct our questions to you, if we have any now, or direct 
them to him? 

Mr. Kennepy. Well, suppose you direct them to him. He has all 
this information at his fingertips. 

But before you go forward, I would like to say that I have the 
greatest admiration for the work you are doing. I think that this is 
a field that does require thorough study, and itis very obvious to any 
of us here in New York who have followed the committee that we 
are convinced that you are doing a thorough study, and it is not a 
superficial investigation as, I think perhaps, in some quarters it was 
supposed to be. 

I think you are doing admirable work. 

Senator Danreu. Thank you. 

Mr. Kennepy. And if I can be of any further assistance, I shall 
stay here in any case—I think I will get a little more education from 
Deputy Chief Terranova on this whole problem, because he really 
knows it. He has been working at it for years; very happily I had 
a part in his earlier training, so I look with a great deal of interest 
and pride upon his activities. 

So I think I will stay just a few moments longer. 

Senator Dantet. We appreciate your appearance very much. 

Now, Mr. Terranova, I do not know what to call you now, since 
your new title. Is it deputy inspector? 

Mr. Terranova. Just inspector. 

Senator Dante. It used to be captain; is that right ? 

Mr. Terranova. That is a long time back. 

Senator Dantet. Do you have a prepared statement, or do you 
wish to make—— 

Mr. Terranova. We have just about covered, I think, the police 
commissioner covered, about all we want in a prepared statement. 
But if you have any questions regarding our activities here in the 
city, or toward the arrests, what figures we might have, and question 
aoe of them, we would be only too glad to explain them and clarify 
them. 

Senator Dantev. All right, then, we will proceed with our ques- 
tions. 

Senator Butler, do you have any questions right now ? 

Senator Butter. No. 

Senator Dante. Maybe some will come to your mind. 

I would like to begin right on page 6 there, a report on the addicts 
actually reported to the department of public health. 

Under the New York law—and, by the way, I don’t know what 
others may think, but I think that is a good hw, requiring the re- 
peang of the addicts to some agency like you have it here in New 

ork, so that you can locate these people. 

Mr. Terranova. Mr. Chairman, it is the only media that we have 
of accumulating evidence of the amount of known addicts we have in 
the city. There is no other way of telling how many addicts we have 
in the city of New York, only through this, and I do not believe this 
10,638 is very many—as an exact number or anywhere near the exact 
number we have in the city. 
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Senator Danrex. That is my question. What would be the estimate ? 
This is the number that has been reported. 

Mr. Terranova, Yes, sir; in 3 years, over 3 years. 

Senator Dante. In3 years’ time? 

Now, what would you estimate? 

Mr. Terranova. | couldn’t; I couldn’t even start to hazard a guess, 
sir. 

Senator Danrex. You could not hazard a guess? 

Mr. Terranova. No, sir. It would be impossible. 

Senator Danrex. Could you give us any kind of idea of it? Do 
you think there are more than 10,000 addicts in New York City? 
Would you think that there were twice that number ? 

Mr. Terranova. It would be very difficult, sir. We don’t know— 
of course, our information, other than this information, comes through 
arrests, and I don’t know whether we are doing a half of 1 percent 
job, or 50 percent job, sir. 

Senator Danteu. I see. In the Nation there are about 30,000 names 
reported. That includes, of course, this 10,000? 

r. Terranova. Yes. 

Senator Dantex. Because vour department of health reports to 
the Bureau of Narcotics all of these names. 

Mr. Terranova. Wesend them down to Jim Ryan, too. 

Senator Dantet. You send them down to Jim Ryan? 

Mr. Terranova. Yes, sir. 

Senator Danrex. In other words, all addicts that come to your 
ro are reported to the Bureau, Jim Ryan, the local agent in 
charge? 

Mr. Terranova. That is right; using the same form of the Federal 
Narcotics Bureau. 

Senator Danret. About 30,000 have reported so far to the Bureau 
in Washington, and the Bureau in Washington, through Commis- 
sioner Anslinger, estimates that the total number in the Nation is 
nearer 60,000 or about double the number actually reported. 

Mr. Terranova. Well, I couldn’t pose on that. I mean, as I said, 
I wouldn’t want to hazard a guess on that. 

Saat Dantet. You do think there are quite a few more than 
10,0002 

Mr. Terranova. Quite a few more. 

For example, I had attended a meeting of doctors talking to them 
on narcotics, and we got on to this particular law here, and there 
was quite a controversy between the older men and the younger men 
intheroom. They were all medical men. 

The older men didn’t feel it was their right to report this. So from 
that, are they reporting or are they not ? 

Senator Dantet. I see. Some of them objected to this law? 

Mr. Terranova. Well, they did there at the meeting this night at 
this discussion, and the younger men seemed to get up and take the 
side of the fact that the law was correct, and it should be reported; 
and some of the older doctors thought it should not be reported, that 
it was a privilege they could not take with their patients by reporting 
it. 


So that you assume from that—I do not say they are not, but it 
could be assumed from that, I believe, that some of them figure that 
they would not report it. 











1646 ILLICIT NARCOTICS TRAFFIC 


Of course, then there is always—again you have persons who have 
the means of purchasing narcotics that will never come to our atten- 
tion, in the higher echelon, economic echelon, of the city. 

Senator Danteu. Yes. 

Mr. Kennepy. Senator, I would like to point out in toying with 
figures, we can be put in a very fallacious position. 

Mr. Anslinger reported, how many did you say, 30,000 reported ¢ 

Senator Dawnier. Approximately 30,000 reported on the cards that 
are sent in to the Hevea of Harotion that is, from the whole 
Nation. 

Mr. Kennepy. Yes. 

But a great deal depends on how good the reporting system is; 
is that correct ¢ 

Senator Danrex. No doubt. 

Mr. Kennepy. So that while we report 10,000, we may have a very 
good reporting system. 

Senator Danrex. There is no question about that. 

Mr. Kennepy. And the fact that there are 30,000 reported in the 
Nation may not be a true reflection of the actual number of addicts: 
is that correct ? 

Senator Danrex. That is correct. 

The Commissioner said he estimated the correct number was nearer 
60,000. 

Mr. Kennepy. Well, even 60,000, he is just projecting the figure, 
just doubling the figure, isn’t he ? 

Senator Dantex. No, that is based on actual contacts through the 
field or the estimate given in localities where they would venture an 
estimate. 

Mr. Kennepy. I would suggest, however, that no definite percent- 
agewise opinion be drawn on the basis of these figures, because of the 
differences in reporting systems. 

Senator Danten. Yes, that has been brought out. 

Mr. Kennepy. Because I think if you have—the State has a good 
reporting system, it may be characterized as having a very high rate 
of addiction, whereas, in fact, it may not. 

Senator Dante... Our record is clear on that, because when all of 
these figures were put in at our first hearing, it was said by several 
and recognized by the committee that New York has the best report- 
ing system of any State, and that is due to your law that requires 
the doctors to assist you by sending in reports, not just your police 
officers, doing it, as in most of the States, but your doctors ar. 
— to do it also. 

o you have the best reporting system, there is no doubt in the 
world about it. 

You are nearer reporting a 100 percent of yours, than probably 
any State in the country. 

Mr. Kennepy. Well, you know, Senator, you: understand what | 
am getting at. I love my city and State, and I don’t want it char- 
acterized, you know, before the Nation as having a high percentage 
of narcotic addicts, whereas, in fact, it may very well be that it is 
not true, you see. 

Senator Danret. Yes. Well, it has.a higher percentage, of course, 
and it is something that I know you recognize. As you say, it is a 
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problem, but as you say, as far as the presently reported drug ad- 
dicts—for instance, Los Angeles reports less drug addicts—has re- 
ported only 4,000; yet in all the other figures they are higher than 
New York City on arrests, and in practictlly all other figures, and we 
know they do not have a proper reporting system. 

They are not sending the names in from Los Angeles, and the Com- 
missioner said so before this committee. They are not sending them 
in like you are from New York. 

Mr. Kennepy. Well, of course, there, where you have variances in 
arrests, you have differences in laws. They have certain tools with 
which they can work, to make arrests, whereas we may not; and I 
think we made some of the suggestions here for our local, State legis- 
lation. They may make arrests under circumstances where it would 
not be a violation of law in New York State. 

Senator Danie.. Now, Inspector, we have been in some of the cities, 
and we have found that the drug traffic is concentrated in certain areas, 
localities within a city. Do you have that situation here in New York ¢ 

Mr. Terranova. We have made arrests in every part of the city of 
New York, but we have made more arrests in certain parts of the city. 

Senator Dante. Is it enough—is it more heavily concentrated in 
certain parts to where it stands out or not ? 

Mr. Terranova. Yes; it is. 

Senator Danizet. And where do you have your heaviest concen- 
tration ? 

Mr. Kennepy. Senator, we would be very happy to give you that 
in private session, but we would not care to disclose it at this time. | 
think it might impede the ends of justice. 

Senator Danrex. Well, you might just send us that information. 

Mr. Terranova. Yes, sir. 

Senator DanreL. Together with any observations that you think 
might be of assistance to the committee in accounting for the 
concentration. 

That point has been brought out in other cities where we have been 
by the officials themselves in accounting for the causes of the traffic 
within their city, and so with that in mind, if you would give us that 
information in writing, send it to us with any observations that you 
might have along that line that would be helpful. 

In Philadelphia, for instance, it was brought in by the officers them- 
selves with their maps, and in accounting for the addiction that they 
had in the entire city, they showed us the problems right here in these 
areas where they have the highest concentration. All right. Have 
any questions come to your mind, Senator ? 

Senator Butter. No. 

Senator Danrez. Mr. Counsel? 

Mr. Gasqur. Mr. Chairman, I wanted to ask the commissioner 
approximately what would your budget be for your narcotics bureau 
for this year ? 

Mr. Kennepy. For this unit we run, you mean, for personnel ? 

Mr. Gasque. For personnel and other expenses. In other words, I 
should like to draw a parallel between that and, perhaps, what our 
Federal Bureau’s budget is. 

Mr. Kennepy. I will have to just stop and think a little bit and 
break it down in my mind. 
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Personnel we run over $1 million; and expenses about $100,000, It 
is very hard to get a definite figure. I would have to go back, and go 
back to my budget, a very painful experience, by the way. 

Mr. Gasque. Of course, my only reason for asking was to have in the 
record the amount of money that the people up here are spending. 

Mr. Kennepy. That is right; that is the point I want to make. An 
awful lot of local tax dollars is going into this type of enforcement. 
That, I think, could be saved by a more comprehensive—if you gave 
the Federal people the tools with which to work, where we could pre- 
vent the smuggling and the rest of it, and we had the proper legisla- 
tion, I think there would be, aside from the moral wastage and the 
general filth of the whole business, just in tax dollars alone that we 
have to appeal to our hard-headed citizens, they could save money, 
and I say on a local level we are paying too much for that type of 
enforcement. It isan undue burden on the State. 

Senator Daniev. As a matter of fact, do you have nearly as large 
a force here on your narcotics squad, devoted to narcotics as we have 
in the Bureau of Narcotics for the whole Nation? The Bureau has 
250-some-odd, and you have now 200. 

Mr. Kennepy. They are moving rapidly in the direction of 250, 
Senator. 

Senator Daniet. Here in New York? 

Mr. Kennepy. We are. 

Mr. Terranova, I think we are the largest municipal, local police 
enforcement in the world. 

Senator Danret. By far, I think you have almost twice as many as 
the next city, the city next to you. 

Mr. Kennepy. But personally—well, you know the problems in- 
volved here. It is awfully difficult to get the investigators and train 
them, and so on and so forth; but, personally, I intend to do every- 
thing in my power within the fimited manpower that I have available 
to direct it specifically at this problem. 

But, on the other side, I know it is a terrific expense to the city, and 
we have to take, we really have to rob Peter to pay Paul in these situ- 
ations, take men from one job to another. 

We cannot hit on all fronts as we would like to. But this speeitic 
problem is demanding our full attention at this time. 

Senator Danret. Inspector Terranova, I would like to ask you for 
your personal opinion, as I did the Commissioner, on this proposal! 
to give addicts at clinics or through physicians drugs to maintain 
them and keep them comfortable, whether or not you think that that 
would get rid of the problem here in New York, get rid of the black 
market. 

Mr. Terranova. I think the problem is a very difficult one, and | 
personally, myself, do not think I have gone into it enough. It is not 
just a case of sitting down and talking with it a few minutes or hours 
and you will be able to solve whether it will or it won't, 

I think the subject should be taken under advisement and exam- 
ined and searched out with the proper people to determine whether 
it is or whether it isn’t a good problem. 

By that I mean that law enforcement and the medical profession, 
or those people that are absolutely close and familiar with the sub- 
ject, not those that might just be interested and don’t know too much 
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about it, and then in that way they will be able to come up with some 
kind of an answer. 

They may come up with a negative one; possibly they will. 

Senator Danuev. Have you, in your experience with drug addicts, 
ever seen any that you thought would be better off by maintaining 
them in their addiction by continuing to give them the drugs? 

Mr. Terranova. Well, I have talked to several oldtimers that we 
might have arrested on forging scripts and were outside painters, 
where they felt as long as they had it, they kept a day’s work up. 

These fellows had been using them 40 years, 

Of course, we shouldn’t do that with the younger element, posi- 
tively not, 

Our weak point, as the Commissioner said, is our aftercare treat- 
ment here, no matter what treatment, even our local or our Govern- 
ment—if you take these youngsters and kids and send them back to 
the same neighborhoods and the same environment, it is inevitable 
what is going to happen to them, because they are weak people, and 
weak children, and it is just on a dare or association, and they start 
and become addicted, and then they get so bad they want to get off 
it and, perhaps, if they want to, and after 4 or 5 months at Lexington, 
Ky., they can stop it if they want to stop it. 

Ninety percent of all such things are—I mean 97 percent of all such 
things—we know there is no such thing as a cure—but 97 percent of 
all these people, if they want to stay off it, it is willingness themselves 
to stay away from it, and if you haven’t got that willingness, there is 
nothing that you or I or any doctor or hospital can do anything about. 

But if we can take them and send them some place else, which is, of 
course, another budgetary question, whether we could do something 
like we did years ago with the kids, send them on out to do something 
worthwhile, get them out in the country, perhaps—it is a little far- 
fetched, I suppose—if we could get them away from it, that would 
be fine. 

I have just one small tiny case in evidence as proof of that. Of 
course, it 1s only one isolated case. 

We had a Catholic Brother come to us, a boy that was using nar- 
coties, just started. He had not really become addicted, just about 
joy-popping and a user. 

They took him away from the family, and finally sent him to Jersey. 
His family caught up with him and he came on back home. 

Well, the environment was mother and sisters prostitutes, and father 
in jail for breaking into a safe; and the grandfather was an alcoholic; 
that was the environment of the boy. 

Finally they took the boy and sent him on upstate. Today the boy 
is upstate, doing very well, got a little bit of a bank account, and 
doesn’t want to come back to New York at all. 

As I say, that is only one little isolated case; that is all it is. 

Senator Danrev. Well, it may not be such a farfetched recommen- 
dation, because from what has been before this committee, it would 
seem to be pretty reasonable, a pretty reasonable recommendation, that 
these addicts ought to be gotten out of the environment in which they 
would return to it, or be likely to return to the drugs. 

Mr. Terranova. You go back into the neighborhood ; naturally they 
are of an economic level where they just cannot move too far out of 
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their neighborhood. They get closed in in there, and the same people 
and same crowd. They are not going to be squares, as they call them, 
not going to be chicken, so they go right back on the stuff, or to asso- 
ciate with the old boys and girls again, they have got to do it. 

One particular kid we had in the Bronx, after staying there a while 
with these people coming up there to make a score—I was talking to 
some of them, 21-, 22-year-olds, and I asked them why they didn’t 
g° down to Lexington, and they said, “What for? And come right 

ack here again?” 

That was their answer. 

Senator Dantet. Well, Inspector, we are certainly familiar with 
your long experience in this, and if you have any other suggestions— 
commission—if any of you have any other suggestions to give the 
committee as we pursue our work during the rest of this year, we 
would certainly appreciate hearing from you. 

We thank you for your cooperation with us. 

Mr. Kennepy. We are very happy to do it, Senator. 

Senator Daniex. Salvatore Santoro. 

Do you solemnly swear the testimony you are about to give to this 
subcommittee of the Senate Judiciary Committee will be the truth, 
the whole truth, and nothing but the truth, so help you God ? 

Mr. Santoro. I do. 


TESTIMONY OF SALVATORE SANTORO, LEONIA, N. J. 


Senator Danie... You may be seated. Will you give your full name? 

Mr. Santoro. Salvatore Santoro, 132 Longview Avenue, Le- 
onia, N. J. 

Senator Dante... That is S-a-l-v-a-t-o-r-e—— 

Mr. Santoro. That is correct. 

Senator Danteu. S-a-n-t-o-r-o? 

Mr. Santoro. That is correct. 

Senator Danret. And the town? 

Mr. Santoro. Leonia, L-e-o-n-i-a. 

Senator Dante. New York? 

Mr. Santoro. Jersey. 

Senator Danret. New Jersey. 

Are you the same Salvatore Santoro who entered a plea of guilty 
in a narcotics case in 1942? 

Mr. Santoro. I refuse to answer—— 

Senator Dantet. In Tucson, Ariz. 

Mr. Sanroro. I refuse to answer any questions on the grounds that 
may tend to incriminate or degrade me; that is, from here on in, 
Senator. 

Senator Dante... How is that? 

Mr. Santoro. That is from here on in, I invoke the fifth amendment. 

Senator DanreL. You mean you are going to refuse to answer all 
questions that might be asked, regardless of what they are? 

Mr. Santoro. Yes, sir. 

Senator Dantet. You mean even if we ask you a question as to 
whether or not you are married ? 

Mr. Santoro. Yes, sir. 

Senator Dante... You would claim the fifth amendment to that? 

Mr. Sanroro. I claim the fifth amendment from here on in. 
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Senator Danret. Without hearing the questions. 

Do you have legal counsel here with you ¢ 

Mr. Santoro. No, sir. 

Senator Danrev. Do you intend to claim the fifth amendment, re- 
gardless of what we ask you; is that correct 

Mr. Santoro. Yes, sir. 

Senator Dante. Whether you think it might tend to incriminate 
you or not ¢ 
" Mr. Sanroro. Yes, sir. 

Senator Dantex. I just want to say to you that I think you would 
be in contempt of the committee if you do that. We certainly have 
the right to do it. 

Mr. Santoro. You, the doctor. 

Senator Dantex. Well, I say you certainly have the right to do 
it on anything that you think honestly might tend to incriminate 
you, but if you are going to take the attitude of doing it on all ques- 
tion, regardless of whether you think Cg age tend to incriminate 
you, it 1s my judgment that you would in contempt of the com- 
mittee. 

Mr. Santoro. All right, give me the questions. 

Senator Dantex. And I just wanted to warn you of that for your. 
own good. 

Mr. Santoro. All right. 

Senator Daniret. Are you also known as Tom Mix? 

Mr. Santoro. I refuse to answer the questions on the ground it 
might incriminate me. 

Senator Dante. Do you know Joe Vento? 

Mr. Santoro. I refuse to answer the questions on the ground it 
might tend to incriminate me. 

Senator Daniret. Were you convicted along with Joe Vento in 
1952? 

Mr. Santoro. I refuse to answer 

Senator Danrex. On a narcotics charge? 

Mr. Santoro. I refuse to answer on the grounds it might tend 
to incriminate or degrade me. 

Senator Daniev. Have you ever pleaded guilty on a narcotics 
charge, violation of the narcotics law ¢ 

Mr. Santoro. I refuse to answer on the grounds that it might tend 
to incriminate and degrade me. 

Senator Danret. On the same basis that we decided a moment 
ago that that could not tend to incriminate you, to show that you 
were or had been convicted or had pleaded guilty on a previous 
charge, I am going to instruct you to answer that question. 

Mr. SanrToro. T refons to answer on the grounds that it might 
tend to incriminate or degrade me. 

Senator Danrev. You understand that if we are correct in in- 
structing you to answer, regardless of your claim of the fifth amend- 
ment, if we are correct in that, we are entitled to have the answer 
on that question, that you may be held to be in contempt of this 
committee ? 

Mr. Santoro. Yes, sir. 

Senator Dante. And in spite of that warning and having been 
cautioned and having been asked the question again, you still refuse? 

Mr. Santoro. I refuse to answer. 
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Senator Danrev. To answer on the ground, that it might tend 
to incriminate you ? 

Mr. Santoro. Or degrade me. 

Senator DANIEL. Well now, this committee does not recognize 
the last part, so you can leave that off, “or degrade you.” 

Mr. Sanroro. All right, sir. 

Senator Danrev. But on the ground that it might tend to incrim- 
inate you, the committee will, of course, respect your right under the 
fifth amendment to refuse to answer some of these questions. 

Do you know John Ormento? 

Mr. Santoro. I refuse to answer on the ground that it might tend 
to incriminate me. 

Senator DanreL. What business are you now engaged in? 

Mr. Santoro. I refuse to answer on the ground that it might tend 
to incriminate me. 

Senator Danrev. Are you engaged in a business of selling heroin ? 

Mr. Sanroro. I refuse to answer on the ground that it might tend 
to incriminate me. 

Senator Danrev. Are you engaged in the business of selling other 
narcotic drugs? 

Mr. Santoro. I refuse to answer on the grounds it might tend to 
incriminate me. 

Senator Danret. You feel that by telling this committee as to what 
business you are engaged in you might incriminate yourself ? 

Mr. Santoro. I refuse to answer on the grounds it might tend to 
incriminate or degrade me. 

Senator Dantet. Do you know Lucky Luciano? 

Mr. Santoro. I refuse to answer on the ground it might tend to 
incriminate me. 

Senator Danret. Have you been engaged with him in any type of 
activity whatever ? 

Mr. Santoro. I refuse to answer on the ground it might tend to 
incriminate me. 

Senator Dantet. I believe that is all; you are excused. 

Joseph Bendinelli. 

You do solemnly swear the testimony you are about to give to this 
subcommittee of the Senate Judiciary Committee will be the truth, the 
whole truth, nothing but the truth, so help you God ? 

Mr. BENDINELLI. Yes. 


TESTIMONY OF JOSEPH BENDINELLI, MALVERN, LONG ISLAND 


Senator Danret. Will you state your full name ? 

Mr. BenpDIneELuI. Joseph B-e-n-d-i-n-e-]-l-i. 

Senator Dantet. And your address ? 

Mr. BenpInetiti. 1441 10th Avenue, Malvern, Long Island. 

Senator Dantet. What is your age, sir, your age ¢ 

Mr. Benpinettt. I plead the fifth amendment. 

Senator Dante. Sir? 

Mr. BenpiNneE tt. I plead the fifth amendment on everything. 

Senator DanieL. You mean you refuse to testify as to your age on 
the ground it might tend to incriminate you ? 

Mr. Benpine.ut. That is right. 
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Mr. Gasqur. Mr. Bendinelli, in order that this committee may be 
absolutely certain that it is within its legal my 8) in asking these 
questions, and that there is a legal foundation laid, I would like to 
make this comment: That this committee will respect your rights of 
the fifth amendment as to any questions that might tend to incrimi- 
nate you. 

Senator Dantet. That could tend to incriminate you. 

Mr. Gasque. Or that could tend to incriminate you; but that on 
any question where there is no conceivable means that it might or 
could tend to incriminate you, then the Senator, the chairman, orders 
you to answer that question. 

If you fail to answer it, you may be held in contempt of the Senate 
of the United States. 

Mr. BENDINELLI. Yes. 

Senator Danre.. You understand that, sir ¢ 

Mr. BenpInewui. Yes. 

Mr. Gasqur. With that in mind—— 

Mr. BenprInecit. You want to ask me a question / 

Mr. Gasqur. We should appreciate it if you would weigh the ques- 
tions carefully in your mind to determine whether it would incrimi- 
nate you or would tend to incriminate you. 

Mr. Benorneu. All right. 

Senator Daniex. Allright. 

What is your age? 

Mr. Benpineuii. I refuse to answer on the ground it might incrim- 
inate me. 

Senator DanreL. Now, in view of the caution that has been given 
you by counsel for this committee, and because of the fact that the 
committee is not of the opinion that that could, under any circum- 
stances, tend to incriminate you, I hereby order you to answer the 
question. 

Mr. Benptnevii. What I am going to say? I am going to refuse 
to answer on the ground it might incriminate me. 

Senator Danrev. You still refuse to answer, in spite of the fact 
that. you have been ordered to do so, after the caution that has been 
given to you that you might be held in contempt of this committee 
if you claim the right under the fifth amendment on questions which, 
under no circumstances, could possibly tend to incriminate you, you 
still refuse to answer ? 

Mr. Benprne.ut. I refuse to answer any questions that might in- 
criminate me. 

Senator Danie. Well, you refuse to answer the question as to your 
age? 

Mr. Benptneit. I refuse to answer the question, that it might in- 
criminate me. 

Senator Danret. Because it might incriminate you? 

Mr. Benpinetut. The fifth amendment on these things. 

Senator DanteL. Where were you born? 

Mr. BenprneEtut. I refuse to answer that question. It would tend 
to incriminate me. — 

Senator Dantev. The chairman orders you to answer that question. 


Mr. BenpInetii. I refuse to answer any questions that might in- 
criminate me. 
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Senator Danrev. You understand that after you once claimthe 
fifth amendment on a question, if the chairman feels that it is not a 
proper thing for you to claim the fifth amendment and you refuse to 
answer the question on the ground it might tend to incriminate you 
under any circumstances, that I will, under those circumstances, order 
you to answer it, and then, if you still refuse to do so, you will continue 
to tell us, but I don’t want you to misunderstand, t do want you to 
know that if we are correct in asking you the question—— 

Mr. BenpINeELLI. Senator 

Senator Danret. And you do not have the right to refuse to answer 
such questions, after being ordered to do so, that you could be liable 
and are probably making yourself liable for contempt of this com- 
mittee and of the United States Senate. 

Do you understand that? 

Mr. Benprnecut. I plead the fifth amendment; I am no lawyer; 
I don’t know nothing about that. 

Senator Dante.. I say, do you understand what I just said? 

Mr. Benprnetut. I don’t understand nothing; I just understand 
I won’t answer any questions that might incriminate me. 

Senator Dante... Well, you understand that you won’t answer any 
questions that might incriminate you, but you understand this com- 
mittee is going to rule on some of these questions, and this com- 
mittee has ruled that under no circumstances could it tend to incrimi- 
nate you to tell the committee your age, or where you were born. 

Do you understand that? 

Now, do you still want to refuse to give us those answers? 

Mr. Benvrnetut. I refuse to give any answer. 

Senator Danie. You refuse to give any answers to this committee? 

Mr. Benpine.ut. Senator, I gave you my name and address. 

Senator Danret. What? 

Mr. BenpIneLLl. I gave you my name and address. I refuse to 
answer any other things that might incriminate me. I don’t know 
anything else about it. 

Senator Danre.. I want to ask you this: Do you refuse to answer 
any other questions, other than your name and address ? 

Mr. Benprinetu. Yes, sir. 

Senator Danzex. And on what grounds? 

Mr. Benpinewii. Anything I might say might incriminate me; the 
fifth amendment. 

Senator Dantev. Well, now, I am going to continue to ask you these 
questions one by one. 

Mr. Benptne.ut. Yes, sir. 

Senator Danrex. And cautioning you again that your refusal to 
answer some of these questions might cause you to be liable for con- 
tempt of this committee; and on each one where I think it would 
cause you to be liable for contempt if you do not answer, I will, after 
you have refused, order you to answer. Do you understand? 

Mr. Benprnewui. I refuse to answer anything on the ground it 
might incriminate me. 

Senator Danrev. Do you understand what I just said? 

Mr. Benpinetut. That is the only thing I understand; I don’t un- 
derstand nothing else. 

Senator Danret. You what? 
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Mr. Benpinevu. I don’t understand nothing else; I am not a 
lawyer. I was called here—— 

Senator Danten. Have you ever attended school? 

Mr. Benprinevu. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danret. Have you—you appear to be well dressed. What 
type of suit do you have on? 

Mr. Benprneui. I refuse to answer that on the ground it might 
incriminate me. 

Senator Dante. Did you ever go to college? 

Mr. Benprne.u. I refuse to answer that on the ground it might 
incriminate me, 

Senator Dante... What business have you been engaged in? 

Mr. BenprneExwr. I refuse to answer on the ground it might in- 
criminate me. 

Senator Danie. Tell us any business in which you have ever been 
engaged and which did not involve any violation of the law. 

Mr. Benpineut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danre.. Now, I want to ask you that question again, and 
order you—I hereby order you to answer it: Tell us any business or 
businesses that you have ever been engaged in which did not in- 
volve any violation of the law. 

Mr. BenpDIne.ui. I refuse to answer that on the ground I might 
incriminate myself. 

Senator DanireL. What type of automobile do you own? 

Mr. Benpineut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danre,. Have you ever known Lucky Luciano? 

Mr. Benpinewut. I refuse to to answer that on the ground it might 
incriminate me. 

Senator Dante.. Have you ever been engaged in any activity with 
Lucky Luciano? 

Mr. Benprneuut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Dante. Are you a barber? 

Mr. Benpinevut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danrex. I order you to answer the question whether or 
not you are a barber. 

Mr. Brenpine.ut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danret. Do you have any interest in a barbershop here 
in New York ? 

Mr. Benpine.ut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Dantret. I order you to answer the question. 

Mr. Benpineuut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Daniev. Are you engaged in any legal business ? 

Mr. BenpIneE.it. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danten. I order you to answer that question. 
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Mr. Benpinewi. I refuse to answer that on the ground it might 
incriminate me; fifth amendment. 

Senator Daniet. You understand if you give a truthful answer to 
the question as to whether or not you are engaged in any type of 
legal business it could not possibly tend to incriminate you? 

Mr. Benprneuuti. I refuse to answer that on the ground it might 
incriminate me. 

Senator Dantet. I plead with you to answer some of these questions 
where you know honestly it could not possibly tend to incriminate you, 
because I say to you that I think you are incriminating yourself by 
asking for a contempt citation from the United States Senate. 

I think you are asking to be held in contempt, tried and punished by 
the courts of this country for refusing to give answers to this com- 
mittee, and I think that is what you are doing. 

I want to warn you again that on any of these questions where you 
know honestly in your mind truthful answers could not possibly tend 
to incriminate you, I plead with you to give us the answers to the 
questions. 

I am going to go back over them. What is your age? 

Mr. Benprinevxt. I refuse to answer any questions on the ground 
it might incriminate me. 

Senator Dante. Where were you born? 

Mr. Benprineu. I refuse to answer any questions on the ground it 
might incriminate me. 

Senator Dantet. You refuse to answer any question on the ground 
it might tend to incriminate you? 

Mr. BenpiIne.tLt. Yes, sir. 

Senator Dantet. Do you mean to say that you are going to give that 
answer to every question I ask you, regardless of whether you believe 
it will incriminate you or not? 

Mr. Benpinevut. Yes, sir; I plead by the fifth amendment. 


Senator Danrev. Your answer to that is, yes, you plead by the fifth 
amendment ¢ 


Mr. Benprnettt. Yes, sir. 

Senator Daniex. That regardless of what the question is I might ask 
you or how relevant it might be, and how far it might be away from 
incriminating you or tending to incriminate you, you are still not go- 
ing to answer it? 

Mr. Benprnecit. You say it and I will answer it then. 


Senator Dante. Well, I say, I just asked you, you are not going 
to answer it? 


Mr. Benpine.ui. I refuse to answer on the ground it might in- 
criminate me. 

Senator DanteL. You mean you refuse to even tell me whether or 
not you are going to claim the fifth amendment on all questions, re- 
gardless ? 

Mr. Benvineui. I refuse to answer on the ground it might in- 
criminate me. 

Senator Danrex. Do you own the house in which you live? 


Mr. Benprne tt. I refuse to answer that on the ground it might in- 
criminate me. 


Senator Danrex. Do you wear glasses? 
Mr. Benprnewtt. I refuse to answer that. 
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Senator Daniev. On what ground? 
Mr. Benprnewit. On the ground it might incriminate me. 

Senator Dantrev. Mr. Bendinelli, do you honestly believe that a 
truthful answer to that question could under any stretch of the imagi- 
nation tend to incriminate you? 

Mr. BenpDrINne ut. I refuse to answer that on account of it might in- 
criminate me. | 

Senator Dante.. I order you to answer the question. 

Mr. Benprneuur. I refuse to answer on the ground it might in- 
criminate me. 

Senator Daniex. You still refuse to answer even after being ordered 
to do so? 

Mr. Benprnewui. I refuse to answer on the ground it might in- 
criminate me. 

Senator Danrev. Do you know anyone in New York or New Jersey 
who is connected with the narcotics traffic ? 

Mr. Benpvine.ut. I refuse to answer that on the ground it might in 
criminate me. 

Senator Dante.. Have you ever used any type of narcotic drugs 
personally ¢ 

Mr. Benpinewut. I refuse to answer that on the ground it might in- 
criminate me. 

Senator Danieit. Do you know Michael Coppolla? 

Mr. Benpinewui. | refuse to answer that on the ground it might 
incriminate me. 

Senator DanteL. Do you have a telephone in your home / 

Mr. Benprnev. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danrex. I will be frank with you—lI hate to see any person 
so clearly in contempt of the United States Senate as you have been in 
here today. I hate to see it from the standpoint of the public, but also 
from the standpoint of your own good. 

Are you a family man? 

Mr. Benpineuui. I refuse to answer that on the ground it might 
incriminate me. 

Senator Dantex. I order you to answer that. 

Mr. Benprnewut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Dante.. Are you married ¢ 

Mr. Benprnewtt. I refuse to answer that on the ground it might 
incriminate me. 

Senator Dantet. Where do you live? 

Mr. Benprnetut. I gave my address before. 

Senator Danret. How long have you lived there ? 

Mr. Benprnewui. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danrev. Are you engaged in any type of business in New 
York City? 

Mr. Benpinent. I refuse to answer that, sir, on the ground it might 
incriminate me. 

Senator Danie... Have you ever been engaged in the barber 
business ? 

_ Mr. Benprnexwt. I refuse to answer that on the ground it might 
incriminate me. 
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Senator Dantev. Do you have any children ? 

Mr. Benornewut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danret. Have you ever made a trip to Italy? 

Mr. Benprnexut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danret. Do you have any relatives in Italy ? 

Mr. Benprnetui. I refuse to answer that on the ground it might 
incriminate me. 

Senator Daniet. With all the warnings I have given you, and the 
appeal I made to you, do you still refuse to answer all other questions 
that I might ask, regardless of whether or not you think they would 
tend to incriminate you? 

Mr. Benprnetti. You ask them and I answer them. 

Senator Dantev. Well, I just asked them. 

Read the question to him, Mr. Reporter. 

(Question read.) 

Mr. Benprnetu. I refuse to answer that on the ground it might 
incriminate me. 

Senator Dante. I want to say this to you: that I think it is relevant 
to this hearing, the questions I am going to ask you now, and I want 
to assure you that in the opinion of this committee no answer to these 
questions could possibly incriminate you; that is our opinion. 

But we do think it is relevant to the hearing that we are conducting, 
and that is, have you conferred with anyone other than your lawyer 
about your appearance before this committee ? 

Mr. Benprnetxt. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danret. I order you to answer that question. 

Mr. Benprnetut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Dantev. Have you talked with Joseph Vento about your 
appearance before this committee ? 

Mr. Benprnettt. I refuse to answer that on the ground it might 
incriminate me. 

Senator Dantev. Have you talked with Salvatore Santoro about 
your appearance before this committee? 

Mr. Benprnetut. I refuse to answer that on the ground it might 
incriminate me. 


Senator Danie. Did you come to the committee room with Salva- 
tore Sontoro? 


Mr. Benvrnetut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danret. I order you to answer that. 

Mr. Benprnetut. I refuse to answer that on the ground it might 
incriminate me. 
. Btnator Dante. Did you come to the committee room with Joseph 

ento 

Mr. Benornexut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Dantet. I order you to answer the question. 


Mr. Benprneut. I refuse to answer that on the ground it might 
incriminate me. 
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Senator Danizx. Have you ever been to Washington? 

Mr. Benprne.ut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danrev. Have you ever been to any city outside of New 
Jersey or New York for a purpose that had nothing to do with any 
illegal operation ? 

r. BenpInELLI, I refuse to answer that on the ground it might 
incriminate me. 

Senator Dante... Have you ever taken a vacation—— 

Mr. Benpine.1t. I refuse to answer that on the ground that it might 
incriminate me. 

Senator Danret. Would you let me finish the question? Have you 
ever taken a vacation anywhere from New York or New Jersey ¢ 

Mr. Benprne.ut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danrev. Have you ever attended any type of meeting out- 
side of New Jersey or New York? 

Mr. Benpineuut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danrez. I order you to answer that question. 

Mr, Benprneuui. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danret. Have you ever attended any type of meeting in 
Miami, Fla. ? 

Mr. Benprnett. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danrev. I order you to answer that question. 

Mr. Benoprnetut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Daniet. Have you attended any type of meeting in Miami, 
Fla., that had no connection whatever with any criminal activity or 
violation of the law? 

Mr. Benprnettt. I refuse to answer that on the ground it might 
incriminate me. 

Senator Dantet. I order you to answer the question. 

Mr. Benprnetut. I refuse to answer that on the ground it might 
incriminate me. 

Senator Danre.. Have you ever been here in this courtroom before 
this afternoon ? 

Mr. Benvinexui. I refuse to answer that on the ground it might 
incriminate me. 

Senator Dantex. I order you to answer the question. 

Mr. Benpinewut. I refuse to answer it; it might incriminate me. 

Senator Dante.. Just a moment. As I say, I regret it from your 
standpoint in the way in which you have acted, the contempt of this 
committee, and I regret it from the standpoint of the United States 
Government, which sends out a Senate committee, that a citizen of this 
country would not cooperate any more than you would have in giving 
answers to questions of this committee, and I am now referring not to 
the questions which could possibly tend to incriminate you, but to 
questions which are relevant to this committee’s business, which could 
not in any way incriminate you, and which you know honestly in 
a and in your mind could not incriminate you one bit in the 
world. 
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It is a regrettable occasion, and the first time it has happened in my 
work on’ an investigating committee. 

You are excused. 

Mr. Sayler, Mr. Kuznesof—will there be anyone else from the Fed- 
eral Probation Office here that might appear to whom you might refer 
for any answers ? 

You all might as well come up here and sit in case they wish to refer 
anything to you. 

You may all be sworn together. 

Do you, and each of you, solemnly swear that the evidence you are 
about to give this subcommittee of the Senate Judiciary Committee, 
will be the truth, the whole truth, and nothing but the truth, so help 
you God ? 

Mr. Sayter. I do. 

Mr. Kuznesor. I do. 

Mr. DeKats. I do. 

Miss Paneuna. I do. 


TESTIMONY OF ARCH E. SAYLER, DEPUTY CHIEF UNITED STATES 
PROBATION OFFICER; MORRIS KUZNESOF, LEON DE KALB, AND 
EVELYN PANELLA, PROBATION OFFICERS, UNITED STATES DIS- 
TRICT COURT, SOUTHERN DISTRICT OF NEW YORK 


Senator Dantev. Please sit down. 

We appreciate the cooperation that your office has shown this com- 
mittee throughout our first day’s hearings up here in June, and now 
throughout this hearing, and we appreciate the information you 


have gathered at the request of this committee. 

As I understand it, your office probably handles as many drug 
addicts who are paroled or put on probation as any office in the entire 
United States. Would you think that is true, Mr. Sayler? 

Mr. Sayter. I think that probably is true, Senator. I do not have 
the exact figures, so that I could give you that as proof. 

Unfortunately, we have not had the manpower to survey our com- 
plete caseload, which is about 31,000 cases. 

Senator Dantev. You mean you have had 31,000 cases of proba- 
tion, that is on all offenses ? 

Mr. Sayer. Probation and parole. 

Senator Danret. On all offenses? 

Mr. Sayter. That is right. 

Senator Dantev. Here in the southern district ? 

Mr. Sayer. Since 1930 in the southern district court. We just 
haven’t had the people available to go over all that and find out how 
many of those cases were actually cases involving addiction. 

Senator Daniev. About what percentage would you think might be 
involved, might involve drug addicts, based on whatever figures of 
recent years you do have? 

Mr. Sayer. Well, my guess—and that is all it is—is about 20 per- 
cent of our caseload are people who are addicted or have used drugs. 

Sepainn: Dantet. Do you have any percentage on your present case- 
load 

Mr. Sayer. No, I do not; I am sorry, Senator. I could get those 
figures and give them to you tomorrow morning. 
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Senator Danre.. Very well. 

Mr. Sayer. Or send them to you. 

Senator Danre.. That will be fine. You send them to us and we 
will put them in the record. 

(The additional information supplied by Mr. Sayler is as follows :) 


I find that of 876 active cases under supervision on October 1, 1955, 99 or 1150 
percent had been active users at one time. 


Senator Dante.. Our committee in June asked you to prepare some 
information for us and, as I understand it, that has been done. 

Do you have that report? 

Mr. Sayuer. This report, which Mr. Kuznesof is handing to the 
reporter, is a report of a study which he made voluntarily. 

He was interested in the ine addiction problem, so he studied 
the drug addict cases that were given to us by our judges as proba- 
tioner patients to go to Lexington for a cure, and over a 5-year period 
he found 85 cases where people who were brought into our court for 
any Federal charge were found to be addicted, and were granted the 
special privilege by the judge of being placed on probation and sent 
to Lexington for a cure, and when they returned to New York, they 
were on the probation supervision that the judge had! designated for a 
period of time or until they became involved in a new offense or until 
they relapsed to drugs or until it was necessary for us to take some 
action. 

And Mr..Kuznesof will discuss his findings, which are included 
in this report after I make my little comments about what we, as 
probation officers, try to do with the drug addicts who come under our 
supervisiqn. 

Senator Danteu. That will be fine, and we will make that a part of 
the record; we will include that in the appendix of the record. 

(The document entitled “Probation for a Cure” will be found in the 
appendix on p. 2091.) 

Senator Dantet. All right; you may proceed. 

Mr. Sayer. Senator, I first want to thank you for the opportunity 
of appearing here. I do not know whether you have heard from 
probation officers before, but we feel that we are probably the people 
who have had, maybe not the most, but at least a great deal of experi- 
ence with the problem of drug addiction because, as you know, when 
Lexington and Fort Worth were authorized by law over 20 years ago, 
there was a provision made in the law that addicts could be admitted 
to the hospital in four different ways. 

One of those ways, besides being admitted as voluntary patients, 
was as a condition of the probation they would be granted in the Fed- 
eral court they would be required to submit themselves to the hospital 
for treatment, and would be required to report to the probation officer 
following their period of treatment for the period of probation. 

Another way that addicts get themselves into Lexington is as a 
part of a committed prison sentence. 

Under the law which established the Federal Probation Office, the 
Federal Probation Act, we are required to work as parole officers for 
the Federal Bureau of Prisons and the United States Parole Board, 
so that it so happens, as a result of these laws that we do have under 
our supervision at various times addicts on probation or addicts who 
have received treatment that are on probation—I will change that— 
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because we do not try to keep them on supervision if they are actively 
addicted, and we also have parolees who Sate been through the treat- 
ment at Lexington, and in some cases used to be before the law was 
changed we had all men who, men and women who, were condi- 
tionally released on any term over a year and a day under our super- 
vision. 

The law has been changed within the last 2 or 3 years, so we only 
get those men and women who are committed to over 214 years. 

Under that they are released on flat time, and they are not granted 
supervision. 

During the past 2 days the committee has heard a great deal of 
testimony bearing on the lack of posthospital treatment. The impli- 
cation was that there is no organized plan for aftercare and that 
addicts are turned out of the Eoepitels with a suit of clothes and 
carfare home and no plan for the future. 

While this may be true in many cases, possibly a majority of the 
cases, it does not hold for the Federal prisoner patient or the Federal 
probationer patient as, ever since the hospitals were established more 
than 20 years ago, addict patients falling into these categories have 
been released under a form of supervision and control which is dic- 
tated by the type of jurisdiction which sent them to the hospital. 

Here in New York City, which is probably the largest single center 
for supplying patients to Lexington, we have had considerable experi- 
ence in supervising those men who have received the benefit of treat- 
ment at the hospital. Over the years, we have been learning how to 
deal with the addict personality and, as our understanding improved, 
our methods have changed. 

[ will not take up the time of this committee by an historical review 
of our changing viewpoint. It is sufficient to state, that at this time, 
we are convinced that the addict personality cannot be modified in 
a short period of hospitalization and that, depending on the circum- 
stances of the particular case, the process of rehabilitation may take 
a long time and may involve several relapses to drugs before a final 
cure. 

We are in agreement with the idea expressed yesterday, that our 
conception of a cure should be redefined to consider abstinence from 
the drug as the measure of success. If, over the years, we can encour- 
age an addict to refrain from use of drugs over longer and longer 
periods during which he is able to work and take his proper place 
in the community, we may achieve success. 

Perhaps it is appropriate to insert in my remarks at this point a 
brief statement of our basic theory of treatment. Probation and 
parole work are, essentially, the application of the social casework 
technique to the problem of readjustment of delinquents. Social 
casework has been defined in a great many ways but, primarily, it is 
the method whereby we seek to help an individual develop the capac- 
ity to direct his life along constructive channels, and to discover the 
resources within his environment and personality which will permit 
him to derive personal satisfaction from a type of living which does 
not bring him into conflict with the accepted standards of decent 
behavior. 

I realize that is a long sentence, but you cannot very well say it in 
much less than that. 
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Another way of saying this is that we try to understand each per- 
son as an individual, to seek the key to his personality and behavior 
problems in a study of his personal history and the influence which 
affected him. 

We try to know him well enough to be of assistance in making im- 
portant decisions, to know when we should eee emotional and 
possibly material support, or when we should withhold it, to know 
when we should supply positive, active direction, when we should 
remain passive and permissive and to know when a person has 
achieved a state of constructive self-determination from which we 
can withdraw. 

Social casework is, in essence, a scientific process in that it uses the 
scientific approach for making a social study, a social diagnosis and 
attempts at a prognosis for the client. It is an art, in the sense that 
it requires in its practitioners a highly developed sensitivity to the 
feeling of ours, sympathy and understanding without sentimentality, 
patience to the extreme, a quality of unshockability which will permit 
the client to confide his innermost thoughts and feelings knowing 
that his listener will not be judgmental and will not be inclined to 
cast him out as a sinner. 

The major tool of the social caseworker is the interpersonal rela- 
tionship which is brought about by the need of the client and the ob- 
jective function of the caseworker. 

In the situation with which I am most familiar, that of probation 
and parole, the relationship is brought about by an order of the court 
or of the parole board oasih: is, in that sense, involuntary as far as the 
client is concerned. 

The defendant does not necessarily ask to be placed on probation 
but accepts it as the lesser of two evils. Being on probation is always 
better than being sent to jail. In like sense, a parolee accepts his status 
as being on parole is always better than remaining in prison. Always 
present in the background of either of these situations is the factor of 
authority. 

One of the great difficulties which must be surmounted in developing 
a constructive casework relationship on probation or parole is the 
presence of the power of arrest. The probation-parole officer often 
looks to the client almost exactly like a cop and this feeling must be 
surmounted by the skill, tact, and personality of the officer. 

The readjustment problems presented by addicts and former addicts 
are not, basically, any different than the readjustment problems of 
others, except that they are intensified. Addicts are, by and large, 
persons of weaker personality and somewhat more defective in their 
character traits than the general run of clients of social agencies who 
are treated for domestic difficulties, unemployment, maladjustments in 
school, et cetera. The addict is a social outcast as far as employment 
in many areas is concerned, no matter how thoroughly he has been 
disassociated from the drug and how sincere his intentions, he is the 
object of great suspicion on the part of those who deal with him and 
know his history, and often he ies been disowned by his immediate 
family who, after trying for years to straighten him out, have given 
up in disgust and locked the door against him. 

It is in the face of problems such as these that the probation or parole 
officer must attempt to help the addict: maintain his morale, secure em- 
ployment, offer financial aid if employment is not immediately forth- 
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coming, to develop new acquaintances and associations to substitute 
for the old addict pals, to reestablish normal family relationships, and 
to face the reality of the rejecting social situation with some degree 
of fortitude. 

While the addict is in the hospital, the probation officer has the op- 
ae to be in touch with his family or his friends for the possi- 

ility of securing living quarters, the possibility of securing employ- 
ment leads; he can look up his old employers to see if they will reem- 
loy him. 
- Hopefully he will find some lay adviser who would be interested in 
this person and would be a first friend in the community, who will not 
be judgmental, and will not weer tenns 4 accuse the addict of being a 
fallen person who is not worthy of consideration. 

Yesterday Dr. Lowry stated that parolees, probably, because they 
are ilegnd with a definite plan from the hospital, have shown the 
greatest success record. That has been our own experience, and I am 
sorry that I cannot quote statistics. I can get those statistics if the 
committee wants them, to show that, by and large, parolees violate the 
conditions of their parole less often than do probationers or people 
who are under the condition of released supervision of the parole 
board, which is a different kind of release. 

Parolees are granted a special privilege in that they are considered 
for an early release from the institution or from the hospital after 
one-third of their prison term has elapsed, and if the constructive plan 
can be suggested either by friends in the community or the social 
agency so that it is known that if the man will not be released from the 
hospital into a vacuum because of this, and also, I believe, because of 
the psychological factors involved in parole, where the parolee knows 
that he can be returned to the institution almost immediately without 
a court hearing, without a consulting of a lawyer, without the privi- 
lege of bail, and can be rehospitalized, the parolee knows that and, 
therefore, takes less chances with his liberty than he might if he were 
on probation or under some other form of release supervision. 

In our office we try 

Senator DanrIeL. So you would recommend that system over the pro- 
bation system ¢ 

Mr. Sayter. We would, Senator; and Mr. Kuznesof’s figures show 
why we do that. 

We have had considerable experience with the probation for a cure 
system, and we have found that, first of all, the probationers feel like 
they are accepting a right and not a privilege—probation is a priv- 
ileged kind of disposition in a court. 

We find that when the probationers do relapse to drugs, it is nec- 
essary for us to arrest them, charge them with a violation of proba- 
tion. They have the privilege of bail, they have the privilege of an 
attorney; sometimes we find that we are the ones who have to prove 
that they are addicted, and we are the ones on trial. 

We have found that in supervision, the type of contro] which can 
be exercised by the parole board is easier to administer, and has a 
stronger punch, if I might put it that way, than the type of control 
which may be exercised on probation. 

When we get a person, any person, for either type of supervision, 
they are given a set of conditions of behavior. 
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You probably are quite familiar with these things. I have here a 
set. of conditions of probation which are standard for the entire Na- 
— which tell the man the conditions under which he is granted his 
libert 

Senathe Dante. May we place those in the record at this point! 

Mr. Sayter. Yes, you may. 

(The document referred to follows :) 


PROBATION FORM 7 
(Revised 10—1—49) 


CONDITIONS OF PROBATION 
Unrrep States Districr Courr 


FOR THE DISTRICT OF 


Docket No... _- 

In onsentes with authority conferred by the United States Probation Law, 
yoa have been placed on probation on this date, _..._....._.._..________, for a 
period of by the Hon. ‘ nat 
United States District Judge, sitting in and for this District Cc Yourt at aad 


It is the order of the Court that you shall comply with the following general 
and special conditions of probation. The general conditions are as follows: (a) 
Refrain from the violation of any state and federal penal laws. (b) Live a clean, 
honest and temperate life. (c) Keep good company and good hours. (d) Keep 
away from all undesirable places. (e) Work regularly. When out of work, noti 
fy your probation officer at once. (f) Do not leave or remain away from the city 
or town where you reside without permission of the probation officer. Notify 
your probation officer at once if you intend to change your address. (g) Con 
tribute regularly to the support of those for whose support you are legally re 
sponsible. (h) Follow the probation officer’s instructions and advice. The Pro 
bation Law gives him authority to instruct and advise you regarding your 
recreational and social activities. (i) Report promptly on the dates set forth. 
If for any unavoidable reason you are unable to do so, communicate with your 
probation officer without delay. 

The special conditions ordered by the Court are as follows: Subject to the 
standing probation order of this Court. (See other side.) You may not serve 
as an informer during your probation. 

You are hereby advised that under the law the Court may at any time revoke 
probation for cause, modify the conditions of probation, and reduce or extend 
the period of probation. You are subject to arrest by the probation officer with 
out a warrant. At any time during the period of probation or within 5 years 
from the date you were placed on probation the court may issue a warrant and 
revoke probation for a violation occurring during the period of probation. 

The Court has placed you on probation, believing that if you sincerely try to 
obey and live up to the conditions of your probation, your attitude and conduct 
will improve both to the benefit of the United States and of yourself. 

You will report as follows : 

(Signed) 
(Probationer ) (Probation offic er) 


At A Sratep TERM OF THE District CourT oF THE UNITED STates HELD IN AND 
FOR THE SOUTHERN District or New York, IN THE UNTTED STATES COURTHOUSE, 
IN THE BorouGH OF MANHATTAN, City OF New YorK ON THE 6TH Day or 
JUNE, 1932 


Present: The honorables, John C. Knox, Henry W. Goddard, William Bondy, 
Frank J. Coleman, John M. Woolsey, Francis G. Caffey, Alfred C. Coxe, Robert 
’. Patterson. 


ORDER M 11-183 


IN THE MATTER OF GENERAL CONDITIONS OF PROBATION where 
execution of sentence in criminal cases is suspended. 


71515—56—pt. 5 24 
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Due deliberation having been had, it is 

OrpvERED, that effective June 7, 1932, the following shall be the conditions of 
probation applicable to all persons placed on probation by this Court. 

1. The probationer shall not violate any State or Federal penal law. 

2. He shall live a clean, honest and temperate life. 


3. He shall not frequent undesirable places and localities, nor shall he associ- 
ate with undesirable persons. 


4. He shall seek and continue in steady employment and shall immediately 
notify the probation officer of any change in or cessation of employment. 
5. Upon change of residence, he shall notify the probation officer. 


6. He shall not leave the jurisdiction of this Court without permission of the 
probation officer. 


7. He shall contribute regularly to the support of those whom he is legally 
bound to support. 


8. He shall follow the probation officer’s instructions and advice regarding his 
recreational and social activities. 

9. He shall report at such times and places as the probation officer shall direct. 

10. He shall obey such other conditions as may be imposed by the probation 
officer to insure compliance with the foregoing provisions in paragraphs 1 to 9 
inclusive. 

Acceptance of probation by the defendant shall constitute acceptance of the 
conditions hereinabove set forth. 


Jno C. Knox, U.S. D. J. 
HENRY W. Govpparp. 
Wo. Bonpy. 

FRANK J. COLEMAN, 
JOHN M. WOOLSEY. 
FRANCIS G. CAFFEY. 
ALFRED C, Coxe. 
Rosert P. PATTERSON. 


Filed U. 8. District Court. 


Mr. Sayter. When a person is released from a hospital on parole, 
he is given a very similar set of conditions. These conditions are 
reasonable, they are only what are expected of a good citizen who is 
behaving in a normal way. 

We do not expect perfection. When we have to charge a person 
with violation of the conditions of his probation, it is because he 
has deviated so much from the normal that we can no longer take the 
responsibility of allowing him to be on the street. 

That usually happens in the case of an addict when we discover that 
he has returned to the use of narcotics. 

Senator Danrev. Wait a minute, you said that usually happens 
when ¢ 

Mr. Sayuer. In the case of an addict, in the case of a person, who has 
been known to use narcotics. 

Senator Danret. You mean by that, you think that whenever the 
addicts go back on to the drugs that they are no longer safe to be on 
the streets ¢ 

Mr. Sayuer. We have always felt they had to take them off the 
streets immediately. First of all, for their own protection, because 
we know that an addict cannot leave our office if we discover him to 
be addicted or to use narcotics, he cannot leave our office but that 
within a matter of hours he must violate the law in order to secure 
his supply, and we feel, as employees of the court, we cannot allow a 
person to go out and become a law violator when we know that is what 
he must do. 

Senator Dantex. Is there any other reason why you think a person 
ander narcotic drugs should not be out on the streets ? 
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Mr. Sayuer. Well, yes; it was demonstrated here before the com- 
mittee this afternoon, the danger of association and contagion. 

We know the addicts associate with each other. A man who needs a 
shot or a woman who needs a shot will hunt up his pal, who knows he 
is addicted, and beg a shot from him. There is always this attendant 
danger of contagion. 

Senator DanizeL. Have you found that addicts will also spread the 
wee to other people in the families who have not previously been 
addicted 

Mr. Sayer. We have found that addicts who have buddies who do 
not use it, as was demonstrated this afternoon, are anxious to have 
company in their misery, if I may use that old cliche. 

Senator Daniex. You find some of them spreading their addiction 
to others without the profit motive in mind? 

Mr. Sayuer. Purely as a matter of companionship, they like other 
people to have the sensation. 

Senator Danre.. Right at this point, what is your idea about the 
proposed clinic by which narcotics would be dispensed legally to 
addicts ¢ 

Mr. Sayter. We, in our office, and I think I can speak for all of 
the people here, are definitely opposed to any idea that would grant 
sustaining shots to an active addict. 

Senator Danret. You think they would be a danger to society to 
have these addicts out on the streets ? 

Mr. Sayuer. Definitely. 

Senator Dante. Is that the opinion of all of the representatives 
here of your office? 

Mr. Sayer. Yes. 

To identify myself, my name is Arch E. Sayler. I am the deputy 
chief probation officer in this court. I have been a probation officer 
here for 18 years. 

Senator Danzew. This is the Southern District Court of New York? 

Mr. Sayer. Yes. 

This is Mr. Morris Kuznesof. He is a probation officer, and has been 
for 414 years. 

On my left is Mr. Leon De Kalb, who has been here 12 years. 

Senator Dantet. His title? 

Mr. Sayter. He is a United States probation officer in this court; 
and on my far left is Miss Evelyn Panella, and she is a United States 
probation officer, and she has been here 7 years. 

She has assigned to her the caseload of all women probationers and 
parolees who are under our jurisdiction, and she also has had consid- 
erable experience with people who have been addicted or who have had 
treatment for addiction or do become addicted while on probation. 

Senator Danie. And the opinion just stated by Mr. Sayler con- 
cerning this legalized dispensing of drugs is the opinion of all of you 
present. here today ¢ 

Mr. Kuznesor. Yes. 

Mr. De Kats. Yes. 

Miss Panetia. Yes. 

Mr. Sarter. The only possible exception that we have ever known, 
in discussing this very thing at lunch today, one of our officers stated, 
and this is in our caseload of 30,000 cases, one of our officers stated 
that he remembers one case where he made an investigation after. a 
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man had been brought in to the court, and discovered that this man had 
been a, what we might call, quiet, noncriminal addict for many years, 
and had only come to the attention of the authorities when his original 
source of supply—and it had supplied him over the years—died, and 
he went out to find a new connection. 

Apparently he had had a good job for many years, and had main- 
tained himself on a maintenance dosage, perfectly quietly, had never 
had any contact with anybody else. 

That is one case out of 30,000 that we know of who are on duty in 
the office today. 

So we cannot say definitely that there are no cases when a person 
might not quietly use narcotics and stay out of the hands of the law. 

I believe I can say, without being contradicted by anybody, that 
the balance of our experience is that these people cannot stay out of 
trouble once they are on the drugs, and it has been the policy of our 
office for the entire time I have been here, which is 18 years, immedi- 
ately we discover or have any symptoms or any hint that a person was 
again using drugs, we take steps immediately to have that person ex- 
amined, either arrest them and place them over in West Street or some- 
times we take them on very rare occasions we would take them, to a 
private doctor, but we try to get treatment immediately. 

Senator Dante... That is withdrawal treatment ? 

Mr. Sayuer. Well, sometimes it is “cold turkey.” 

Senator Dante... “Cold turkey” or withdrawal. 

Mr. Sayer. We take them off the drug just as fast as we find out 
about it. 

Senator Daniet. Did you have anything else to place in the record, 
Mr. Sayler? 

Mr. Sayuer. I did not have, Senator, but I will see that you do get 
the statistics on the number of people in our present caseload who 
have been at one time or another narcotics users. 

Of course, they do not stay on the caseload after they go back to it. 
We close the case out and see that the person either gets to Lexington 
or gets some other kind of treatment. 

Senator Danreu. Yes. 

Mr. Sayer. There is one thing I would like to say, in furtherance 
of my testimony, and that is this: There has been—I do not want. to 
make it sound as though there has been no followup attempt on the part 
of Lexington, and the people who were testifying here yesterday did 
not mention this, and I do not know, I hope f ait not out of vind to 
mention it, but over the past 2 or 3 years there have been 2 social 
workers, two psychiatric social workers, who at one time were attached 
to the staff at Lexington, here in the city, who act as free consultants, 
voluntary consultants, to the people who have been discharged from 
Lexington, entirely on a voluntary basis. 

We have talked with these people. We understand that they do 
have a relative amount of success in contacting the former patients. 
but there is no mandatory requirement that the patient go to them, 
and there is no requirement that the patient even tell them the truth 
about his situation. 

There is that little voluntary followup here in the city as far as 
Lexington graduates are concerned. 

I might also say that the resources that are available to former 
addicts and former patients are very limited. 
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Mr. Kuznesof may mention—in his study he points out that it 1s 
extremely difficult to get employment for these people because the 
New York State Employment Office, if it knows that a person has 
once been addicted, will not refer that person for a job, and so our big 
public agency that we should be able to use for job referrals, simply 
throws up their hands and say, “We can’t do it. He isa former addict, 
and we can’t touch him.” 

Senator Daniei. Well, you can understand—— 

Mr. Sayuer. I can understand it. 

Senator Dante.. You can understand that attitude. 

Mr. Sayuer. It is one of those impassés where we, who are trying to 
buiid up the morale of an addict, he comes out, he has got good inten- 
tions, he is physically off the drugs, he is desaturated, he wants to 
work. We find that it is just very, very hard to get somebody who 
will even give him an opportunity ns 4 naturally, these people go 
back and seek, quite often go back and seek, solace among their friends. 

Senator Dantev. Wouldn’t you think that in cases of that kind it 
would be proper for us to have some kind of a camp or colony or farm 
or something to which these people like that can be sent so as to get 
away from their old environment, and even mandatorily keep them 
there rather than to have them back on the streets in their old 
environment ¢ 

I am talking now about the cases where you cannot possibly find 
them jobs or get them away from the old environment, and the type 
of environment in which they will stay off the drugs. 

Mr. Sayer. I am not prepared to make a definite statement about 
the work colony idea, although it is a good idea for the old chronic 
dependent—we have a tremendous big work colony operated by New 
York City in Orange County called Camp La Guardia, where there are 
several hundred elderly semicrippled indigents, men who simply live 
up there. It keeps them off the Bowery. 

It is a good thing. It is probably cheaper to do that than it is to 
let them stay down here and being constantly picked up. 

The kind of work-camp project which has always seemed to me 
to have been very valuable, and which was lost back after the depres- 
sion, was the National Youth Administration which used to have 
forestry camps, and in those days I used to work in a welfare agency, 
and we did send young fellows out to these work camps. Some of 
these men went as far out as Idaho, all over the country, were put into 
good healthy surroundings; it was a disciplined life, which is good for 
these people, because these people, by and large, cannot discipline 
themselves. 

They do not direct themselves properly, and it gave the youths 
who went to these camps a chance to earn a little money, $20 a month, 
plus their keep, which they could send home, and also gave them a 
chance to learn a useful occupation and have a feeling of doing some- 
thing useful. 

One of the troubles we have found with addicts is that many times, 
especially these youngsters like this 18-year-old who was in here, al- 
though he had been working, these youngsters have never had the ex- 
perience of doing a useful job, of feeling worthwhile in the world, 
and if that could be supplied, even in as artificial a way as manufac- 
turing work for them, that would be important. 
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Another thing which we have talked about for years, and which is 
not available to us—there are no immediate relief funds, immediate 
funds available to take care of a man’s personal needs right now when 
he gets back to town. 

Many of these men are released from Lexington with a minimum 
in the form of a gratuity, possibly $10 or $15. That will last them 
1 day when they get to the city. 

If there were a way that we could see to it that they did not have— 
I will put that in a positive sense, that they did have the basic physical 
needs, they had shelter, they had food, they had an opportunity to 
purchase a job, that is, at a paying agency or we could guarantee an 
agency that a fee would be paid—we did have for a while in this office 
a little welfare fund in which each of us chipped in, and by which we 
would ask people to help us to give money, and we found that while 
it never amounted to more than a hundred dollars, it rotated as people 
would get jobs and pay it back, we found that as an emergency meas- 
ure to be able to help a person over the first few weeks—the critical 
time in release from an institution is the first 2 or 3 weeks. If we 
can get a person over that critical period and he begins to get the feel- 
ing that he belongs to the community, he belongs at home again, that 
people are going to accept him, they are going to talk to him, they are 
going to pay attention to them, if we can just get them over that 
period, it 1s very important, and that is one of the places in which we 
are stuck right now. 

Senator Dante... We certainly appreciate these suggestions and this 
statement. 

It looks like those of you who have stayed with us through all the 
hearings always end up here at a time when we promised to quit. 

I wonder, though, if we could get your statement in the record 
with any brief summary of comments, or do you feel like we ougiit 
to try to take it up tomorrow ? 

Mr. Kuznesor. That is up to you, Senator. I will be here tomor- 
row. If you wish, I could summarize and bring out the high points 
of the report. 

You already have the report, and you could have that for further 
study. That is entirely up to you. 

Senator Danie... Well, let us put the entire report in the record, in 
the body of the record, and then suppose you summarize the high 
points or those which should be called to our personal attention here 
and now, and then if we see that we cannot get through, I think we 
might have a public hearing in the morning, we will finish in the 
morning. . 

Mr. Kuznesor. I will try to gear myself to the previous testimony 
of other individuals and more or less try to bring up the points you 
were trying to get out. 

Senator Dantet, Yes. 

Mr. Kuznesor. As Mr. Sayler has indicated, a probation officer do- 
ing supervision has two main functions: one function is to protect 
society, and to help the individual. They are not in conflict with 
each other. 

By helping the individual we help society. By removing the man 
from-society and sending him to a place where he can get some train- 
ing and rehabilitation, we are also helping him, at the same time we 
are protecting society. 





V 
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This report was made in an effort to find out why probation for cure 
was not working. 

Now, probation for a cure means granting probation on condition 
that a man goes to Lexington, and the usual stay at Lexington was 
135 days. 

Now, this was granted to 85 cases, but 83 individuals; 2 individuals 
received this sentence twice. 

Whereas probation works for the nonaddict as a result of this report 
we can clearly say that it does not work with an addict, and that could 
be based on several factors. 

First, the personality of the addict; second, the sincerity of the 
addict; and 

Senator Dantex. Did you say sincerity ? 

Mr. Kuznesor. Sincerity. 

We find many of the addicts do not want a cure. They are satis- 
fied with the way they are. 

Senator Danret. And you think if they had free drugs—— 

Mr. Kuznersor. They will be very satisfied 

Senator Danzex (continuing). They will be very happy? 

Mr. Kuznesor. And if I may indicate three cases, even though they 
might express sincerity, there might be a different purpose in mind. 

Miss Panella had a case where a 20-year-old girl, when she appeared 
before the court, said : 








Your Honor, I am sincerely interested in being rehabilitated. I have here a 
letter from Lexington. Please send me to Lexington; don’t send me to jail, and 
I will go down at my own expense. 

Five days later we learned subsequently that she did not go down. 
Five days later she was picked up and questioned about a murder. 
They found out she was released—before they released her they found 
out she was on probation, and notified Miss Panella, who brought her 
before the court, and this time sent her down to Lexington via the 
marshal. 

She was released from Lexington, I think, on August 24. She was 
found dead on August 25. We believe it is an overdose. 

In fact, Miss Panella questioned another probationer released the 
same day as she, and indicated that this girl had told her, the dead 
girl told her, she was going back, she was coming back. 

Senator Dantex. Going back to drugs ? 

Mr. Kuznesor. Going back to drugs. 

We have had cases of men—I indicated this before—and subse- 
quently, since our last testimony, we have got another case, where a 
man epeener before the court, insisted he was an addict, and then 
was subsequently—we subsequently learned he was never an addict, 
and he was sent down to Lexington. 

So we have to question the sincerity of a person appearing before 
the judge when he says, “I want to be cured.” 

We have to remember he did not come to the judge voluntarily; he 
was picked up. He was arrested. 

Senator Dantet. Why would these men do that, to keep from going 
to prison? They would rather go to Lexington than go to prison? 

Mr. Kuznesor. Oh, yes. Lexington is considered to be a much nicer 
institutions than prisons. The discipline is not considered to be as 
strict as a prison; it is more or less considered as a hospital. 
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We found out that 64 percent of those placed on probation and 
granted this type of sentence had criminal records prior to their ad- 
diction. 

Senator Danie. Sixty-four percent ? 

Mr. Kuznesor. That is right; and this is an underestimate, as far 
as we can see, because the basis of our percentage was taken from 
the FBI sheets, from the classification material which we receive from 
Lexington, and FBI sheets, you know, do not include lower-court ar- 
rests, cases that are not reported to the FBI, and juvenile records, and 
many of those that we found that had no record on the FBI sheets 
did have a juvenile record. 

This is substantiated by findings of a Pittsburgh group that said 
75 percent of their addicts had indicated addiction before—excuse nic, 
criminal record before addiction, and I think Mr. Anslinger has also 
written—I have the quotes in the record—about his findings. I will 
have the Pittsburgh findings in the report. 

Senator Dantet. Well, from your findings then, I suppose you think 
the law-enforcement officers may be correct when they say a majority 
of the addicts actually started into crimes or criminal associations 
before they started their addiction. 

Mr. Kuznesor. Yes. 

Mr. Sayer. The addicts we come in contact with. 

Senator Dante.. Yes. 

Well, judging from those and from the other reports you heard, 
vou would be inclined to feel that is true ¢ 

Mr. Kuznesor. Yes, sir; I would. 

Particularly when you review the personality of these individuals 
do you feel that way. 

Now, I have a chart on the personality findings of the psychiatrist 
at Lexington as to these individuals, and there are numerous psycho- 
paths, numerous individuals, who would be considered by many au- 
thorities to be poor risks. 

In fact, Dr. Kolb, and I have him quoted here, Dr. Kolb, who was 
the first medical director at Lexington, indicated that—perhaps I could 
quickly find that place and actually use the quotation. I think it is 
worthwhile here. He wrote: 

Habitual criminals are psychopaths and psychopaths are abnormal individuals 
who, because of their abnormality, are especially liable to become addicts. Ad- 


diction is only incident in their delinquency and the crimes they commit are not 
precipitated by the drugs they take. 


And im another article by Dr. Kolb, if I can find where I put that, 
if you will excuse me just for a moment 

Senator Dantev. We will get that; that is in your statement. 

Mr. KuznesoF. It is in the report. 

Senator Dante. We will get that. 

Mr. Kuznesor. He states that the addict is a disturbed personality, 
a psychologically maladjusted individual, plus an accident. 

Senator Dantet. Plus a what ? 

Mr. Kuznesor. An accident; the latter being his introduction to 
narcotics. 

He said even if drugs or alcoholic beverages had never been discov- 
ered, these people would still be a problem to someone. “Addiction 
complicates and obseures the basic problem of the somatopsychic 
illness.” 
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Many doctors will agree that aside from the disintoxication they 
are basically a psychiatric problem, but we also have many nonaddicts 
who will come before the court who are likewise psychological prob 
lems. 

I made a statement here that if you will review—somebody made a 
study of the nonaddict residents of our jails and the addicts who are 
in our jails, the personality findings will be very close, and that would 
be a good study for someone. 

As to the results of the study, 67 of the 83 individuals violated their 
probation. Actually warrants were issued for those, warrants or 
their probation was revoked and, as I indicated before, one girl died- 
this was a different girl from the one I previously mentioned. 

This girl I previously mentioned was supervised by Miss Panella; 
that occurred in 1955. 

My studies do not include 1955. 

The other girl who was in the study was 18 years old, and she was 
found dead on the roof 2 weeks after she came out of Lexington. 

I previously stated that nine completed their probation by expira- 
tions; but, as I previously stated, they were not considered to be suc- 
cesses for various reasons. I do not want to repeat myself. 

One, as I said, died; one was in a mental institution, and we closed it 
by some statistical procedure; and another woman was committed to 
a State penal institution on a long term, and we closed that also by 
some statistical procedure. 


So of the 83, we would say that at least 85 were complete failures in 
respect to— 

Senator DanteL. You mean at least—not 85. You said 

Mr. Kuznesor. I mean 85 percent; that is what I meant. 

Senator Dantex. 85 percent. 

Mr. Kuznesor. We found that the addicts, in main, committed new 
offenses, that is, 39 of the 67 that were closed by revocation proceedings 
committed new offenses, and the offenses included not only narcotic 
law violations but grand larceny, gambling, petty larceny, possession 
of stolen mail, shoplifting, disorderly conduct, robbery, burglary, 
stealing from a car, prostitution, and possession of burglar’s tools. 

Incidentally, the addicts that came to our attention originally were 
broken up into two groups, the mail thief and the Drug Act offenders, 
and the mail thief exceeded by far the drug addict offenders. I am 
talking about the Drug Act offenders. 

Senator Danret. Drug Act offenders? 
sae Kuznesor. Narcotic law offenders, violators of the Harrison 
Act. 

Senator Dantet. You mean to say these addicts who stole from the 


mails out of your 83 here were more than those who got out and vio- 
lated the Narcotics Act? 


Mr. Kuznesor. That is right. 

Senator Dantev. In other words, to take care of the drugs, more of 
them stole from the mails, from the United States mails, than got out 
and sold drugs or violated otherwise the Harrison Act ? 

Mr. Kuznesor. That is right. 

Mr. Sayer. Of these 85 cases—— 
Senator Daniev. Eighty-three, is it not ? 
Mr. Sayuer. Eighty-three people. 








1674 ILLICIT NARCOTICS TRAFFIC 


Mr. Kuznesor. The figures are actually 50 postal-law violators and 
35 Harrison Act violators. 

Senator Danret. I know last June you told us about that situation, 
and we asked you for those figures, and I am glad to get that. 

From what you told us last June you thought that theft from the 
mails was one of the main reasons why these addicts got money for the 
drugs, did you not? 

Mr. Kuznesor. Yes, sir. 

Mr. Gasquer. Mr. Chairman, Mr. H. B. Montague of the Post Office 
Department is here with a covering letter and some figures which he is 
going to insert in the record, giving us those. 

Senator Danrex. Fine. 

I am informed that Mr. Barbati will testify for the Post Office 
Department. 

Mr. Kuznersor. The prognoses of these individuals, as stated by the 
psychiatrist when these individuals left the hospital, were generally 
very poor. In fact, Dr. Pescor, one of the statisticians at the hospital 
back in, I think, 1943, said that when a person is discharged from the 
hospital with an average prognosis it means he is going to return to 
drugs within 2 years, and that was his statement, and I have the quote 
in the report. 

But most of the prognosis classifications were hopeless, minimal, 
slight, poor, very poor, not promising, guarded, fair, average, guarded ; 
18 were fair, 2 were average; then the more favorable, good, favorable, 
above average, fair to good, and the main group fell in 42 poor, 18 fair. 

As to their intelligence and education, we found that their intel- 
ligence quotients or their capacity ranged from borderline, feeble- 
minded, to almost genius, so that cannot be considered as a factor. 

We have had two of the men who were college graduates; one was 
an electrical engineer. He was the man who is now in a State institu- 
tion. There was a severe psychiatric problem there. 

The other man was a journalist who went through three wives, and 
he couldn’t keep the job, and he just couldn’t make a go of it. 

Senator Danret. Any lawyers? 

Mr. Kuznesor. No lawyers. 

As to their education, we found that most of them left between the 
9th grade and the 12 grade—in fact, 51. 

Now, this is similar to what you would find in a juvenile delinquent. 

Also the study reveals that the ages as to the onset of the addiction 
is going down, and that most of the addicts became addicted or started 
their use of narcotics when they were around 16. 

Regarding employment we found that the addicts claimed better 
employment than what we found them to have when they were under 
supervision. 

When they make their statement to the doctor or to psychiatrists or 
to social workers at Lexington, they say, “I worked here and worked 
here and worked here,” and there is no verification. 

When he is under supervision, of course, there is verification and 
followup. 

We found that 29 or 34 percent had no regular employment during 
their supervision period, and 34 or 41 percent had very little employ- 
ment. 

Now, Mr. Sayler has remarked about the New York State Employ- 
ment Service and also about social agencies not cooperating. 
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But we do have an organization known as the Osborne Association, 
and that is at 114 East 30th Street, that has been trying to help these 
individuals, and in many cases Mr. Hannan of that association, will 
send an addict, send a probationer, to a job, and he will never get there, 
and that has happened on many occasions. 

We found we have a double problem, lockup facilities, and sometimes 
a lack of desire to help themselves, a lack of desire to be rehabilitated. 

The home environment, well, the findings concur completely with the 
statements made heretofore; they are mostly broken homes sometimes 
poverty stricken, but not necessarily so. 

We have some what we might consider as coming from good families, 
and in that case it is not rejection or poverty, but sometimes it is just 
spoiling, overprotection. 

We found that most of the men coming to us and women coming to 
us were either single, separated, or living in a paramour relation ; quite 
a few have illegitimate children; they cannot keep a lasting relation- 
ship. 

Senator Danret. They what? 

Mr. Kuznersor. They cannot keep a family relationship, a lasting 
family relationship, because of their personality makeup; they some- 
how are unable to do so. In fact 


Senator Danret. Some doctor told us yesterday that the narcotic 
drugs makes them impotent. 

Mr. Kuznesor. Yes, sir. Not only that, but many people do not 
realize that if a woman gives birth while she is an addict, that the child 
will be born an addict. 

Senator Danret. What is that? 

Mr. Kuznesor. If a woman gives birth while she is addicted, at the 
time of addiction, her child will likewise be addicted. 

Senator Danrex. Do doctors say that? 

Mr. Kuznesor. No, but 

Miss Panetia. Yes, that is so. 

Senator Dantex. What is that? 

Miss Panetia. That is so, Senator. A child is born with a drug 
addiction, a narcosis, not actually a habit. I mean, the child has to 
be treated to be removed from the drugs. 

Senator Danrex. The child does? You mean this baby we had up 
here in the courtroom today that was born, the mother said 

Mr. Speer. She was born before. 

Miss Panetua. She said she went on drugs 2 months after the baby 
was born. 

Senator Danrex. But had it been before, the baby would have had 
to have been treated ? 

Miss Panetua. Yes, sir. . 

Senator Danret. You would have to give the baby withdrawal treat- 
ment ? 

Miss Panewua. I don’t know just what treatment they would give 
or they do give, but they do have to treat the child for that. 

Mr. Kuznesor. I was about to say, “No,” Senator, because I didn’t 
hear any of hte doctors testify or make that statement, but I have heard 
of it, and I have read about it. 

Senator Dantet. Well, from doctors ? 
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Mr. Kuznesor. I have read it in some literature; I cannot recall 
exactly where. 

Senator Dantex. I am afraid we are going to have to hurry along 
here and read the rest. of your conclusions, unless you have something 
else you want to emphasize particularly. 

Mr. Kuznesor. I thought you might be interested in the clinic plan. 
I have quite a few quotes from authorities in the field, including—well, 
quite a few, and very strong quotes, if I may say, against the clinic 
plan. 

Senator Danrev. Well, we are glad to have those in the record. 

I am mainly interested in your own opinion, which you have already 
given. 

Based on what you have studied and your own practical experience, 
you think that the clinic plan of legalized drugs would be a mistake? 

Mr. Kuznesor. I also, Senator, would like to suggest what, I think. 
Dr. Lowry suggested. 

Senator Dantev. Dr. Lowry? 

Mr. Kuznesor. Dr. Lowry. There was no collusion, I assure you, 
but I do recommend—in fact, [ met him for the first time yesterday— 
I do recommend sincerely an indefinite sentence similar to what we 
already have in the Federal system, known as the Youth Corrections 
Act for those addicts who are considered to be or who are considered 
to be able to be rehabilitated. 

Senator Danrex. Yes; and then you can have your parole—— 

Mr. Kuznesor. That is right. 

Senator Dante. (continuing). Your parole system that you think 
works much better, would work better into that indefinite sentence. 

Mr. Kuznesor. And repeated returns and things like that. 

Right now, if we bring back a violator on probation he goes back 
once, and that is it; we do not see him again, and there is no more 
control after he comes out. 

Senator Danrex. I want to thank you for this splendid study you 
have made and for your cooperation with this committee. 

Do either of the others from your office wish to emphasize any par- 
ticular point in the few minutes you have left ? 

Miss Panetta. I would like to say that I am very much against this 
clinic plan. I think most of the doctors, in speaking about it, have 
not brought out the personality of the addicts sufficiently, and any 
addict or anyone who knows addicts knows that they are pathological 
liars, to begin with, and they would use any method or means to sustain 
their habit and, I believe, if we had clinics throughout the city, if you 
had five, for example, every addict would have a card for each clinic 
under a different name, and it would become a terrific problem. 

I cannot see any benefit to it whatsoever. 

Senator Daniret. How many years’ experience have you had? 

Miss PANELLA. Seven. 

Senator Danret. Dealing with these people ? 

Miss Panetya. Yes. 

Mr. De Kats. I think another thing, the clinics would increase the 
evil for this reason: 

Most people, youngsters, who become addicted find themselves hav- 
ing to use increasing or larger amounts of drugs, and with the clinic 
providing them with free drugs, it would only tend to increase the 
amount that they would have to use to satisfy their habit. 
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Senator Danrev. Then, do you think they will be satistied with just 
the minimum dosage that a doctor would set ¢ 

Mr. De Kats. I don’t think so. 

Senator Dantex. Or would they then go out to the black market or 
another clinic to get the eeseneeliats that they really want ‘ 

Mr. De Kats. | think that is what they would do. 

Senator Dante.. Well, thank you so much. 

Be sure to send us anything else that you might think of before we 
quit our deliberations about the Ist of January. 

Mr. Sayer. We will be happy to. 

Senator Danier. Do you solemnly swear the testimony you are 
about to give before this subcommittee of the Senate Judiciary Com- 
mittee will be the truth, the whole truth, and nothing but the truth, 
so help you God ¢ 

Mr. Barratt. I do. 


TESTIMONY OF JOHN J. BARBATI, POSTAL INSPECTOR, NEW YORK 
DIVISION 


Senator Daniev. Will you give us your name and title / 

Mr. Barsati. John J. Barbati, postal inspector, New York division. 

Senator, I have here a list of statistics that we took from our own 
files, and I believe Mr. Gasque has a copy of them. 

I do not have any prepared statement. I just wanted to say that 
in the past 6 years I have talked to several hundred narcotic addicts 
immediately after they were arrested for mail theft, which, as was 
brought out before, seems to be one of their favorite crimes. 

In my experience I found them not to be vicious. In fact, I think 
they would shy away from a violent crime. 

They were, for the most part, cooperative, elaborated on their 
activities, criminal activities; sometimes had difficulty remembering 
them all. 

But what they could remember they did not hesitate to bring forth. 

I feel, for the most part, these people were—well, and a weak moral 
fiber; in other words, they were easily led; they were that type of 
person that you have probably met, and I also feel that anything of 
an adverse nature would cause them to become addicts, and if they 
were addicts at one time and had been cured, would probably cause 
them to go right back to it. 

In other words, they probably could not stand reality. They would 
vo to—they would resort to drugs to escape reality. 

Now, that is my impression from talking to these people. 

Of course, if you wanted to go into why they stole mail, of course, 
that is mainly to obtain money; the type of mail they stole were 
mainly checks. , 

These people come from the poorer sections of the city, and in those 
poorer sections the type of letters containing checks that are delivered 
there are the types containing unemployment insurance checks, relief 
checks, veterans’ allowances, social security payments, and income 
tax, a few income tax refunds, and checks of that type. 

In other words, they are the type of checks that the people, the 
payees of the checks, are waiting for. 
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They are going to'depend on those funds for subsistence. When 
they don’t receive the checks, of course, they are in a bad fix. They 
won't receive a replacement for some time. 

In the meantime, they probably will have to borrow money, and then 
we have the other side of the picture. 

These checks are cashed in small] stores, as a rule, and when the 
addicts pass around among themselves the information that some 
small store is a soft spot, as a place where you can cash a check without 
too much difficulty, they all go to that store with stolen checks, buy some 
merchandise, and receive the balance in cash. 

Before the proprietor of that store realizes what has happened, he 
has received a large number of checks, all of which will eventually be 
returned to him and charged against his bank account; and frequently 
that has caused his bankruptcy. 

Senator Danret. Do you know of actual instances where it has 
caused bankruptcy ? 

Mr. Barratt. Definitely. 

Senator Danre.. These stolen checks by addicts ? 

Mr. Barpatt. Yes, sir. 

As pointed out in these statistics—well, this past year 38 percent of 
the people we arrested were addicts. 

Senator Danrex. Arrested for having rifled and stolen from the 
mails? 

Mr. Barsati. That is right. 

Senator Dantev. And over the period of 1951 to—through fiscal year 
1954-55 you had a total of 1,953 arrests ? 

Mr. Bargatt. That is right. 

Senator Dantev. For crimes against mail receptacles in this district ’ 

Mr. Barpatt. That is correct. 

Senator Danret. And the total for those years, the percentage total. 
is 35 percent by addicts? 

Mr. Barratt. That is correct; the number is 689 addicts. 

Senator Dantet. This letter, signed by Mr. Montague, and the sta- 
tistics will be made a part of the record at this time. 

(The document referred to follows :) 

Post OFFICE DEPARTMENT, 
INSPECTION SERVICE, 


Post OFFICE INSPECTOR IN CHARGE, 
New York 1, N. Y., September 19, 1955. 
RELATIONSHIP BETWEEN NARCOTIC ADDICTION AND ARRESTS FOR THEFT AND RIFLING 

OF MAIL FROM MAIL RECEPTACLES IN THE NEW YORK, N. Y., POSTAL DISTRICT FOR 

THE PERIOD JULY 1, 1950 TO JUNE 30, 1955 

The New York, N. Y., postal district is composed of the New York City Boroughs 
of Manhattan and the Bronx. The population of this district is estimated to be 
3,500,000 or approximately 40 percent of the city’s total population. 

The attached statistics refer to persons who admitted drug addition at the 
time of their arrest in this postal district, charged with the theft of mail from 
mail receptacles or the unlawful possession of mail so stolen. Undoubtedly, some 
addicts successfully concealed their addiction. 

In the New York, N. Y., postal district arrests for crimes involving thefts from 
mail receptacles increased 22.8 percent or from 320 in fiscal 1954 to 398 in fiscal 
1955. The latter figure includes 149 addicts. Of this number, 50, or 34 percent 
had been arrested on at least one previous occasion in this postal district for 
similar crimes. 

Mail matter stolen from mail receptacles is confined almost exclusively to let- 
ters containing checks. A large percentage of the checks represent unemploy- 
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ment insurance benefits mailed by the State of New York. Another large per 
centage represents payments made to relief recipients by the New York City De- 
partment of Welfare. Other stolen checks include those issued in payment of 
salaries to Government employees, social security benefits, pension payments, vet- 
erans’ allowances, income tax refunds, etc. Most of the stolen checks are cashed 
in small stores operated by independent merchants, who ultimately suffer the 
financial loss for cashing such checks. 
H. B. MoOnrTAGvugeE, 
Postal Inspector in Charge. 
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Senator Dantet. We certainly appreciate your appearing before 
us and giving us this information. 

Mr. Barsatt. It was a pleasure, Senator. 

Senator Danret. Thank you. 

We will stand in recess. 

(Whereupon, at 6:30 p. m., the subcommittee adjourned.) 
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Contents: Exhibits 1-30, inclusive 
ExuHrsit No. 1 
[ Reprinted from New York State Journal of Medicine, Vol. 55, No. 3, Feb. 1, 1955] 


A PHYSICIAN’S BLUEPRINT FOR THE MANAGEMENT AND PREVENTION OF 
NARCOTIC ADDICTION * 


Hubert S. Howe, M. D., New York City 


To understand the problem of drug addiction, it is necessary to recognize the 
distinct characteristics of three classes of addicts. There are, first, persons who 
have become addicted as a byproduct of treatment for serious medical diseases ; 
second, doctors and nurses who have taken to the use of narcotics to relieve the 
strain of their exhausting duties, and, third, addicts who have become involved 
through the agents of organized crime. 

It is this third group with which this paper is primarily concerned, and that is 
what we mean when the term “addict” is used unless the context otherwise 
indicates. The latter group presents by far the most complex problem and has 
been the object of a rising tide of public anxiety. As report has followed report, 
there has been a growing realization of the personal debauchery suffered by the 
addicted individual and the danger to the entire community from the crimes 
which invariably follow in addiction’s train. It is generally recognized that an 
addict is under extreme compulsion to obtain his drug, but fewer people perhaps 
understand the economic strain under which he is put by the necessity of his 
having to patronize the available channels of illicit trade. Evidence from 
thousands of case studies underlines the now undisputed fact that in order to 
pay for his narcotic drug, the addict must regularly engage in crime. In fact, 
the physical, emotional, and economic demands of his habit are so great that he 
has no real opportunity for honest labor, and so addiction becomes not merely 
a habit, but an all-controlling way of life. Addiction is his habit, but his edu- 
cation is for the practice of crime. 


HISTORY OF ADDICTION 


In the world.—Narcotices have a long history. In the Assyrian medical tablets 
of the seventh century B. C., the juice of the poppy is enthusiastically praised. 
The Sumerian idegrams, which date from about 4000 B. C., describes the poppy 
as the “Plant of Joy.” Homer states that Helen of Troy “cast into the wine * * * 
a drug to quiet pain and strife and bring forgetfulness of every ill.’”’ Inthe Bbers 
Papyrus of Thebes of 1552 B. C., opium mixed with another substance was 
recommended for quieting children whose crying distracted their mothers. This 
was doubtless the first appearance of “Mrs. Winslow’s Soothing Syrup !” 

The Arabs recognized the mercantile value of opium, and during the tenth and 
eleventh centuries the Mohammedans distributed opium to all known portions of 
the world. For the past two hundred years China has been the greatest opium 
consumer, Western countries being largely responsible since they organized and 
promoted the far eastern opium trade. 

History of the Use of Narcotics in the United States.—In the early portion of 
the nineteenth century opium was freely prescribed by physicians. There was 
practically no other satisfactory remedy for pain or relief from the myriad of 
symptoms grouped under the appellation of “nervousness.” The hypodermic 
method of administering morphine was discovered by Alexander Wood in 1843 


1 Presented at the 148th Annual Meeting of the Medical Society of the State of New 
York, New York City, Session on Legal Medicine, May 14, 1954. 
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and Was introduced in this country by Fordyce Barker in 1856. In TSS0 Dr TL 1 
Kane, of New York, stated: “There is no proceeding in medicine that has become 
so rapidly popular; no method of allaying pain soe prompt in its action no plas 
of medication that has been so curelessly used and thoroughly abused: and no 
therapeutic discovery that has been so great a blessing to mankind, as the hype 
dermic injection of morphia.”* In this period physicians used morphine more 
und more generously in the belief that the relief of pain or discomfort was their 
tirst duty and undertook other medication designed to effect a more permanent 
relief as soon as the most distressing symptoms had passed away. The patient 
experiencing the miraculous relief of the hypodermic trentment, frequently de 
manded continued administration or obtained the relief himself at the nearest 
pharmacy, thus drifting into a state of addiction. During this period narceti: 
drugs were as freely accessible as aspirin is today. There wus little publi 
knowledge concerning their sinister properties, and their use became a common 
practice, 

In 1882 there were an estimated 400,000 addicted individuals in this country 
Since this number was nearly 1 percent of the population, the public became 
alarmed. Books and articles explaining the horrors of addiction were written 
and many institutions for its treatment came into existence. Through the edu 
cation of the public and greater care exercised by physicians, the number of 
persons addicted decreased so that by 1914, with almost double the population 
of 1882, there were an estimated 150,000 to 200,000 addicts As a result of 
popular agitation, the Harrison Narcotic Law was enncted by the Federal Gov 
ernment in December 1914. This law effectively stopped the unrestricted sale 
of opiates by drugstores and made it illegal for physicians to furnish narcotic 
drugs to addicts. 

Unfortunately, however, it provided the necessary setting for a flourishing. 
illicit traffic in narcotic drugs. From this point on, the character of the nar 
cotie problem profoundly changed. We exchanged one type of evil for anothe: 

In 1918 a commission appointed by the Secretary of the Treasury estimated 
that there were one million drug addicted persons in this country. Thus, it will 
be seen within four vears time there were five times as many affected individuals 
as before the passage of the Harrison Law. There was, however, a radical 
change in the method of obtaining opiates by addicts. The closure of the legiti 
mate channels brought into existence an illicit traffic of tremendous proportions 
Thus, virulent criminality was added to what was formerly simple immorality 

At the present time no one knows for certain how many addicted individuals 
there are in the United States. United States Commissioner of Narcotics An 
slinger in his recent book ' estimates that there is about one addict for each 3,000 
of the population. This amounts to an estimate of somewhat over 50,000 addicts 
in the country as a whole. In my opinion this is a very conservative estimate 
A spokesman for the United Nations has estimated that the amount of illicit 
drugs falling into the hands of authorities is probably less than 10 percent of the 
total amount of the illicit trade. If the seizure of over 4.000 ounces in 1952 
amounted, as estimated, to 10 percent of the traffic, enough was smuggled in 
that year to supply over 180,000 addicts. Whatever the number may be, it is well 
established that it is increasing. During the last eight vears the number of 
harcotic offenders committed to city correctional institutions in the city of New 
York has increased each vear. There has been no sign of decrease or leveling 
off at any time. From 1946 through 1953 the number increased over 1,200 per 
cent. 

Some authorities believe there has been a carefully organized underworld 
campaign for the distribution of narcotics since “Lucky” Luciano was exiled 
to his native Italy. Others have noted efforts of the enemy to infiltrate and 
addict United States troops operating in foreign theaters of war or occupation, 
While still other observers have noted a marked increase in supplies crossing 
the Mexican border, allegedly from Communist sources. 

It is also well established that the type of individual becoming addicted has 
greatly changed. During the pre-Harrison Law period addiction was usually 
contracted as a result of what would now be considered improper use of narcotic 
drugs in illness and because of their unrestricted availability in pharmacies. 


* Kane, H. H.: Drugs That Enslave, Philedelphia, Presley Blakiston, 1881. 

‘Report of the Mayor's Committee for the Rehabilitation of Narcotic Addicts, Detroit 
1953, pp. 43, 59. 

*Ansinger, H. J.. and Tomkins, W. F.: The Traffic in Narcotics, New York, Funk & 
Warnalls Co., 1953, p. 203. 
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In that period addicts were mostly older persons. Prices of narcotics were low, 
and most addicts were able to support themselves by legitimate means. Their 
associates were mainly law-abiding citizens. They and their families suffered 
a severe inconvenience by their addiction, but, in general, they were not forced 
to criminal acts either by criminal associates or by the expense of the habit. 
At present, however, the new addict generally starts as an immature youth. 
Adolescent children, with their natural curiosity and desire to experience new 
sensations, are the logical prey of the narcotic merchant who offers them free 
merchandise. Their sales resistance is lowered by an utter lack of knowledge 
of the devastating slavery the drugs induce. Among girls addiction has been 
a strong inducement to prostitution, and, conversely, madams have induced 
addiction among their girls to insure their continued adherence to their pro- 
fession and also to confiscate their earnings in exchange for the drug. 

’ Thesituation of the individual addicted as an adolescent under present condi- 
tions is far different from the pre-World War I type. The cost of his narcotic 
need is high, seldom less than $5,000 per year. He becomes addicted before he 
has acquired any skills by which he can earn any such amount of money by honest 
means. Addiction of the adolescent is particularly unfortunate also because 
the use of the drug deprives him of his normal emotional development. It im- 
pairs the normal maturation of his sex life. Moral values are warped before 
they have been normally formed, and he is rendered relatively incapable of bene- 
fiting from any educational training he may receive because of the time and 
effort necessary to satisfy his habit and also as a result of the sedative and emo- 
tional effects of the drug. If the adolescent addict seeks legitimate employment, 
he finds either no opportunities at all or very unattractive and unremunerative 
ones. Employers do not want him. He tends to drift away from his unaddicted 
friends and at last is ostracized by them and finds himself mainly in the company 
of criminals. He can earn the money required by his habit only by becoming 
a pusher himself or by resorting to theft or other criminal pursuits. He knows 
no life but crime and feels a bond with no one but criminals. In addition to all 
these complex forces he lives in an atmosphere of compound fears. 

These fears are of three basic types. Fear of not being able to obtain his nar- 
cotic drug, fear of being apprehended for his criminal activities, and, finally, 
fear of the persons who supply his drug. This latter fear stems from the fact 
that by delivering an overdose to an addict the supplier can cause the addict to 
kill himself. The user has no way of determining the amount of the dose until 
after it is too late. This simple fact imposes a stern discipline over the slavery 
the drug induces. 

Here, then, we find economic and social compulsions leading to crime and the 
sternest of all human disciplines—the power of the pusher to inflict torture by 
withholding the supply or death by delivering too much. Furthermore, this is a 
day-to-day, hour-by-hour compulsion which is never absent. One can hardly con- 
ceive a stronger, more constant incentive to crime. 

A pound of heroin purchased abroad for from $500 to $1,000 will cost the ad- 
dicts in this country about $384,000 after dilution with milk sugar. The Federal 
Bureau of Narcotics has estimated that the underworld revenue from the sale of 
narcotic drugs to addicts in this country amounts to a sum of $275,000,000 each 
year. 


The New York Herald Tribune of January 3, 1954, reported the case of an ad- 
dict named Charles Townsend : 

“A nineteen-year-old narcotics addict admitted today that he had killed four 
men and staged 150 robberies in the last few months to get money for drugs. * * * 

“Townsend was seized last night with another man for questioning about nar- 
cotics purchases and told of the murders when questioned.” 

The Federal Bureau of Investigation Uniform Crime Reports for 1952 disclosed 
the fact that persons under twenty-one were responsible for 37.2 per cent of ar- 
rests for robbery, 46.9 percent of arrests for larceny, 61.7 percent of arrests for 
burglary, and 68.6 per cent of arrests for auto thefts. What percentage of these 
crimes against property were committed by individuals addicted to narcotics is 
unknown, but it may be safely estimated that they comprise a large proportion. 

It must be clearly recognized, however, that addicts are of many types. Al- 
though the present pattern seems to indicate that most addicts commence the use 


8% Report of the Mayor’s Committee for the Rehabilitation of Narcotic Addicts, Detroit. 
1953, pp. 43, 59. 
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of narcotics in youth, it would be a serious error to believe that they are all 
youths at present. Some are newly addicted, while others have been addicted for 
many years. Their mental makeup varies as much as in any other class of dis- 
eased humanity. Some are educated; many are ignorant. Some have valuable 
skills; others have none. Some are deeply addicted; others are not. Nothing 
could be clearer than that the same pattern of treatment will not succeed for all 
Like other diseased persons, a high quality of individual Judgment must be ap- 
plied in the solution of their physical, emotional, social, and economic needs. 


GOVERN MENTAL EFFORTS TO DEAL WITH ADDICTION 


Governmental reaction to the problem of addiction has been to enact laws to 
curtail the supply. The most famous of these was the Harrison Act, passed in 
1914, which closed all legitimate sources of supply for addicts, and the Jones- 
Miller Act of 1922, closing loopholes in the Harrison Act. The Boggs Act of 1951 
mainly increased the penalties for infraction of narcotic laws. Numerous State 
laws have also been enacted, and in practically all cases their purpose has been 
to make more effective the objectives of the Harrison Act. In recent years also 
a number of international agreements have been made in an effort to curtail the 
illegal supply of these drugs. These international agreements, however, have 
not been so effective as they might otherwise have been. This is due to the fact 
that in some countries the revenue from the opium trade is still a very important 
factor in the national economy. Some of the illicit sources of opium supply 
include China, Burma, Malaya, Thailand, Iran, India, Turkey, Japan, Lebanon, 
Italy and Mexico. 

In spite of the efficient organization of the Federal Bureau of Narcotics it 
must be recognized that their assignment to enforce the antinarcotics acts is 
extremely difficult and this difficulty falls into two classifications. First is that 
of apprehending the persons involved, and the second is to obtain convictions. 

The principal produce of the illicit trade is heroin. This drug is of small bulk 
and light in weight and so is easily concealed. It may be brought in by ship, 
airplane, or automobile, or it may be delivered by foot across our long and rela- 
tively unguarded frontiers. The Seafarers International Union, for instance, 
while conducting some education among its members on the dangers of drugs, 
will not permit its members voluntarily to submit to search of Berson and effects 
by the enforcement authorities patrolling for drugs. It is impossible for the 
Bureau of Narcotics and the Bureau of Customs to perform more than spot checks 
of the many docking ships and their crews. A ship may remain in port for many 
days, and. the members of the crew may come and go many times during that 
period. Methods of concealment of drugs exist in great variety, and the number 
of persons who are willing to take a chance for large gain is so great that the 
odds do not favor enforcement in this type of smuggling. 

The difficulty of obtaining conviction is also important. The Constitution of 
the United States guarantees to the people the right to be secure in their persons, 
houses, and effects against unreasonable searches and seizures and specifies that 
no warrants may be issued except upon probable cause and upon describing the 
things to be seized. The constitutions of the various states reaffirm this right. 
In effect this has meant that searches for narcotics cannot be conducted without 
a warrant, which, by the time it is issued might be too late to acquire evidence or 
to save evidence from destruction, or to place anyone under arrest. Drugs seized 
in an arrest without a warant are not admissible as evidence in court because 
they are illegally acquired. As a result of this and other legal technicalities guar- 
anteed by the Constitution, the evidence is frequently insufficient, and the case 
dismissed. 

In the face of such difficulties the experience has been that the supply of nar- 
cotic drugs simply has not been shut off during the forty years in which the 
Harrison Act has been on the statute books. There have, however, been a number 
of very important effects of these statutes. First, of course, all legal channels 
of supply for addicts have been cut off. Second, as a practical matter, the Harri- 
son Act eliminated physicians as an agency for attempting narcotic cure because 
of the fact that such efforts, in the opinion of the physicians, left them in danger 
of being regarded as infringing the provisions of the law. The third effect of the 


statute was to create a profitable opportunity of great magnitude for law breakers 
who serve the illegal market. 
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While the principal effort of the government in the field of narcotics has been 
in the area of prohibition, there are two other types of experiments which should 
be mentioned here. The first of these was clinics. A few years after the passage 
of the Harrison Law, the public became alarmed by the great increase in the 
number of addicted individuals and sought to find remedies for this serious 
condition. It seemed obvious that if a reduction in the enormous profits realized 
by those engaged in smuggling and the promotion of addiction for commercial 
purposes could be stopped, this whole nefarious business might disappear. With 
this purpose in mind 44 or more clinics were opened by municipal or state health 
officials in the larger cities where drug addiction was a definite public health 
problem. In these clinics drugs were sold to supposedly addicted individuals 
at prices as low as two cents a grain. Dr. S. Dana Hubbard of the Department 
of Health of New York City, in describing the operation of the New York Clinic, 
stated, “The practice of the clinic not to prescribe for any new applicant an 
amount over 15 grains ... 10 grains being the usual amount. Reduction was 
by a daily lessening of the amount prescribed. It was found that some could be 
reduced to as low as 2 or 3 grains a day. Others ... when deprived by the 
clinic, refused to accept our regulations and would buy additoinal amounts out- 
side. Many addicts endeavored to get from the clinic actually more than they 
themselves required.” The clinics were closed in 1920 by order of the Com- 
missioner of Internal Revenue, and although they encountered many difficulties, 
in retrospect it seems that their most important error was the requirement in the 
law which made it necessary for them to supply to each patient reduced amounts 
of drugs in accordance with an arbitrary predetermined schedule. This arbitrary 
legal formula for medical treatment, in my opinion, foreordained the failure of 
the clinics. 

The second notable government effort to treat drug addiction occurred when 
the Public Health Service opened the Lexington Hospital in 1935 and another 
hospital at Fort Worth, Texas, in 1938. The former medical officer in charge, 
Dr. Vogel, has stated that in 1951 there had been admitted 38,000 patients for 
treatment in the two institutions since their opening. Of those discharged 
from Lexington Hospital approximately 40 percent apply for readmission, but 
no one holds that the entire 60 percent who do not return are cured. Rather 
liberal estimates for arrested addiction With no recurrence of drug use range from 
3 percent to about 15 percent of those who have suffered from true addiction. 


However, a number of addicted persons who have been treated at Lexington have 
made estimates saying that as few as 2 percent are cured. 


CRIME AND PUNISHMENT 


The Uniform Crime Reports for 1952, as published by the Federal Bureau of 
Investigation, disclosed the fact that all major crimes increased in all urban 
areas, and for the first time there were over two million crimes committed in 
the United States. Reports from 383 cities have indicated that the value of 
property stolen was $225,492,490. A study made in Detroit in 1937 estimated 
that at that time Detroit merchants lost $2,000,000 a year in merchandise 
shoplifted by addicted persons. The Chicago Crime Prevention Bureau recently 
estimated that the cost of the crime depredations by addicted persons in that 
city amounted to $200,000 a day. In New York City six to eight out of every ten 
persons arrested for mail theft are addicts. An addict needing $15 a day to pur- 
chase his drugs, which is about the lowest figure, must steal merchandise valued 
at about four times this figure in order to realize that sum of money. Therefore, 
he must steal articles worth over $20,000 a year. Commissioner Anslinger stated 
that addicts comprise a large proportion of the shoplifters, pickpockets, card 
sharpers, and other criminals of this general class and that the police recognize 
the fact that a wave of burglary, pocket picking, and thievery may be broken up 
by rounding up the addicts in the neighborhood. 

The United States has the highest crime rate of any civilized country in the 
world and the largest black market in narcotic drugs. Mr. J. Edgar Hoover 
states that crime costs each family in the United States an average of $495 per 
year. 

The compulsion in addiction is so severe that increased penalties do not seem 
to provide a sufficient deterrent to stop the quest of the addict for his drug. 
Addicts are arrested again and again without any noticeable effect on their 
conduct. The Federal Bureau of Narcotics states that of those apprehended 
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65 percent have had previous violations of Federal laws. The idea of inereas 
ing the severity of punishment meted to addicts ix not new. By an edict pub 
lished in 1729, Emperor Yung Ching prohibited the domestic sale and smoking 
of opium and provided that the sellers of opium were to wear a wooden collar 
for a month and be banished to the frontier. The keepers of opium shops were 
to be strangled. Their assistants were to be beaten with a hundred blows and 
banished to a distance of a thousand miles. The confiscation of any vessel which 
carried opium was also provided for, as well as the death penalty for anyone 
offering to buy any of its cargo. 

There is no definite evidence as to the immediate results of the Emperor's 
severity, but in the long run nothing could stop the tremendous flow of opium 
into China. From the beginning of the opium trade to the present time, those 
engaged in its distribution have understood how to evade the law. The produ 
tion of opium has been prohibited in China for the past twenty years. How- 
ever, within the past three or four years the Chinese have offered 500 tons of 
opium for sale or barter. This is an amount sufficient to supply 340,000 addicts 
for one year. The fact appears to be clear that no punishment has yet been de- 
vised which will stop the use of narcotic drugs by addicts as long as these drugs 
are available. Everyone agrees, however, that the punishment for the non 
addicted merchants should be extremely severe. 


ADDICTION WITHOUT CRIME 


Among those who deal with the problem of addiction, there is a growing 
realization of the fact that there is little justification for the hope of a complete 
and permanent cure of many addicted individuals. The one point of view that 
has never been officially accepted in the United States is that some addicts can 
be, and remain, useful and law-abiding citizens if they can be provided with 
their minimum requirements. There is much evidence, as a matter of fact, that 
many chronically addicted persons are able to carry on their occupations and 
meet their responsibilities if continuously allowed a small amount of narcotic 
drug at a price they can afford. The poet, Samuel Taylor Coleridge, was un- 
able to free himself from the slavery which filled the first portion of his life 
with wretchedness and horror, but under the care and in the home of Dr. Gilman, 
who rationed the amount of opium Coleridge was allowed, he lived a fairly 
normal life for eighteen years before his death. The renowned statesman, Wil- 
liam Wilberforce, who, as a member of Parliament was chiefly instrumental in 
the abolition of the English slave trade, was never able to give up the use of 


opium, but with small dosage he remained an eloquent leader in the political 
society of London of his day. 


CONDITIONS 





IN 





GREAT 





BRITAIN 


Perhaps nothing better illustrates the British attitude as contrasted with our 
own than do the definitions of addiction. One of our distinguished authorities 
defines addiction as a condition where an individual uses as drug “to such an 
extend that the individual or society is harmed.”* Dr. J. Yerbury Dent, editor 
of the British Journal of Addiction, states that “an addict is one who cannot 
be normal without a drug.” ° 

The British have a different conception of the proper method of caring for the 
addict than is our practice in this country. Dr. W. Norwood East, in the “British 
Government Report to the United Nations on the Traffic in Opium and Other 
Dangerous Drugs, 1949,” states: “There is, of course, no compulsory treatment 
of addicts in the United Kingdom, and there are not State institutions specializ- 
ing in the problem of addiction. Treatment is left to the discretion of the doctor 
in charge of the case.” 

The Honorable John H. Walker, Assistant Secretary of the British Home Office. 
speaking before a meeting of the Association for Psychiatric Treatment of Of- 
fenders, on June 3, 1953, stated: “There are only 314 known addicts in tne 
United Kingdom. Allowing for possible unknown cases, there are no more than 





5 Isbell, H.: In Conferences on Drug Addiction Among Adolescents, New York, Blakiston 
Co., 1953, 


» 38. 
6 Dent, } Y.: Brit. J. Addiction 49:17 (Jan.—July) 1952. 
7 East, W. N.: ibid. 49: 70 (Jan.—July) 1952. 
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400 addicts in all. These include people addicted to manufactured drugs and 
marihuana. Among the known addicts, 100 or more are physicians and an 
occasional nurse, pharmacist, or veterinarian. Of the remainder, one-half are 
medical addiction cases. The balance represents a mixed lot. There is no regu- 
lar illicit drug market, no peddlers, nor places to buy drugs illegally.” 


THE PROBLEM AND THEORETICALLY POSSIBLE SOLUTIONS 


Reduced to its simplest terms, the problem is fourfold: (1) to reduce the 
number of individuals becoming newly addicted, (2) to care for those presently 
addicted, (3) to cure all addicted persons possible, and (4) to reduce the crime 
resulting from addiction. 

Theoretically the problems of drug addiction, and the crime which flows from 
it, could be wiped out quickly by any of four different measures. First, of course, 
the complete and permanent elimination of the supply of illegal narcotic drugs. 
This is the solution we have been trying for over forty years. Second, all ad- 
dicted individuals might be incarcerated for life in hospitals or jails. This is 
somewhat repulsive idea in a free country, and of course it would be immensely 
difficult of achievement and tremendously expensive in maintenance. Third, a 
completely satisfactory medical treatment for addicted individuals, in addition 
to the usual features of successful medical treatment, should make the cured 
patient completely unwilling to become readdicted and provide a new group 
of law-abiding friends for him. It must also furnish sufficient skill to permit 
his earning a satisfactory living and leave him emotionally adjusted to the un- 
familiar environment of the law-abiding world. This is quite an assignment for 
some future superwonder drug. The fourth solution would be to educate all 
individuals so they would never use narcotics improperly. All would agree that 
this is a direction in which we should move. It may be confidently hoped that 
it would have some efficacy in cutting down the number of persons newly addicted. 
but few would urge that individuals now addicted could be saved by teaching 
alone. On the other hand, it seems amply clear that education must be an 
important part of the drug program both for protection against the growth 
of new addicts and to adjust present or former addicts to a fruitful and law- 
abiding way of life. 

The difficulty of applying theoretic solutions to complex human problems is 
frequently great. No magic formula has appeared for relief from the problems 
of addiction, but progress should be possible from the coordinated application of 
all available channels of approach. No single process will make an automobile or 
prepare a person for life. All we can do is to apply and properly coordinate 
every appropriate technic, whether medical, sociologic, economic, or penal. This 
coordination seems to be the factor that has been lacking in the past. Even 
coordination is not enough. Every appropriate tool must be used in each indi- 
vidual case only to the extent that it is necessary or appropriate, and the applica- 
tion will vary markedly in the cases of different individuals. Thus, the plan must 
have great flexibility in order to deal with the usual exceptions as well as the 
typical situations. 

With these criteria in view, I have endeavored to formulate an approach to 
the problem which would seem to be appropriate, with minimum modifications 
of present statutory requirements, and at minimum expense. No attempt has 
been made to spell out mechanics in detail. Only a broad general outline is sug- 
gested for your consideration. 

It seems to me that progress should be possible if an appropriate number of 
narcotic hospital facilities were to be organized under Federal, state, or municipal 
auspices in cities which are centers of addiction. These hospitals would be 
equipped to examine, classify, hospitalize, and treat addicted persons on their 
premises for necessary periods, after which they would refer appropriate cases to 
specially commissioned physicians who would be appointed by the hospital staff. 
These physicians would operate under strict supervision of the hospital but would 
treat addicted patients in their offices. 

Although it would be hoped that many addicts could be cured during the first 
visit to the narcotic hospital facility, it must be recognized that in the past such 
cures have usually been temporary. By permitting the uncured patients to be 
cared for by commissioned physicians after initial treatment, an opportunity 
would be provided for the patient to make progress toward social and economic 
adjustment, while assured of his needed supply of drug at a reasonable price. 
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After achievement of an adequate social and economic adjustment, the patient 
would be returned to the narcotic hospital for final cure. When this had been com 
pleted, he would again be placed under the care of a commissioned physician, who 
would endeavor to prevent a relapse during the critical period when he is becoming 
adjusted to his resurgent sexual and other emotions, which were dulled or warped 
by the drug and now emerge with a vigor for which the addict is usually 
unprepared. 

3y supplying deeply addicted persons with their requirements at low cost 
during the period of their need, the black market would be destroyed ; pushing 
would become unprofitable; the illegal supply would dry up, and all addicts 
would be forced to apply at the narcotic facility. Thus we might stem the 
horrible tide of heroin. 

DISCUSSION 


Robert B. McGraw, M.D., New York City.—I have had the opportunity to read 
Dr. Howe’s paper in a somewhat more extended version and to hear it here today 
He has been courageous and forthright in his presentation. 

My personal experience in the problem of drug addiction of the narcotic variety 
is limited. With clinic and private practice I see a rather large number of 
individuals, but I see very few with narcotic problems—one in my private practice 
last year and four or five of the 350 to 400 new patients seen in the Psychiatric 
Department of Vanderbilt Clinic in a year. This Department would be expected 
to see all problems of addiction in the Vanderbilt Clinic patient population, which 
is a large number. Perhaps the foregoing is evidence that I am not really 
qualified to discuss this paper. It is also evidence that drug addicts do not 
appear in large numbers in some settings in which they might be expected to 
appear. 

I am pleased to discuss the paper because it is interesting and provocative and 
because it has been prepared by a wise and experienced neuropsychiatrist who 
has given this problem very careful consideration for a number of years. Also 
I have received help from Dr. Lawrence Kolb of Washington, ID. C., who for a 
number of years was director of the Federal Hospital for the Treatment of 
Narcotic Addiction at Lexington, Kentucky. 

The present-day addicts are, it is believed, recruited from the ranks of in 
dividuals with psychopathic personality, those who are unstable, and those who 
are deviates or easily deviated, and not from the run of the mill. 

When drug addiction was more prevalent in this country, cures were common 
because stable people then who became addicted could be taken off the drug and 
would stay off more readily than the unstable people who now comprise the bulk 
of the addicts. Before we had narcotic restrictions laws, prior to 1915, the 
number of women addicts was about three times the number of males. The 
restrictive laws cured them by the hundreds, and being more socially conscious, 
they remained cured. 

As to crime, Dr. Howe plays this down, and I believe that he is correct. It is 
difficult to get it out of the people’s minds that the opium drug itself causes crime. 
Unthinking people consider that arrests for narcotic law violations are synony- 
mous with direct crime-impelling effects of opiates when, as a matter of fact, 
it is doubtful whether anyone ever committed a crime because of the exciting or 
disturbing effect on personality of any opiate, including heroin. Addicts steal 
to get the drug or the wherewithal to buy it, but this is because of the builtup 
need for the drug which comes out so strongly when one is deprived of it. 

Dr. Howe's section concerning the problem of addiction in the United Kingdom 
is very good. The probable reason why Great Britain has so few addicts is that 
they do not have a super detective force looking for them as we do here. In 
other words, they are not hysterical about addiction. A British writer of the 
last century made this succinct comparison, “Opium soothes, alcohol maddens.”’ 
There the government and the medical profession are composed of physicians 
who have put their feet down immediately on all hysterical outbreaks about drug 
addiction. 

Dr. Howe advocates hospital facilities where addicts would be given needed 
drugs at low cost. Clinics were started after the Harrison Narcotic Act went into 
effect in 1915 and were later forced to close by action of the Federal government. 
It was claimed that they spread addiction. It is not to be expected that the 
government would approve such a procedure again unless strong evidence and 
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pressure is forthcoming. The narcotic laws have been responsible for an enor- 
mous reduction in drug addiction since 1915, but they have been unnecessarily 
harsh and cruel in their operation in individual cases. 

Lawson G. Lowrey, M. D.. New York City—Dr. Howe has presented briefly 
but adequately the larger social and medical implications of the issues involved 
in narcotic addiction as it exists these days. Addiction is no longer a medical 
problem in the sense that it formerly was; it bas become chiefly a police matter. 
In my high-school days, when I worked in a very minor capacity in drugstores, 
the pharmacists knew the local addicts and their daily requirements. Most of 
them were highly respected and effective in their jobs, and most had become ad- 
dicted for medical reasons. Alcoholic people were likely to be much more trouble- 
some in social and police terms. Addiction, at least in our part of the country, 
was a very minor problem. A more serious one, at least so it seems in retrospect, 
was the widespread use of patent medicines and what that could and did do to 
people who innocently thought they were curing their “dyspepsia” or whatever it 
might be. 

The major issues which Dr. Howe raises are matters of serious concern to all 
of us. Let me say frankly that it is my best judgment that adults in 1954 are 
no different from adults in 6000 B. C. We still tend to blame the adolescent, the 
teen-ager, for all the ills of the world. Actually, it is we, the supposed adults, 
who build the world in which they grow up to be adolescents. It’s just possible 
that “once upon a happy time’ we knew what we wanted and were willing to 
work and fight for it. To be sure, it was a somewhat different world, but not 
completely. Esau and Jacob and Isaac and Rebekah weren't so different after all. 

Dr. Howe's program, with which one must agree in general, raises some ques- 
tions for me. My interest is in the addict as an individual, not necessarily sick 
or perverted, but definitely a person and not just a “statistick.” I have some 
reservations about the extent of juvenile—or in the phrase of today—teen-age 
delinquency. Every two or three years for the last thirty or forty years there 
has been great clamor in the newspapers, in the popular magazines, and even in 
scientific journals about the juvenile delinquent. Two weeks ago I attended a 
conference on “Vandalism,” a discussion of the destructive tendencies of the 
teen-age group. Dr. Howe has brought up here a number of questions about the 
adolescent and addiction problems. In 1950, according to the U. S. Census, there 
were nearly 22 million persons aged ten to nineteen (inclusive) in this country, 
slightly more than half being in the fifteen- to nineteen-year group. Reader's 
Digest recently reported an increase of 80 percent in cases of rape by contrast 
with the 1939 figures. The actual number of arrests reported by the FBI for 
1952 was 2,051. That would be an increase of 80 percent from 1,200 arrests. 
These seemingly irrelevant comments are made for this reason. It seems to me, 
and to many others who work rather extensively with adolescents, that there is 
too great a tendency to forget the very real problems with which they are faced, 
and increasingly so. Just what proportion of adolescents are involved in delin- 
quency, vandalism, and any type of narcotic addiction? Is the proportion actu- 
ally greater or less than it was thirty or forty years ago? 

Shouldn't the addict, adult or adolescent, have psychotherapy? How will this 
be carried out in this program? Who will do the necessary family and personal 
social work? What about vocational training or rehabilitation, which is defi- 
nitely shown by Dr. Howe to be necessary? What about job finding? This in 
itself is a most difficult and important issue. 

All of my experience indicates that in such complicated medical, psychologic, 
and social problems as the addict presents, there is need for an organized, coordi- 
nated treatment program, bringing to bear upon the issues every resource that 
medicine, psychotherapy, and social work can offer. 
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NDER date of January 14, 1955, there was presented to the Senate of the 
United States by Senator Frederick G. Payne, Republican, of Maine, a joint 
resolution “to provide for a more effective control of narcotic drugs, and for other 
purposes.’” Co-sponsoring the Resolution with Senator Payne were forty-two other 
Senators from all areas of the Nation and from all political parties, including 
Independent Senator Wayne Morse of Oregon. 

The Interdepartmental Committee consisting of representatives from the De- 
partment of State, Department of the Treasury, Department of Defense, Department 
of Health, Education and Welfare, and the Department of Justice requested the 
Committee on Public Health of The New York Academy of Medicine to study 
this bill and submit a report. By the time the Subcommittee on Drug Addiction 
of the Committee on Public Health had an opportunity to convene it was informed 
that the narcotics bill had not come out of committee. However, representatives 
of the Interdepartmental Committee requested that the Committee on Public Health 
consider the narcotics problem and propose measures for suitable legislation. 

Today a number of cities are raising a hue and cry of apprehension and alarm 
over drug addiction. Charges and claims about it appear in he headlines, coupled 
with demands for action of the usual kind: crackdown by the enforcement officials. 
Presently it is linked with the larger problem of juvenile delinquency as one of its 
most serious components. Before attempting to am the existing situation, it 


is helpful to look at the legal provisions and administrative bodies designed to 
control narcotic traffic and addiction. 


LAWS AND ADMINISTRATION 


International Background: At the instance of the United States Government, 
the conference of the International Opium Commission convened in Shanghai 
in 1909 in an effort to obtain international action to control the traffic in opium 
and its products. The Commission recommended that drastic measures be taken 
by each government in its own territories to control the manufacture, sale and 
distribution of opium derivatives. Three years later the representatives of twelve 
world powers met at The Hague to formulate the recommendations of the Com- 
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mission into an international convention. Here was reached the first important 
international agreement on the subject, which is known formally as the Inter- 
national Opium Convention of 1912, and popularly as the Hague Convention 
of 1912. This Convention was designed to bring about the gradual suppression 
of the abuse of opium, its products and derivatives, and cocaine. The signatory 
powers contracted to enact effective laws, or regulations, for the control of the 
production and distribution of raw opium; for prevention of export of raw opium 
to countries which shall have prohibited its entry; for control of the export of raw 
Opium to countries which restrict its import; and for restricting both import and 
export of raw opium to that made by duly authorized persons. They further agreed 
to take measures for the graduat and effective suppression of the manufacture, 
distribution and use of prepared opium. They also engaged to exert efforts to 
restrict the import and export of morphine and cocaine preparations to authorized 
persons and to limit the manufacture, sale and use of these drugs exclusively for 
medical and scientific purposes. 


Federal Background: Congress has no power to legislate for the mere purpose 
of restraining the purchase of opiates and other drugs. Rather, its power to enact 
Federal legislation regulating all phases of the production, manufacture, sale and 
use of narcotic drugs derives from the commerce clause and the tax clause of the 
United States Constitution. Under the commerce power, it may forbid the importa- 
tion of drugs and make the violation of the statute a criminal offense. Under its 
taxing power it has been held that Congress may prohibit all purchase or sale 
of narcotics except in or from the original stamped package. 

On these constitutional bases, Federal legislation effectuating the Convention 
to bring about legal control of narcotics with restriction on their sale and use is 
contained in a series of statutes. In 1909 Congress adopted a law entitled “An 
Act to Prohibit the Importation and Use of Opium for Other Than Medicinal 
Purposes.” Five years later, in fulfillment of the obligations of the United States 
under the Hague Convention of 1912, this law was amended to prohibit the export 
of narcotic drugs except to a country which regulated their entry. 

In that same year, in further implementation of the Hague Convention, this 
country enacted its basic narcotic law, the Harrison Narcotic Act. As an exercise 
of Federal power to tax, it was enacted as a revenue measure; but by imposing 
penalties for illegal manufacture and distribution, the effect of its provisions is to 
regulate the production, manufacture and distribution of narcotics, particularly to 
limit the availability of narcotic drugs to medical and scientific use. Thus, in an 
attempt to minimize the spread of narcotic addiction, the Harrison Narcotic Act 
has been applied as a measure to control the domestic narcotic traffic. 

In growing recognition that there was need for a more comprehensive measure 
of control over import and export of narcotic drugs than was provided by the 
Act of 1909, as amended in 1914, an extensively revised form of this older statute 
was re-enacted by Congress in 1922 as the Narcotic Drugs Import and Export Act. 
It authorized the importation of only such quantities of opium and coca leaves as 
the then Federal Narcotics Control Board found to be necessary to meet medical 
needs. With this legitimate exception, importation of any form of narcotic drug 
was prohibited. Exportation of manufactured narcotic drugs and preparations was 
permitted under a system of control designed to assure their use for medical 
purposes only in the country of destination. Under the special amendment to this 
statute in 1924, the legal manufacture of heroin in the United States ceased. 

With evidence of growing abuse of marihuana, the Congress enacted the 
Marihuana Tax Act of 1937, which requires the registration and payment of a 
tax by persons who produce, import, manufacture, sell, or transfer marihuana. When 
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growing of the opium poppy, ostensibly for seed yield, sprang up as the result 
of a shortage of imported poppy seed during World War II, the Congress enacted 
the Opium Poppy Control Act of 1942, which prohibited the growth of the 
opium poppy in the United States except under a special license issued only upon 
a demonstrated need for domestic production of the opium poppy to supply oprum 
derivatives for medical and scientific uses. 


Because the Harrison Narcotic Act has been used to exert control over domestic 
trade in narcotics, its constitutionality has been debated and subjected to test. 
Although nominally an application of the government's taxing power, the real 
function of the Act through its provision for penalties for illegal manufacture and 
distribution has been to restrict the distribution of narcotics to medical and scientific 
uses only and thereby to attempt to minimize the spread of narcotic addiction 
Several cases have arisen testing the constitutionality of the Act on the grounds that 
it is not really a tax measure, but rather an indirect method of invading the police 
powers of the states; that it undertakes to regulate matters within the ao ger 
control of the states; and that the penalties amount to a denial of due process of 
law. The point at issue in test cases on the constitutionality of these statutes has 
been the extension of indirect control by the Federal government over objects which 
it is forbidden to regulate directly. The Harrison Narcotic Act has twice been 
declared constitutional by the Supreme Court, solely as a revenue measure and as 
an exercise of the Federal power to tax. 


Administration: Originally the Federal Narcotics Control Board had the 
responsibility of control over narcotic drug imports and exports. The duty of 
enforcing the Harrison Narcotic Law was assumed by the Bureau of Internal 
Revenue through its field officers engaged in enforcing all internal revenue laws 
There was no separate, specialized group of officers bound exclusively to the duty 
of enforcing this statute. With a growing realization of the inadequacy of such an 


arrangement for law enforcement to cope with the control of narcotic drug traffic, 
the Congress in 1930 established the Bureau of Narcotics in the Treasury Depart- 
ment. To this Bureau were transferred all functions and duties of control over 
narcotic drug imports and exports and enforcement of the narcotic law which 
were previously exercised by the Federal Narcotics Control Board and the Bureau 
of Internal Revenue, respectively. The Federal Narcotics Control Board was thereby 
abolished. The policy of the new Bureau was to cut off the supply of the illicit 
drug traffic at the source. Steps were taken to curb the smuggling of large quantities 


of contraband narcotics, At the same time the Bureau attacked the illicit domestic 
traffic. 


The Law in Relation to the Addict: Among those apprehended in narcotic 
traffic, whether it be for possession or purveyance, the law recognizes no distinction 
between addict and non-addict. Judges, however, assert that they distinguish 
between the addict and the commercial supplier. They regard this distinction 
as fundamental in the application of penalty. They argue that the laws of penalty 
should have sufficient latitude to allow judicial discretion for imposing them on 
an individual basis, But, they complain, Congress has limited judicial power by 
enacting mandatory penalties. 

In actuality, quite apart from the length of the sentence, there are no criteria, 
no system, no uniformity of practice in the disposition of arraigned addicts. Some 
are disposed of as criminals, some as sick persons. What happens to the arraigned 
addict seems to be a matter of unpredictable chance, perhaps largely depending 
upon the attitude and degree of enlightenment of the court. 
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The Law on Rehabilitation and Its Execution: Besides its enactment and 
enforcement of laws designed to limit the trade in narcotics to medical uses and 
thereby diminish the number of addicts, the Federal government has attempted 
to provide rehabilitation of the addicts through hospitalization in two Federal insti- 
tutions. These hospitals in Fort Worth, Texas, and in Lexington, Kentucky, care 
for 1) those who, on conviction, are sentenced to confinement in such institutions, 
2) those who are ordered to submit to such treatment as a condition of probation, 
and 3) patients who apply voluntarily for treatment. The statute authorizing the 
Surgeon-General to provide for the “care, protection, treatment, and discipline of” 
addicts commands: “. . . Such care and treatment shall be provided at hospitals 
of the Service especially equipped for the accommodation of such patients and 
shall be designed to rehabilitate such persons, to restore them to health, and where 
necessary, to train them to be self-supporting and self-reliant.” 

Of interest in the treatment of addicts is the confident and dogmatic pronounce- 
ment laid down in the Federal regulations. There it states: “It is well established 
that the ordinary case of addiction yields to proper treatment, and that addicts 
will remain permanently cured when drug taking is stopped and they are other- 
wise physically restored to health and strengthened in will power.” In the Federal 
—— the addict is treated as a patient. Actual treatment begins with gradual 
withdrawal of the drug in order to break the addict’s physical dependence on it. 
An important part of the treatment remains; for the problem contains a large 
psychological component. 


Narcotic Laws and the Private Physician: Under the law, which was enacted 
for revenue purposes, the medical and allied professions are charged with the 
responsibility of prescribing narcotics under restrictions. Physicians may prescribe 
narcotics to patients for the relief of pain and discomfort associated with disease. 
They may attempt to treat an addict to free him of this habit, but only in a manner 
dictated by the Federal regulations. They may not prescribe a narcotic drug to 


keep comfortable a confirmed addict who refuses withdrawal but who might under 
regulated dosage lead a useful life and later might agree to withdrawal. These 
prohibitions are specifically set forth in the Federal regulations: 

“.. . This bureau has never sanctioned or approved the so-called reductive 
ambulatory treatment of addiction, however, for the reason that where the addict 
controls the dosage he will not be benefitted or cured.” 

“This bureau cannot under any circumstances sanction the treatment of mere 
addiction where the drugs are placed in the addict’s possession, nor can it sanction 
the use of narcotics to cover a period in excess of thirty days, when personally 
administered by the physician to a patient either in a proper institution or uncon- 
fined. If a physician, pursuant to the so-called reductive ambulatory treatment, 
places narcotic drugs in the possession of the addict who is not confined, such 
action will be regarded as showing lack of good faith in the treatment of addiction 
and that the drugs were furnished to satisfy the cravings of the addict.” 

“An order purporting to be a prescription issued to an addict or habitual user 
of narcotics, not in the course of professional treatment in an attempted cure of 
the habit, but for the purpose of providing the user with narcotics sufficient to 
keep him comfortable by maintaining his customary use is not a prescription 
within the meaning and intent of the act; and the persons filling and receiving 
drugs under such an order, as well as the person issuing it, will be regarded as 
guilty of violation of the law.” 

It should be added that a verdict of guilty carries a prison sentence. All things 
considered it is small wonder that most physicians would prefer not to have addicts 
appear as patients in their offices. 
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Here is an instance where it would seem that control of medical practice has 
already come under Federal power. However incongruous it may seem, the govern- 
ment has achieved that control indirectly through a revenue measure. 

It has been seen that the Federal government has attempted to minimize the 
spread of narcotic addiction through restrictions on the sale and use of narcotics 
and through suppressing illicit t in narcotics both internationally and domestic- 
ally. It has exercised control over export and import of narcotics; particularly it 
has aimed to cut off illicit supply at its source and to curb smuggling. It has also 
exercised control over domestic trafic by regulating production, manufacture and 
distribution of narcotics. It has restricted the drug to medical and scientific use. 
Violations of the narcotic laws carry penalties. Under these laws the government 
has attempted to apprehend and sentence those engaged in illicit traffic. As has 
been noted, it achieves its objective indirectly. 

These Federal regulations embody a philosophy of approach to the problem 
of drug addiction. First, it reflects the view that it is sults to stop the spread 
of drug addiction by prohibition of the drug. Deprivation of the drug is to be 
accomplished by stopping supply. Secondly, it reflects a punitive approach in that 
stiff penalties are to act as a deterrent. Thirdly, by virtue of possession or of 
selling the drugs, the drug addict is regarded as a criminal. Among violators of 
the narcotic laws no distinction is drawn between addicts and non-addicts. Fourthly, 
it exercises rigid control over the physician in the practice of medicine. It makes 
the physician responsible for administration of the drug; but it sets down medical 
opinions on prognosis and dictates the kind of treatment in statutes. The Harrison 
Act itself did not attempt to deal with the problems of the addict; it attempted 
only to regulate the flow of narcotic drugs. The interpretations of the Act, however, 
have altered what appears to have been the original intent of the measure in such 
a way that it is now difficult for physicians to render medical care to narcotic 
addicts except under carefully prescribed circumstances. 


THE EXIsTING SITUATION 


How effective has been this approach? Here we are actually concerned with its 
bearing upon two separate but interrelated components: traffic in narcotics and the 
drug addict. The latter in turn has two divisions: the formation of new addicts 
and the rehabilitation of existing addicts. First to be considered are narcotic traffic 
and the spread of addiction. Has there been diminution in the volume of traffic 
and spread of addiction? Is there proportionately more or less traffic and addiction 
prevalent? What is the existing situation? 


Prevalence of Addiction and Illicit Traffic: There are assertions that there is 
an increased prevalence of drug addiction. If so, it may be inferred that there is 
an increase in drug trafhc. But not all authorities accept this assertion. There are 
counter-claims that drug addiction under present regulations has diminished. The 
uncertainty grows out of a lack of substantiated and convincing statistics. There 
is no accurate information obtainable on the number of addicts in the country. 
Data on the number of arrests for violation of the narcotic laws do not give 
information on the number of undetected addicts in the nation; only those who 
come into contact with the law are now available for counting and even those do 
not provide an accurate measure of the prevalence of addiction because their arrests 
are too often recorded under other charges. A careful medical evaluation of those 
arrested as ‘‘thieves’” would probably show that in a number of instances they 
should more properly have been classified as ‘‘addicts.”” 

Inasmuch as the addicts are classed and hounded as criminals it is just about 
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as difficult to take a census of them as of burglars. Indeed, because of the nature 
of their violation it is more difficult, because burglaries, if not burglars, can be 
counted. Certainly it is not to be expected that drug addicts as presently persecuted 
are voluntarily going to step forth to be counted. Under our present statutes the 
addict makes every effort to avoid being among those counted in the statistics of 
the police and courts. Inasmuch as the present attitudes toward addicts are punitive 
rather than helpful and understanding, they have no desire to come into contact 
with those who will do no more than assure that they will no longer have access 
to their drug supply. So there is an abundance of estimates and opinions and a 
scarcity of hard tacts. In the face of admittedly incomplete information it assuredly 
requires considerable boldness to maintain that drug addiction is on the wane. 
Indeed, according to an article in the press a few days ago, it was estimated by the 
Bureau of Narcotics that the proportion of addicts in the American population 
today is 31/, times what it was between 1938 and 1948. 

What is more, there are strong indications that there has been a change in the 
type of addict which creates a situation that is even more sinister and ominous. 
Twenty years ago addicts were generally adults in the latter part of their life span; 
today addicts are predominantly under 30, not infrequently youths. A lifetime of 
addiction potentially lies ahead of them. The number of these young addicts multi- 
plied by their life expectancy gives a numerical product that reveals today a 
situation of such magnitude that it far transcends that of two decades ago. Inasmuch 
as a considerable portion of these young addicts become “‘pushers,” what with their 
long life expectancy in addiction, they have a correspondingly long period to 
engage in recruiting. The net effect is almost certain to be more vicious than an 
increased number of older addicts who can afford their habit. 

Engaged in drug traffic are four grades of sellers: 

1. The importer, rarely an addict, who “supervises” the smuggling of drugs 
by his employees and who arranges for their distribution to the wholesale outlet. 

2. The professional wholesaler, also rarely an addict, who obtains his supply 
from a larger wholesaler or the importer, and who seldom has any contact with 
addicts. 

3. The “peddler’’ who may be, but is not always, an addict, who sells directly 
to the “‘pusher’’ addicts in small amounts the supply he obtains from the whole- 
saler, 

4. The “‘pusher,” an addict who sells narcotic drugs to other addicts in order 
to obtain seul with which to purchase his own supply. By and large, the ‘‘pusher”’ 
does not deal in drugs in quantity. He is concerned with selling them to other 
addicts only in order to maintain his own supply, not to make a profit beyond his 
own financial needs. 

This organization is sometimes called a drug ring. 

For fundamentally the same reason, money, both the importer at the top and 
many “pusher” addicts are engaged in spreading addiction. But there the similarity 
ceases. For the importer’s quest for money is to satisfy a desire for it in large 
quantities, which is potentially obtainable because of the big Sous For drug 
traffic is primarily an operation in economics. The narcotic laws shut off any legiti- 
mate source of drugs for a market with an uncontrollable craving. The stage is set 
for inflation with profits of such enormity as to strain the imagination. Prohibition 
of narcotics creates a situation in which traffic to supply the demand for a product 
legally unobtainable is highly hazardous but just as highly profitable. Because 
of the profit to be made in selling illicit drugs, attempts are made to attract new 
users. Drug rings constitute big business with all its aggressiveness to increase 
volume of sales. And what is more, a large part of the sales force are compulsive 
consumers of their own product without even a house discount. 
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The addict's search for money, unlike that of the importer, is to satisfy first 
and foremost a craving for drugs. In this respect the drug traffic has also under- 
gone a change, largely in the kind of salesmen and customers. Previously the addict 
came to drugs in search of relief from pain, fatigue, or anxiety. He had his source 
of supply and the means to gratify his craving. He did not recruit new addicts 
But today the young addict, with insufficient funds, is driven to “pushing” and 
creating new a add dicts in order to obtain a supply for his own needs. 

Whereas the importer searches for new customers in order to increase the 
volume of sales because of the enormous profit to be gained, the ‘pusher’ secks 
new customers in order to increase his earnings so that he may be able to purchase 
the drug for which he has a craving that must be satisfied. His efforts to make new 
addicts may not even be voluntary. Sometimes, in order to maintain his habit, the 
addict who is a “pusher” is coerced into persuading non-users to try drugs in the 
hope that they will be ‘hooked’ and become steady customers. From the stand- 
point of the importer, promotion of drugs and their greater acceptance among 
youth with the prospect of a life-time of repeat sales in this special consuming 
group, is a highly satisfactory and desirable enterprise. On the other hand, just 
as the young addict has potentially a longer span of addiction ahead of him, so 
he has a longer span of participating in drug trafhc, So addiction and arug traffic 
increase each other successively in a vicious spiral. 

If one were to rate the four levels of participants in drug traffic in terms of 
criminality and danger to society, the importer would rank first; the wholesaler, 
second; the peddler, third; and the ‘pusher, fourth. The most reprehensible of 
the drug suppliers is the one farthest removed from the drug users. The im- 
porters and wholesalers are clever criminals with great financial resources. They 
are most difficult to apprehend. To obtain their conviction requires careful prepara- 
tion of their cases and ironclad evidence of law breaking. All this is a nearly im- 
possible task. Certainly the hard-working staff presently attempting the impossible 
should not be criticized for not accomplishing it. Nor is there any strong reason to 
believe that a larger force would completely abolish illicit drug traffic. Indeed, the 
Commissioner of the Bureau of Narcotics was quoted in the press a few days 
ago as testifying that, “if you had the Army, the Navy, the Coast Guard, the F.B.L., 
the Customs Service and our {narcotics} service, you would not stop heroin com- 
ing through the Port of New York.” 

To combat and prevent addiction, the law depends on stiff penaltics. The 
hazard of engaging in drug traffic is great because the penalty is high. But for 
the non-addict importer and wholesaler, the profits are correspondingly high. For 
the addict who “pushes” or peddles, the penalty and hazard are also great; but 
so is his craving for the drug. Indeed, the addict has so great a craving that 
he becomes determined to get the drug without counting the risk. 

It has been noted that two types are engaged in drug traffic: the addict and the 
non-addict. The existing body of law does not draw a distinction between them 
in the application of penalties. To impose the severe penaltics upon an addict 
who sells to other addicts or, out of fear, to non-addicts, is undesirable. Narcotic 
addicts should be considered sick persons and should not be penalized for activities 
which stem primarily from their ill-conceived attempts to alleviate their own 
suffering. As for those persons who are not drug addicts but who are interested 
only in their own personal gain without regard to the suffering and misery their 
commerce may cause, to impose severe penalties upon them is not only eminently 
just but highly desirable. 


Drug Addiction and Crime: Drug addicts fall into the toils of the law in two 
ways: they are arrested for possession or sale of narcotics; or for hold-ups, house- 
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breaking, breaking into cars, shoplifting, prostitution, mugging, purse snatching, 
pickpocketry. Obviously their object in perpetrating these crimes is to obtain funds 
to meet their needs. Since drug addiction is characterized by a craving transcending 
all other appetites and since it is an extremely expensive habit, it may be presumed 
that it is the most pressing, though not necessarily the only, reason that the addict 
commits crime. Certainly a large volume of crime is associated with drug addic- 
tion. At present it is debated whether crime is a consequence or an antecedent 
of drug addiction. Perhaps both are true. There is not sufficient evidence to permit 
the ready conclusion that drug addiction is responsible for a large part or most 
of the crimes in the category of theft and larceny. It would be equally untrue 
to assert that all addicts, in addition to their violation of the narcotic laws, have 
criminal records. But it would not be beyond the realm of fair speculation to 


suggest that in a proportion of addicts the economics of their addiction led them 
to start or continue in crime. 


Rehabilitation: Next to be considered is the record of success in attempted 
rehabilitation, Most of the treatment of addiction is conducted in the two Federal 
hospitals especially administered for that ae Although the private physician 
is allowed under the law to cure addicts if he follows the mode of treatment pre- 
scribed in the Federal regulations, for reasons which have already been brought 
out, as well as the difficulties inherent in attempting it on an outpatient basis, he 
seldom undertakes it. In the hospital actual treatment begins with gradual with- 
drawal of the drug. Failure of the jail system for addicts has proved useful in 
one respect. It shows conclusively that mere abstinence from narcotics for long 
periods of time does not cure addiction. A constructive approach to treatment must 
be based on something more than a mere separation from the drug supply. There 
is a large psychological element in drug addiction; hence measures to rectify it are 
a major part of the therapy. 

When attempts are made to appraise the success of the therapeutic efforts, two 
difficulties are encountered: 1) dininiah reliable data; 2) setting standards. It is 
difficult to do any follow-up study on those addicts who are discharged from 
institutions providing treatment for them; for there is presently no way of keeping 
track of them other than by their voluntary communications. Hence, the records 
leave much to be desired as a basis for determining the period of time prior to 
relapse, whether the ‘‘cured’’ addict abstains from drugs one day, one month, one 
year or for life. 

Even if the data were more reliable, it is disappointing, if not misleading, 
to apply the older and more conventional criterion; namely, the percentage of 
cures. One source reports that on the basis of five-year follow-ups the results 
at the U.S. Public Health Service Hospital in Lexington, Kentucky, were 20 per 
cent known abstinence; 35 per cent known relapse; 40 per cent not heard from or 
never contacted. It is pointed out that of the 40 per cent on whom data were 
not obtained, a sabatentte number may have continued to abstain since no 
hospital or police record of them could be found. Considering the success of 
treatment for drug addiction as a whole, another source states that: “Probably less 
than 50% of treated drug addicts remain free of their habit.” 

But addiction is not like a communicable disease in which one attack and 
subsequent recovery confers immunity for life. Actually it has a large psychological 
as well as physical component. Furthermore, it is related to so many characteristics 
of man that success in treatment is better expressed in a more relative term than 
‘“cure.’” Addicts do not constitute a homogeneous group. They vary in age, person- 
ality, constitution, environmental background, culture, their mode of becoming 
addicts, and the duration of their addiction, to name only a few points of 
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difference. Several broad groupings may be recognized. But to speak of the aggre- 
gate of addicts as a group, it must be borne in mind that the only thing they 
have in common is their addiction. These variables are reflected in the record of 
the effect of rehabilitative measures. In addition, the present state of knowledge 
on effective rehabilitation must be taken into account. Under these circumstances, 
it is misleading to speak of cures and to set a standard of freedom of addiction 
for the rest of the patient's life following an adequate period of therapy 

When effects of two years’ therapy are judged by the length of abstincnce before 
relapse the latest data show a wide range, with a small percentage having a long 
term abstinence. But successive subjection of relapsers to a regimen of rehabilitation 
brings each time a small but definite percentage of long term abstinence. 

The explanation of these results is not entirely clear. There is very inadequate 
follow-up of discharged patients which assuredly must shorten the record of 
abstinences. Also of course the present medical approach to rehabilitation of the 
addict represents almost a first attempt with admittedly incomplete knowledge 
Much remains to be learned about drug addiction and its causes which in turn 
will shed further light on treatment of it. 

Examination of the record of success in rehabilitation is important for the 
light that it may shed on the biology of addiction and on the quality and quantity 
of rehabilitative efforts. Valid conclusions drawn from reliable data assist in 
answering significant questions about the biology of addiction and yer its 
responsiveness to treatment. Does rehabilitation necessitate a simple or complex 
procedure? Is it a short or long process? Is the improvement temporary or perma- 
nent? From all available evidence it may be said with some confidence that addic- 
tion is a complex disease and may therefore require a complex therapeutic approach. 
Certainly with the presently available methods rehabilitation is a relatively long 
process. With a successive series of therapeutic courses the results show increasing 
improvement. 

The answers to these questions are important in order to make policy and 
decisions on the approach to control of narcotic addiction. It may be fairly said 
that in the present state of knowledge rehabilitation does not offer a quick means 
to help stamp out existing addiction and prevent new recruits. But rehabilitation 
is an essential part of any program in controlling drug addiction. The urgent need 
is for additional knowledge and wider application. 

In considering the quality and quantity of existing Federal rehabilitative 
services the following questions may properly be asked: Insofar as resources 
permit, is everything being done that should be done and is it being done well? 
Should the Federal institutions for rehabilitation of the drug addict be continued ? 
Could these institutions do even more effective work with additional resources? 
Within the limitations of existing knowledge and their resources, it is our opinion 
that the quality of their services is beyond reproach. It is our belief, however, that 
there is insufficient use of these Federal institutions and that many more addicts 
should be undergoing treatment. This is of course a situation over which the 
institutions themselves have no control. Rather it points to imadequacies in the 
system of referrals or funds, or both. 

In a sense the question whether the Federal institutions for the treatment of 
addicts should be continued is rhetorical, It is beyond dispute that there are 
existing addicts. This is cold reality, not an indefinite ssibility. What is society 
going to do with or for them? Perhaps the most difficult pest of the vast problem 
of drug addiction is the proposal of constructive steps for the care, supervision, 
and treatment of the existing addict. 

There is valid reason to believe that these institutions could produce even 
more effective results in rehabilitation with additional resources. Under the present 
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system, rehabilitation ceases before it is finished. The addict, following his stay 
at the institution, is given carfare to his home and a warm farewell; then he is 
dumped as a solitary figure, penniless, very often friendless and without work, 
in a hostile society. It would test the mettle of a healthy man to undergo this 


experience; it must be a real trial to the discharged addict. Here is a gap that 
needs to be filled. 


CONCLUSIONS ON THE EXISTING SITUATION 


From this appraisal of developments under the present punitive approach to 
the eee of drug addiction, it is the Academy's belief that the following 
conclusions are. justified: 

The illicit drug traffic still persists and it prevails in an even more sinister 
form since it now enslaves many youths, 

Twenty-five years of the present laws have not accomplished to an unequivocal 
extent: suppression of illicit drug traffic; prevention of the spread of drug addic- 
tion. 

The punitive ee is no deterrent to the non-addict dealer or to the addict. 
The threat of stiff penalties in the form of jail sentences has not prevented the 
non-addict dealer or the addict from taking the risk. Furthermore, the serving of 
sentences in jail has not proved the solution of drug addiction. For one thing, the 
record of repeat jail sentences for addicts is so large that the procedure has been 
called ‘the revolving door policy.” For another, confinement in jails succeeds in 
thoroughly instructing in the ways of the underworld those addicts who had not 
yet engaged in criminal activity. Particularly in the case of young addicts the jail 
sentence is a dangerous approach to a medical problem. During incarceration the 
young addict, who had perhaps not even finished school because of his subjection 
to narcotics, learns from other prisoners not a skill with which he can support 
himself, but how to get along without working at all, even less desirable ways of 
maintaining his drug habit, and a complete course in drug addiction. It has been 
demonstrated that a jail sentence does nothing to help the addict recover from 
his addiction. 

In view of the enormously magnified economic aspects of drug traffic, perhaps 
the punitive approach may not be the most effective way to bring about substantial 
reduction in drug addiction. 

Under the law, most of the addicts are regarded as criminals rather than 
sick persons. 

The present Federal regulations control the practice of medicine in relation 
to drug addiction to such an extent, and so look upon the physician as a 
potential criminal, that he prefers not to include the treatment of drug addiction 
in his practice. 

Drug addiction is a more serious and difficult social and medical problem 
when it affects youths than older persons. 

Judged by the criteria of abstinence from narcotics and, of accession to a 
gainful occupation in society, the rehabilitation of the drug addict in our present 
state of knowledge is a highly expensive, exceedingly slow and prolonged proce- 
dure necessitating repetitive efforts. 

As a means of stamping out drug addiction, prevention remains the most 
practical and essential step, The crux of any program aimed to rid society of drug 
addiction is to stop the formation of new addicts. 

The program of the past has also been inadequate in two approaches which 
hold promise of contributing to the diminution of drug addiction: research 
and education. 
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THE PAYNE BILL 


The Payne Bill proposed amendments to the various narcotic laws bearing 
upon several aspects of the problem. Briefly stated, it would have transferred the 
Bureau of Narcotics from the Treasury Department to the Department of Justice; 
it would have expanded facilities for the care and rehabilitation of drug addicts; 
it would have instituted an education program in teacher training colleges; and it 
would have applied stiffer penalties for violation of the narcotic laws. 

The proposed transfer of the Bureau of Narcotics from the Treasury Depart- 
ment to the Department of Justice was in accord with the recommendations of 
the Hoover Commission. 

Contained in the preamble of the bill was this statement: ‘*. . . the need continues 
and grows for reduction of the demand for such {narcotic} drugs through proper 
treatment, cure, and rehabilitation of persons already addicted to the use of 
narcotics.”’ In accordance with this view, the Payne Bill proposed to provide suitable 
care and rehabilitation centers for those who were addicted to the use of narcotic 
drugs. Such treatment was to be under the jurisdiction of the Department of 
Health, Education and Welfare and included provisions for assistance to states 
establishing rehabilitation facilities as well as for the training of personnel to serve 
in such institutions. 

The bill also proposed to encourage the establishment of training centers for 
teachers and in part to subsidize the compensation of instructors for such courses. 
Thus it provided for teachers and teacher training programs. Recognition of the 
need to train teachers to give narcotic education is also evidence that an adult 
education program would be desirable. These are healthy efforts toward preven- 
tion, opera in a long-range program. But they should not be expected to bring 
prophylactic results at once. 

The Payne Bill continued the punitive approach with even stiffer penalties. For 
example, ““Whoever sells, transfers, barters, exchanges, or gives away, or facilitates 
the sale, transfer, barter, exchange, or giving away, of any narcotic drug. . . to 
any person who has not attained the age of twenty-one years, shall, notwithstand- 
ing any other penalties provided by law, be punished by imprisonment for twenty 
years. For a second offense, . . . the offender shall suffer death, unless the jury 
qualifies its verdict by adding thereto ‘without capital punishment’, in which event 
he shall be sentenced to imprisonment for life.’ The giving of drugs without 
cost is presumed to take place in “hooking’’ a new addict. Both parties are 
frequently under twenty-one. The penalties of twenty years’ imprisonment for the 
first offense and execution for the second, when applied to youths, seem slightly 
severe, 

Furthermore, in inflicting extreme penalties for trafficking in illicit drugs, the 
proposed bill failed to recognize that narcotic addicts, even though engaging in 
activities designated by it as illegal, are first of all sick persons and only incidentally 
law breakers. At the very least, the measure should have provided for a careful 
review of each case by a competent medical board, to assure that the sale of 
narcotic drugs by an addict was not being perpetrated for profit alone. 

The preamble of the bill stated that “strongly deterrent penal laws, with alert 
enforcement, are acknowledged to be the most effective method of terminating illicit 
traffic and supply of narcotic drugs for profit.” The soundness and accuracy of 
this theory is open to question in practice. The spectre of the noble experiment 
in alcohol still hangs over us. Severe penalties apparently mean little or nothing 
when measured against potential profits or inner craving. The death penalty for 
addicts is said not to have stopped addiction in China. 

The Academy's principal objections to the Payne Bill are its punitive approach 
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and excessive penalties. In its opinion, the bill would have been no more success- 
ful in stamping out addiction than the present laws which it would have amended. 
Indeed it might have brought an even greater degree of failure to the extent 
that its penalties were unreasonably excessive. 

In short, the Payne Bill contained several commendable oad but these 


were more than offset by its continued punitive approach with fantastically severe 
penalties. 


THE ACADEMY’S PROPOSALS 


The objective is to stamp out drug addiction as completely as possible. The 
crux of this objective is to diminish the number of individuals becoming newly 
addicted. The natural decrease with time in the number of existing addicts must 
not be overbalanced by the formation of new addicts at a more rapid rate. Indeed, 
if the objective of little or no addiction is to be achieved, there must be little or 
no formation of new addicts. Furthermore, whatever the policy adopted to 
abolish new addiction, there still remains the responsibility oe those presently 
addicted. Concurrently with the attempt to stop the formation of new addicts, efforts 
should be directed to rehabilitate as many presently addicted persons as is possible. 
As a second objective such efforts would not only reduce the prevalence but would 
also contribute to stopping the spread of addiction. Finally, medical supervision 
should be provided for individuals already addicted to narcotic drugs who are 
resistant to rehabilitation. 

The Academy proposes a six-point program to achieve these objectives. It 
should be emphasized that all measures are to be instituted, not just one. 

1. There should be a change in attitude toward the addict. He is a sick person, 
not a criminal. That he may commit criminal acts to maintain his drug supply is 
recognized; but it is unjust to consider him criminal simply because he uses narcotic 
drugs. 

2. The Academy believes that the most effective way to eradicate drug addic- 
tion is to take the profit out of the illicit drug traffic. The causes of addiction are 
cited as: maladjustment; underprivilege; broken home; poverty. Such conditions 
may well be contributory factors, but they are not of themselves the prime cause. 
Rather, profit looms large as the principal factor. 

In seeking ways to reduce the formation of new addicts, it is helpful to consider 
the mechanisms of addiction and its spread. Availability of the drug, ignorance, 
curiosity and persuasion are the necessary ingredients for initiating drug use. 
Curiosity and the need to conform to the behavioral code of his age-group is prob- 
ably a factor in attracting an adolescent to the use of narcotic drugs. In this group, 
it is common: practice to designate a non-user as “chicken” or as “a square” if he 
refuses to use drugs. For certain individuals the ridicule of his fellows is unbearable; 
even though not wishing to do so, he finds himself taking drugs and, ultimately 
an addict. 

Prospective users are furnished drugs by the ‘‘pusher’’ until addiction occurs. 
But once this has taken place, the addict is required to pay for every dose and thus 
a life of slavery begins. Therefore, the formation of new addicts is principally the 
result of commercial exploitation, Contained in the preamble of the Payne Bill is 
the assertion: “Illicit traffic in narcotic drugs for profit are the primary and sustain- 
ing sources of addiction. . . .[sic}’’ If all profit were removed from dealings in 
narcotic drugs, there would be no incentive in giving away these drugs in an 
Se to addict others. 

addict should be able to obtain his drugs at low cost under Federal control, 
in conjunction with efforts to have him undergo withdrawal. Under this plan, these 
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addicts, as sick persons, would apply for medical care and supervision. Criminal 
acts would no longer be necessary in order to obtain a supply of drugs and there 
would be no incentive to create new addicts. Agents black markets would 
disappear from lack of patronage. Since about eighty-five per cent of the “pushers” 
on the streets are said to be addicts, they would be glad to forego this dangerous 
occupation if they were furnished with their needed drug. Thus the bulk of the 
trafic would substantially comer By its very nature this traffic requires many 
agents scattered in diffuse neighborhoods. If a few unaddicted ‘pushers’ were all 
that remained to carry on the trade, they would present a lesser problem for appre- 
hension by the police. 

3. An integral part of the program would be medical supervision of existing 
addicts, with vigorous efforts toward their rehabilitation, No particular philosophy 
of stamping out drug addiction and traffic has an exclusive proprietary of rehabili- 
tion. tever the method it must include a plan and operation to rehabilitate the 
existing addict. This objective carries three parts: 1) persuasion of the addict to 
undergo treatment and rehabilitation; 2) appraisal of the methods of treatment and 
their success; 3) supervision of addicts who were resistant to undergoing treatment 
or refractory to treatment. 

By a change in social attitude which would regard them as sick persons, and 
by relieving them of the economic oppression of attempting to obtain their supply 
of drug at an exorbitant price, it wit be ssible to reach existing addicts in an 


orderly dignified way, not as probationed persons or sentenced criminals. They 
would come under supervision in the interest of health, not because of entanglement 
with the law. Thereafter, on a larger scale and in a humanitarian atmosphere, there 
would be opportunity to apply persuasion to undergo rehabilitation. It is reasonable 
to expect that more might accept the opportunity. 

It is a temptation to think of addicts as a homogeneous group, whereas all that 
they have in common is their addiction. They differ in age, personality, constitution, 


social and cultural environment, and length of time of addiction. Each addict is 
therefore an individual me mem problem. Present methods to convert addicts 
into abstainers have comprised removal of the drug and then institution of rehabili- 
tative measures. Physical dependence on drugs can be removed by the withdrawal 
treatment. The mental and emotional fixations, however, are to be overcome only 
through the individual's own efforts and desires. Psychotherapy cannot be forced 
upon him with any hope of lasting benefit. Rehabilitation of severely addicted in- 
dividuals to the point where they abstain from drugs for the remainder of their 
lives has been shown to be an extremely slow process with an equally slow rate of 
success. The present therapeutic regimen has suffered from premature termination 
of support to the patient. There is a need to maintain continuing contact with 
recovered addicts so that they may be helped in resisting the return to use of a drug 
in stress situations. A counselling service for them is urgently needed. 

Not all the addicts subscribing to the proposed plan will agree at once to 
undergo treatment. In accord with this concept that treatment of the addict must 
be individualistic, the Academy believes that in appropriate institutions it might 
be well to try a reverse order. After the addict has undergone education and re- 
habilitation and has obtained employment, there might be more success in inducing 
him to give up the drug. It has been asserted that many addicted individuals become 
enslaved between the ages of seventeen and twenty. It is evident that addiction then 
occurs before the individual has had an opportunity to acquire a skill by which he 
can earn an honest living. If he is furnished his drug in required amount, he may 
be willing to be trained in a useful trade. When he has been enabled to maintain 
his livelihood with his former fears and strains removed, he may be willing to 
give up drugs. Thus a change in social attitude and a different therapeutic approach 
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in appropriate instances might offer more success in persuading an addict to under- 
go treatment and in the results of that treatment. 

Addicts resistant to undertaking an and continuously refractory to therapy, 
despite all efforts, should be supplied legally and cheaply with the minimum amount 
of their drug needs; and efforts to persuade them to undergo rehabilitation should 
be continued. 

It is suggested therefore that there be developed a program whereby sufficient 
amounts of drugs can be legally and inexpensively supplied to addicts, while 
attempts are being made to have them undergo treatment. This service for narcotic 
addicts should be instituted in dispensary-clinics, preferably attached to hospitals, 
whether Federal, municipal or voluntary. No person should be given drugs at such 
a service clinic unless he is willing to enter a hospital for evaluation of his drug 
needs. After careful medical evaluation he should receive at cost from the service 
clinic the amount of drug which it has been medically determined that he requires. 

The service clinic should be in operation twenty-four hours a day, seven days 
a weck, to insure that no addict has the excuse that he could not obtain his supply 
from a legitimate source and was thus forced by his discomfort to seek his supply 
from illicit dispensers. At no time should he be given a supply of narcotics adequate 
for more than two days; if he is found to have sold or given away any of the 
supply to another person, he shall be liable to commitment to a hospital with 
attempted rehabilitation. 

If an addict uses more than the amount of drug supplied to him for the pre- 
scribed period, he should not be penalized so long as he returns to the service clinic 
for his legitimate supply. But in the event of such a lapse from the pattern of his 


consumption of drugs, he should be re-admitted to the hospital for another evalua- 
tion of his drug needs. 

Needless to say, all addicts receiving drugs from the service clinic or entering 
a hospital for evaluation and treatment should be photographed and fingerprinted; 


copies of such photographs and fingerprints should be sent to a central agency, 
while one copy is retained at the original clinic. By means of a punchcard system, 
monthly checks should be made by the central agency to insure that an addict is 
not obtaining supplies from more than one clinic. If such a violation is found to 
exist, the offending addict shall immediately be subject to commitment as a hospital 
atient. 

; It is visualized that such service clinics will be established all over the country. 
Thus it will be possible for an addict desiring to change his residence to transfer 
from one service clinic to another without encountering difficulties in maintaining 
his supply. Whenever an addict wishes to go to another community, he will notify 
his regular clinic of his intent. The clinic will in turn notify the central agency of 
his new location and will forward to the new clinic the record of his evaluation 
and his conduct at the original clinic. 

Strictly enforced, these safeguards should eliminate any possibility of the use 
of the illicit market and should insure that only those with intractable addiction are 
actually receiving narcotics. It is also postulated that there will be no laxity in 
enforcing provisions for failure to abide by the service clinic regulations. 

Much space, perhaps a disproportionate amount, has been devoted to detailing 
the provisions for furnishing drugs to the addicts who refuse treatment. Actually 
it is hoped that this group will be small in number and constantly diminishing. 
For, all the while, unrelenting attempts would be made to persuade the resistant 
addict to undergo therapy to break the habit. 

It will be seen that this recommendation is a humane, reasonable, and promis- 
ingly effective method of distribution. It should be remembered that every addict 
will get his drug. Under the present laws to do that he must “push,” rob, steal, 
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burglarize or commit forgery. For, he is desperate when he is without drugs. 

This part of the program containing provision for distribution of drugs to 
addicts has been opposed on the basis of previous short-lived experience with drug 
clinics. Admittedly some of the clinics were abused; others had success. In any 
event, there was insufficient time for them to demonstrate their merits. There is 
an aura of mystery surrounding the peremptory and premature closing of them. 
From all available facts it would appear that they were closed, not because they had 
failed, but because operation of them did not accord with the prevailing philosophy 
of a punitive approach to a criminal problem. 

4. It is proposed that there be no relaxation in the efforts toward complete 
and permanent elimination of the supply of illegal narcotic drugs and that pro- 
visions for suppression of illegal traffic be retained. It is the Academy's belief that 
the suggested plan to remove the profit would diminish illicit trafhe, Whatever 
illicit operations were left after its application should be vigorously eradicated by 
appropriate laws, their enforcement, and provision for suitable penalties. Here 
illicit traffic should be re-defined to allow provision of drugs to addicts under 
medical supervision and treatment. This procedure should be surrounded by suitable 
safeguards. If anyone receiving drugs under the supportive plan should be found 
attempting to receive or to be receiving supplies from more than one clinic or 
from an illicit market, or if he be found attempting to sell or actually selling any 
of his supply to another person, he should be liable to commitment to a hospital 
with attempted rehabilitation. Thus he should be controlled as a sick person, not 
as a Criminal. 

Initially, it would be essential to provide the trained staff necessary to apprehend 
the peddlers, wholesalers and importers. It goes without saying that this group will 
not give up its lucrative business without a struggle. But a dearth of drug users, 
combined with severe penalties for dealing in narcotics, could be expected to put 
an end to the illicit drug traffic within a relatively short time. 

It should be emphasized that the law should draw a distinction between the 
addict and non-addict in its provision. The convicted non-addict trafficker should 
feel its full force. 

5. Adolescent addicts are reported to have said that they would not have taken 
drugs in the first place if they had known that they were going to become addicted. 
Such statements of youth are a strong argument for a good educational program 
for young people. The adult user, too, reports that he did not know the dangers 
of narcotic drugs when he began their use. If such reports are correct, it would 
appear that an educational program for adults as well as for adolescents is needed. 

Combined with the medical care of narcotic addicts and severe penalties for 
trafficking in drugs, there should be an adequate program of education for adults, 
teachers and youth. By means of all education media, including radio, television, 
the public press, forum, lecture, books and pamphlets, there should be a concerted 
effort at informing the public of the dangers of narcotic drugs. Furthermore, there 
should be impressed upon the population the need to treat addicts, to apprehend 
illicit drug dealers, and to avoid the use of such drugs except under medical 
supervision. 

6. One of the great difficulties in planning for a medical approach in the care 
and supervision of addicts is the lack of accurate information on their number. So 
long as they are stamped as criminals that difficulty will exist. It is a merit of the 
medical approach that by adopting the proper attitude toward them, it should be 
possible to study the epidemiology of drug addiction and acquire information 
about the magnitude oe pathogenesis of the disease. 

By means of the records accumulated at the central agency, it would be possible 
to have at all times an accurate count of the known resistant addicts in the country. 
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It would also be possible to know how many addicts were undergoing treatment 
for their illness and how many relapsed after a period of abstinence. Data on the 
length of abstinence from narcotic drugs and therefore on the success of various 
types of treatment would be obtainable. On the basis of such information, research 
could be focused more readily on the “why"’ of addiction and on improved methods 
of treatment. There seems little possibility of learning the “why” of addiction until 
narcotic addicts can be studied under conditions more nearly enter normal 
existence than do those of a hospital, excellent though it may be. 

So much has been stated about the relation of drug addiction and crime, parti- 
cularly about the need for drugs leading to crime, that the Academy is moved to 
state that realistically it has no extravagant expectations that the proposed plan will 
completely eliminate crime. If a person was a criminal before he became a drug 
addict, it is not necessarily to be expected that he will cease to follow his predilec- 
tions for crime just because he no longer is an addict. Perhaps it is fair to state 
that crime arising from the need for drugs may diminish; but criminal acts com- 
mitted for other reasons may not decrease. 

It is the opinion of the Academy that this program, taken in its entirety, is a 
reasonable and humane approach to the solution of drug addiction. It must be 
frankly admitted that there is no ideal or perfect solution. Of the two possible 
approaches to the solution of the problem, the punitive as against the medical, it 
becomes a matter of judgment as to which gives the more promise of effectiveness 
and contains fewer points of vulnerability. In judging between them the Academy 
believes that the evidence is ae in favor of its proposed program as 
the more promising means of ridding the nation of drug addiction. 
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Exuinir No. 3 
{From American Medicine, January 1920} 


THE Narcotic Drue Evi, AND THE NEw YorK Crry HEALTH DerartTMENT 


By Royal 8. Copeland, A.M., M. D., F. A. C. S., Health Commissioner, New York 


Holy Writ tells us of the prophet Jeremiah’s lifelong protest against the iniquity 
and folly of his countrymen. In his lamentations, he indulged in bitter foreboding 
of the hopeless ruin they were bringing down upon their heads. Without wife or 
child to care for, his one thought was his country, its moral and political good. 
Perhaps in all history no one more fully recognized that man is a creature of 
habit, and that bad habits lead to disaster and ruin. So Jeremiah wailed: “Can 
the Ethiopian change his skin, or the leopard his spots?” 

In a sense, every citizen, especially the practitioner of medicine, is as committed 
to the hopelessness of the drug addict's fate as poor Jeremiah was convinced of 
the eternal helplessness of Israel. The purpose of this essay is well stated in the 
request of the editor of American Medicine: “The need of arousing physicians to 
the actual situation, and getting them to recognize the duty they owe to an un- 
fortunate class, the community and to themselves.” If, as the editor suggests, the 
information thus given “will go far, not only to show what can be done, but to 
urouse medical men to their personal obligation in the matter,” I shall be happy. 
To restore the thousands of American addicts to normal life is an undertaking 
worth the effort of the entire profession. If accomplished, it will be regarded 
ever as one of the monumental achievements of medicine. 

We live in an era devoted to the ideals if not to the actual practice of preventive 
medicine. It is a shame to be obliged to devote money, time, and effort to the cure 
of any one thing that can be prevented. Yet we continue to treat the victims of 
malaria, smallpox, tuberculosis, and a long list of other infections that may be 
prevented. There is a political and economic aspect to every such disease, and, 
somehow or other, in these matters the medical profession has failed to impress 
appropriating and governmental bodies with the supreme importance of adequate 
official action. Applied to drug-addiction disease, this means there would be no 
drug problem, were there ample governmental control. Withont such govern- 
mental action, there will continue to be addiction, and, as a consequence, the 
profession must go forward in its treatment of this, as with every other prevent- 
able disease. 

Drug addiction differs from the active contagions in that no immunity’ is 
afforded the cured. It is like tuberculosis, in that a predisposition, moral as 
well as physical, however, renders the once inoculated liable to “flare-ups” or 
fresh attacks. Caused as it is in 95 percent of cases, at least in the underworld, 
by evil association, its management is not encouraging to physician or to sociolo- 
gist. Disregarding the underworld, and considering only the accidental addic- 
tions and those due to the necessary use of narcotics in painful disease or surgical 
condition now cured, there is no reason why there should not be a hundred per- 
cent of lasting cures. What may be said, then, regarding treatment, even though 
its general principles are far from new, will be of interest to every practitioner. 

Federal law and activity.—It will be recalled that the Federal narcotic law, 
commonly known as the Harrison Act, was primarily a revenue measure. While 
it included provisions for control of the moral and medical aspects of drug dis- 
pensing, there was considerable doubt as to the constitutionality of these features 
of the law. Not until the Supreme Court of the United States, in the case of 
United States v. Doremus, rendered its decision in March 1919, were there any 
teeth in the law and any serious attempt on the part of the Treasury Depart- 
ment to enforce its medical provisions. 

The activity of the Federal Government began in New York City April 8, when 
6 physicians and 4 druggists were placed under arrest for illegal traffic in narcotic 
drugs. This was the beginning of a campaign, not yet ended, and which has 


'Much has been written regarding immunization and the development of antitoxins or 
antibodies. The original experimenter and writer in this field—one from whom all recent 
Writers have borrowed freely—is Dr. C. Gioffredi. See his article: “Recherches Ulter 
ieures Sur L’Immunization Pour La Morphine” in the Arch. Ital. De Biologie, 1899. 
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resulted already in scores of arrests and in sending several doctors and druggists 
to the penitentiary. 

The narcotic clinic.—Within a few hours after the closing of their ordinary 
sources of drug supply, hundreds of addicts were clamoring for treatment. The 
doctors who had been growing rich in this traffic were frightened, and the poor 
Victims had no means of relief. On April 10 the New York City Health Depart- 
ment opened a clinic for the temporary care of these patients. This is still in 
operation and up to this time more than seven thousand persons have applied 
there for treatment. 

The original intention in the establishment of this clinic was to meet the urgent 
emergency of last April. It is now a clearinghouse, or admission bureau, pre- 
paring the way for the hospital treatment of the patient. Without absolute con- 
trol of the patient and his complete isolation from clandestine sources of sup- 
ply, there is no hope of cure. Ambulatory treatment is foreordained to fuilure 
so long as there are secret and illegal methods of obtaining the drug. L.. ler 
present conditions, therefore, it is my belief it will be a very rare instance in- 
deed when a patient is cured outside a hospital, or in the absence of equally 
well-controlled conditions within a private house. So far-reaching is the influence 
of this evil that no trust can be placed in persons not absolutely proof against 
cajolery and bribery, or in any surroundings not impregnable against assault. 
The cunning and ingenuity of the evil genius presiding over this practice are 
almost beyond belief. 

The clinic has served a humanitarian purpose in that it has provided a place 
for a careful physical examination, advice as to needed medical treatment for 
fundamental conditions, and careful oversight of the progress of the drug 
disease. It has saved the addict from the victimizing methods of the doctor 
who heretofore has exploited the drug patients by charging excessive fees for 
bogus treatment, and of the druggist who has wickedly profiteered on the drug 
and not infrequently given short weight besides. Attendance at the clinic has 
given the health department time and opportunity for study of the home sur- 
roundings, personal characteristics, and reliability of the patients. 

The gradual but consistent reduction of the daily dosage at the clinic has 
shortened the period of the necessary hospital treatment. Likewise, it has in- 
creased the value of residence in hospital by sending patients in much better 
physical condition to begin with than would otherwise be the case. The clinic 
has given us a hold on hundreds of addicts who, without it, would be lost to 
the municipal authorities, and, lastly, it has made possible a steady flow of pa- 
tients to the hospital, thus justifying its necessarily large personnel, and in every 
way facilitating the problems of hospital administration. 

Statistical study.—Some idea of the magnitude and nature of the problem may 
be gained from the few statistics presented here. The following is an analysis 
of the first 3,000, or approximately 3,000, admissions to the narcotic clinic: 
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. General classifications : 6. Duration of addiction : 
Less than 1 year. 
2 to 5_- . 

SSN 
10 to 15 : 
Over 15 years_- 


—— | 7. Nationality: 
ROCs haiitiis cisnsas aude 8, 262 Austria___- 
= Canada 
3. Stated causes of the addiction: China 
PN = desis tities he 420 Denmark 
Association England- 
Other causes (curiosity, France 
pleasure, trouble, etc.) — 351 





Total 3, 262 


— IR cence ens ccsniavtncenlinn : 212 
. Favorite drug or drugs: 78 
Cocaine 6 Japan 11 
Heroin and morphine__.__ 41 SS SA en 
Morphine and cocaine____ 42 Rumania 
Heroin and cocaine 305 Russia 
Morphine 690 Scotland 
Heroin 178 South America........... 
—_—__- Be titecciatsinseancysengipdnenen : 28 
262 Switzerland 7 
== CO ES Eee s 0 
5. Age groups: United States___-.--- . 1855 
MN Sct heticentiats: teins 908 ‘ 
20 to 25 , 927 3, 262 
26 to 30 711 
31 to 40 583 | 8. Occupation : 
Skilled (trade or profes- 
a sion ) 
, 262 Unskilled 


To my mind, the most startling thing about these figures is that a large major- 
ity of the patients are under 25 years of age, and nearly one-third of them are 
not out of their teens. Our patients are just misguided and unfortunate boys 
and girls, mere children. That more persons past 40 do not appear means that 
the addict dies young, the ready victims of tuberculosis or some acute infection, 
or else the drug traffic on the present scale is so recent that only the young are 
as yet affected. It is disturbing to find hundreds who are employed as chauf- 
feurs, drivers, conductors, elevator operators, and otherwise engaged in occupa- 
tions where human safety depends on perfect sobriety; above 20 percent of ad- 
missions are in these occupations. Physicians, nurses and ministers are num- 
bered among the victims. There is hardly a calling or occupation without rep- 
resentation. Apparently the evil is so widespread that it reaches every stratum 
of society and every nationality. It appears by preference to attack the Amer- 
ican, because the great preponderance of patients is among the native born. 

It will be understood from what has been said so far, that the narcotic clinic, 
important as it is in corralling the patients, in gaining their confidence, and 
classifying and clearing them for the hospital, has no very important part to play 
in the real treatment. In a small community, and in this large city under normal 
conditions, the clinic would have no part in the scheme of things. Even under the 
demands of the strenuous opening campaign of this war against the drug evil, 
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its usefulness will end soon. So soon as we can hospitalize our remaining pa- 
tients, the use ef the clinic will be merely that of an admission bureau. Per- 
sonally, I am thoroughly convinced that every addict must take the major 
portion of his cure in the hospital, and when the number of applications for treat- 
ment do not exceed the nuniber of empty beds, commitments will be made directly 
to the hospital. In that event, of course, more time will be required in the hospi- 
tal, but, in the end, it will be a far more satisfactory procedure. 

Hospital care-——We come now to a consideration of the important feature of 
our program, the hospital care of the addict. It may be recalled that the commis- 
sioner of health had great difficulty in finding a hospital for these unfortunates. 
Public opinion had to be molded and official consent gained, but finally Riverside 
Hospital, on North Brother Island, was set aside by the city for the admission 
and treatment of these patients. We have there 700 beds and up to this writ- 
ing 1,600 patients have been admitted. If I had ever doubted the wisdom and 
propriety of this method of caring for the addicts, all doubts would have dis- 
appeared after my last visit there, 2 or 3 weeks ago. I happened to arrive at 
the dinner hour and saw at the tables 200 husky, red-cheeked, bright-eyed and 
clear-brained young men who, a month before, were wrecks of humanity, skulk- 
ing about the streets of New York, seeking narcotics at any cost, even by the com- 
mission of crime. 

Treatment.—In the treatment of these cases at the hospital there are three 
stages: First, the stage of preparation; second, the stage of elimination and 
withdrawal of the drug; and third, the stage of convalescence and rehabilitation. 
The first stage covers a period of about 3 days. It is the aim of the physician in 
this stage to determine the gastrointestinal state of the patient and to fix the 
proper dose of the drug. It has been shown rather conclusively that 1 grain 3 
times a day is the maximum dose covering the body needs. Of course many 
patients come in who are suffering from drug intoxication. They have been 
taking far in excess of the dose required and are in what might be called a state 
of perpetual “jag.” As a matter of fact, however, it is the testimony of our 
physicians that three grains a day will keep the most inveterate addict perfectly 
comfortable. 

On the fourth day the patient begins his process of elimination. During this 
time he is given an eliminating capsule consisting of rhubarb, ipecac, strychnine, 
atropine and two grains of calomel. The first capsule is given at 3 o’clock, the 
second at 6 and the third at 9, and on this day the patient receives 3 1-grain doses 
of the narcotic drug. On the fifth day there is active purging, as can be imagined, 
and the patient is left alone, except that he is given 3 doses of his drug in reduced 
amount, perhaps three-quarters of a grain 3 times a day. On the sixth day the 
same treatment is given as on the fourth, that is, three of the eliminating capsules 
are given. If there is no great response, a high colon enema of saline solution is 
used. On the seventh day, at 6 o’clock in the morning, the patient is given 2 
ounces of castor oil. The administration of the oil is followed immediately by the 
last doses of the drug the patient is to receive. 

In 3 or 4 hours the patient becomes restless and usually about 11 o’clock re- 
ceives his first dose of hyoscine. The official dose of hyoscine is one three- 
hundredths to one-fiftieth of a grain, and it will be gratifying to know that the 
entire hyoscine treatment, about which so much has been said, rarely requires a 
larger amount of the drug than is contained in 3 or 4 maximum doses. The first 
dose is the largest dose that we administer and this, for a man, is one two- 
hundredths of a grain and for a woman, one two-hundred-fiftieth of a grain. 
The drug is repeated according to the needs and condition of the patient, exactly 
in the way a skillful anethetist supplies the ether where anesthesia is desired. 
The second dose may be an hour or an hour and a half, or even 3 hours after the 
first dose, and succeeding doses are given covering a period of 36 hours. During 
this time, 10 to 15 doses may be given. By the end of 36 hours the patient is 
usually sleeping. Perhaps it may not be necessary to give a dose of hyoscine 
after the first 24 hours. 

In possibly one case out of a dozen, some bad condition may develop. There 
may be abnormal heart action, the pulse becoming low and irregular. There 
may be dry fauces and tongue or suppression of urine. There may be persistent 
nausea. In one case in a hundred, during the first 12 or 18 hours of treatment, 
there may be convulsions. A single quarter-grain dose of morphine will give im- 
mediate relief. Since the opening of the narcotic service there have been but 
two deaths on the Island. Considering the debilitated and sickly groups we 
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have admitted, this seems to me quite a remarkable record. 
had tuberculosis with complicating pericarditis. 

During the 36 hours in the hyoscine ward the patient is given all the cold 
water and vichy, or soda water, that he cares to take. There is such marked 
acidosis that much relief is experienced by the use of alkaline water. No food 
is given, but the patient may have ali the liquid he calls for. 

Sometimes the patient has a feeling of great weakness, prostration, with 
cramps in the legs, and these symptonis will disappear ordinarily with another 
dose of hyoscine, one two-hundredth or one two-hundredth and fiftieth of a grain. 
For the after-pains and cramps in the legs, our physicians have found a powder, 
consisting of one grain of sparteine sulfate, one thirtieth of a grain of apomor- 
phia and one two-hundred and fiftieth of a grain of hyoscine, will make the pa- 
tient entirely comfortable. One dose within the first 36 hours after the com- 
pletion of the treatment will suffice usually to relieve cramps and pains. 

For the nervousness experienced, bromides and trional for the women, and 
chloral for the men, are used in exceptional cases. In alcoholic addiction com- 
plicating, paraldehyde has been found useful in doses of 1 to 2 drams. This 
is used for a night or two after the treatment. Usually a 2-dram dose is given 
on the first night and a 1-dram dose for 2 nights following. 

I have visited the wards and have been able to converse with every patient. 
There is no active delirium. Occasionally, a patient picks at the bedclothes. 
He may say the chandelier looks like the “old boy,” but not more than 1 patient 
in 15 has to be restrained. During this treatment we have 1 nurse to every 2 
patients, but most of the time they are not actively engaged except in keeping 
the patients covered with bedclothes. 

The first 24 hours the patient is in the hospital, he may be somewhat miser- 
able. He comes in intoxicated with the drug and when he is dropped off from 
30 grains to the normal amount, he complains for a few hours. But from this 
time forward, he is exceedingly comfortable. 

We find that most of the addicts are excessive cigarette smokers. One of the 
first things we undertake is to reduce the number of cigarettes to 4 or 5 in 24 
hours. These patients make more fuss over the deprivation of tobacco than 
over all the remaining features of the treatment. 

During the last stage our patients are employed about the island. They have 
been rebuilding the roads, leveling the grounds, painting the buildings, repair- 
ing the boats, operating the laundry and doing a thousand and one things that 
make for their physical restoration and rehabilitation. 

The ultimate result——The patients are now being discharged from day to day 
and are being returned to the community sound in body, if not regenerated in 
mind and soul. Society has a very important problem to meet in the reception 
and placing of these deserving persons. The department of health, with the co- 
operation of various religious and social organizations, is myn to aid in 
this process of regeneration. 

I am laboring under no delusions as to the ultimate fate of many of our dis- 
charged patients. There can be no doubt that a large number of them will re- 
turn to the drug. The first time sickness comes, or social disaster, there will be 
recourse to the narcotic. Until this community and every other is freed from the 
possibility of obtaining the drug clandestinely, we will have addicts to deal with. 
It is imperative that there shall be worked out some system of international 
control of crude opium. It is my opinion that in every country there must come 
ultimately centralization of narcotic distribution in some governmental agency. 
So long as it is possible for American manufacturers to prepare the derivatives 
of opium, ship them to nearby foreign countries and have them smuggled back 
across our borders, the drug evil will persist. So long as the bootlegger is per- 
mitted to operate, so long will there be addiction. Certainly it is incumbent upon 
the Federal Government, upon the officials of other governments, upon the League 
of Nations, upon every official body that can be considered in this connection, 
to move forward toward the realization of some plan for the control of the 
narcotic evil. There must be intense activity and alertness, otherwise all t he 
efforts of health departments will fail. It is possible to cure a patient of malaria, 
but if he return to a district abounding in infected mosquitoes, he will have an- 
other attack of malaria. The physician and the department of health can heal 
these poor victims and restore them to physical health, but without moral regen- 
eration or such strict governmental control as to prohibit the possibility of illicit 
possession of narcotics, the problem will not be solved. 


Both these patients 
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ExHrpit No. 4 


{From Monthly Bulletin of the Department of Health, City of New York, February 1920] 


THE New York Crry Narcoric CLINIC AND DIFFERING POINTS OF VIEW ON 
' NARCOTIC ADDICTION 


By S. Dana Hubbard, M. D., Acting-Director, Bureau of Public Health Education. 


The problem of narcotic addiction has been in the public eye for some time, 
and the differing points of view regarding narcotic addiction have been provoca- 
tive of some very interesting discussion. 

In the spring of last year, the Federal authorities having made several raids 
on trafficking physicians and druggists, an acute emergency was created whereby 
it was feared by some that a panic of these miserable unfortunates would ensue. 
These conditions caused the New York City Department of Health to open a nar- 
cotic relief clinic in order to study and examine into the subject of narcotic drug 
addictions. 

The problem of narcotic drug addiction is somewhat to be compared with vil- 
lage gossip—but few know the actual facts—and it is extremely interesting to 
find how many peculiar and extravagant opinions are expressed regarding such 
mysteries. This is very applicable to the facts regarding drug habits. 


NUMBER OF DRUG ADDICTS IN NEW YORK CITY 


Many opinions regarding the prevalence and frequency of drug addiction have 
been expressed. No doubt many of these statements are far from true. We do 
not know who the addicts are, nor how many there are of them, either here or 
elsewhere in this country. Why? From opinions expressed, and from the litera- 
ture on this subject, we have been led to believe that addiction was allocated with 
certain definite physical stigmata : pallor, emaciation, nervousness, apprehension, 
snuffing, needle puncture markings, and tatto skin evidences; but in actual ex- 
perience with hundred of acknowledge drug addicts, persons actually seeking 
their drug supply, we find, like the weather indications, all such signs failing. 

There are drug addicts constitutionally inferior, and superior; feebleminded, 
and strong minded; physically below, and above par; morally inferior, and 
superior. No one clase of society seems, in our experience, to enjoy a monopoly 
in this practice. Our opinions, therefore, regarding the number of drug addicts, 
here and elsewhere about this country, have very naturally had to be revised. 
While it was the current opinion to think that they existed in vast numbers— 
estimated by some as 1 percent of the community, and even 2 and 3 percent by 
others—we, today, think that this is greatly overestimated. 

It was formerly held that drug addiction was so general and so frequent that 
if the law—the Harrison Act—was enforced, as it should be, a panic would be 
created by the immense numbers of addicts who would seek relief. 

The efforts of the New York City Department of Health, actuated and urged 
by the commissioner of health, Dr. Royal S. Copeland, showed that this fear of 
the production of a panic was a false one. Our efforts were given wide publicity, 
and the cooperation of medical and scientific societies earnestly and zealously 
sought to help solve this problem. It might be added also that the raids initiated 
by the Federal authorities—arresting illicit prescribers and dispensers—together 
with the New York State Narcotic Commission requiring registration of all ad- 
dicts in this locality have not occasioned any undue excitement among these 
individuals. We, naturally, must infer that the enormous numbers of drug ad- 
dicts supposed to exist, in this vicinity at least (and it was supposed to be greater 
here than anywhere else) are mythical and untrue and that therefore the fear 
of a panic of these miserable unfortunates was negative. 

From our experience with narcotic relief and registration in New York City, we 
now are of the opinion that the present law—the Harrison Act—should be strictly 
and uniformly enforced. To do so would bring these tipplers in drugs to the front, 
and would hurt no one, not even the users themselves. These opinions, while 
radical, are not given to belittle the opinions previously expressed by persons 
supposedly well-informed on this matter, but are the results of an actual practical 
and intimate working knowledge of this subject. 


CHARACTER OF ADDICTS 


It has been said that the experience in the department of health emergency 
narcotic clinic was unique; that the character of the addicts visiting this service 
was very exceptional. Possibly our experience dealt with an unusual feature of 
this problem, but from personal consultations with many acknowledged addicts— 
in all walks of life—journalists, ministers, writers, physicians, clergymen, 
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teachers, businessmen, etc., seeking interpretation of the law’s requirements as 
it affected them individually—they being addicts—we naturally had an oppor- 
tunity for firsthand information. 

The arrest of several trafficking physicians and druggists for vivlating the 
narcotic laws caused the department of health to open a relief clinic, which began 
as an emergency and was expected, naturally, to be only a temporary expedient, 
but the necessity was so acute, and attracted so much attention from those inter- 
ested, that the commissioner of health decided to continue it for some time, in 
order to study this subject and obtain data regarding this problem. 

The Narcotic Clinic, 145 Worth Street, New York City, was opened April 10, 
1919. The clinic ministered to those willing to become its patients. The acute 
enforcement of the narcotic law by the Federal authorities made trafficking physi- 
cians and druggists fearful to prescribe and dispense for their addicts, and this 
factor sent these persons to this public emergency clinic. They appeared to come 
from all stations of society, and seemed to represent a fair average of these 
habitues. 

We feel that we have had an unusually wide and peculiarly general experience 
with drug addicts of all classes—classes so large as to make us think that others’ 
experience in this form of prctice has not been nearly so extensive. 

The public narcotic clinic is a new thing. In fact there are only a very few in 
existence and, if we may judge from our experience, they are not desirable, and do 
not satisfactorily deal with this problem. We have given the clinic a careful and 
thorough as well as a lengthy trial and we honestly believe it is unwise to main- 
tain it longer. 

The clinic has been found to possess all the objectionable features characteristic 
of the so-called ambulatory treatment, as practiced by the trafficking physicians, 
except one, the financial profit to a few physicians (about one-half of 1 percent of 
the doctors of this city) performing this character of service. 


LENGTH OF TIME USING DRUG 


The average duration of our patients on the drug was 6 to 7 years—79 percent 
being under 10 years’ duration. This is interesting, because, when they drift from 
drug using, where next do they go? 

Those who have studied and followed carefully the chronic alcoholic addict, 
know very accurately that he goes down, down, down, drifting from usefulness to 
idleness, from good to bad conduct, finally from health to disease, and indulgence 
foreshortens the life period by a high percentage. The earmarks of chronic alco- 
holic indulgence are not pathognomonic, yet they are generally recognized in our 
precociously advanced cases of poverty, disease, and early death; in these there 
are indications, in very many instances, where the history of chronic alcoholic 
indulgence and the clinical phenomena correlate cause and effect. This, in our 
study of narcotic drug addiction, is not so obvious. In our institutions for the 
poor, the aged, and the feebleminded, drug addicts are exceptional, in fact it 
might be safe to state that they are rare. Now, what becomes of these drug 
habitues? Our dead, found in public places, and our deaths by suicide, as well as 
our pauper dead, fail to indicate, as the cause of such endings, any connection 
with the habit of drug addiction. This drug indulgence must leave a mark on 
the system, in many instances, especially in the cases of those addicts using hypo- 
dermic needles—here the tattoo and abscess cicatrizations, while perhaps in 
many instances not positively indicative, yet, are so characteristic that it is 
felt certain that if one of these cases was found dead, the drug addiction marks 
would be quickly determined by either the coroner or city examiner, or last attend- 
ing institutional physician, and these complicating facts noted in the final record. 

Dr. Charles Norris, chief medical examiner of New York City, advises us re- 
garding such instances as follows: 


Deaths from overdose of narcotics, New York City—Jan. 1-Dee. 1, 1919 


goes 


ee | 
|Manhattan| Bronx | Brooklyn Queens | Richmond | Total 
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| 2 ; 6 

Cocaine ; 1 





Aggregate | pac ted 52 


Total number of deaths from all causes reported to medical examiner, 10,828. 
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The doctor also states: “There is one thing that has impressed me in the 
morgue work in Manhattan, namely, the relative infrequency of finding marks 
of hypodermic areas of cicatrizations. I cannot tell you at the moment how many 
of the 43 cases had marks but they are comparatively few.” In our experience 
at the clinic—where we permitted the addict, when he had obtained his supply, 
to administer his dose to himself—the unmistakable markings on the person 
appeared to be quite frequent, and of a permanent character. These, without 
doubt, would be easily discoverable upon a corpse. 

Most—in fact 70 percent—of the addicts, in our clinic, are young people; they 
have had no really serious experiences—surely none sufficient to occasion a 
desire to escape all of life’s responsibilities by recourse to the dreams of narcotic 
drugs; therefore the one and only conclusion that we can arrive at, is that the 
ecquirement of this practice—drug addiction—is incident to propinquity, bad 
association, taken together with weak vacillating dispositions, making a success- 
ful combination in favor of the acquirement of such a habit. Being with com- 
panions who have those habits, they, in their curiosity, give it a trial (similar 
to the acquirement of cigarette smoking in our young) and soon have to travel 
the same road to their own regret. 


“FREE MASONRY” OF THE ADDICT. 


Another remarkable concomitant of which we knew but little, heretofore, was 
shown—the free-masonry of the drug addict. They know one another by associa- 
tion; but by name, not at all, perhaps a nickname, or abbreviated first name, 
being the only appreciable recognizable fact of a connection between them. “May” 
knows “Ike,” and “Shorty” knows “Whitey”; while “Smoke” pals with “The 
Duke”; and, as for homes, they have none. They meet in places convenient for 
secret conference, toilets being the most often selected, and in such dens of 
iniquity as will tolerate such lounging and loafing. Their hours are as irregular 
as those of a stray cat, and neither day nor night is of any particular consequence, 
save that the cover of darkness suits their convenience for obtaining a renewed 
supply of their drug. As for meals, they depend on the effect of the drug most 
often to assuage any hunger, but they will eat candy, particularly nut chocolate 
bars. For these, addicts all display a fondness, and when offered to them, will 
never be refused. 

All that this class of drug addicts—the confirmed habitue—appears to care 
for is to. have a supply of dope, and a place where it can be obtained. Having 
this, he is as happy and contented, and as apparently comfortable as any blessed 
mortal on earth desires. Thirst he knows not. When a sensation develops, he 
regards that as a need for another “shot,” and so every thing that would be 
natural in the usual daily life of the ordinary man, to him, is unnecessary. 

Addicts confide in one another—they are loyal, in their own way, stealing from 
the weak or those that have it, to be in turn imposed upon by others in similar 
fashion. From their pals, in their set—for there is caste—and the hangers-on of 
such a group or tribe, they borrow even to the last cent, and it appears to be loaned 
willingly, even though knowing it may never be returned. If one loans to an- 
other, he, in turn, borrows from others more fortunate than himself. They are 
typical human parasites. The following is interesting as relating to this fellow- 
ship: A young fellow, unclean, ragged, and apparently in abject pain and misery, 
applied, got his “script” (slang for prescription) but on going to the pharmacy 
of the clinic found that the amount of money required to fill it was beyond his 
financial abilities; he dropped out of the waiting line, mingled with his more for- 
tunate companions, borrowing a penny here and another there, until he made up 
the required amount. He then returned to the line and secured his supply. 
Then, as he went toward his retreat to take a “shot,” he was accosted by one in 
lower depths, bent on borrowing; he gave his precious all and returned to borrow 
enough of the drug from his pals to meet his needs until he could secure another 
prescription, on the day following. 

After one of these borrowing excursions, one of these less fortunate individuals 
approached one more fortunate and asked “for a part of a shot.” The poor addict 
had his little outfit ready to take a dose ; he was pale, anxious, and apparently suf- 
fering keenly. He pinched up his skin, turning and twisting the needlepoint, sent 
it home, slowly injecting the solution, and when about half accomplished, noticing 
the despair on his companion’s face, he withdrew the needle, and turned his 
syringe over, half filled, to his pal in misery. The poor chap had felt that he 
needed a little, but also that he could divide with one who appeared to need it 
more than he, so he took sufficient to “set” him, and willingly passed over the 
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outfit to his beseeching companion in misery. This beggar seized the outfit, 
jabbed the needle through clothing and all into his belly skin and slowly shot the 
contents, to the last drop, home. 

Having witnessed this charitable and brotherly act, I waited and, when the 
outfit was returned, I had it refilled and returned to its owner. This chap 
dropped to his knees and kissed my shoes. I tried to restrain him, and told him 
the clinic was intended to aid and comfort those in need. Imagine my chagrin, 
to observe, on the following day, the same game practiced by others, clearly 
stamping this as a ruse, a frameup, to obtain the drug without paying, by playing 
upon the emotions of those in charge. Persons that practice such deceptions to 
serve their selfish purposes are not “on the square,” and cannot be trusted because 
they incite others to practice further impositions. 

Another similar instance of imposition played upon the volunteer workers was 
the following: Early on opening the clinic, there appeared a lad, surely not over 20 
years of age, who had the great misfortune to have had both legs cut off at the hip. 
He propelled himself by having a board strapped to his torso and attached to the 
bottom of this board was a pair of roller skates. In his hands he had a pair of 
wooden handles, like dumbbells, which he would place on the ground and with a 
shove he would send himself rolling along faster than one could walk. He was 
alacrity itself, and agile as a cat. He got about gracefully, followed always by a 
white spitz dog of the toy type. Like master, the pump was very, very dirty. The 
boy in his crippled condition, accompanied by his faithful dog, naturally attracted 
attention as well as keen sympathy. This boy was not particularly pallid, nor 
emaciated, and, oh examining him later, no needle marks were discovered. The 
addicts who snuffle the drug have a sniffling respiration—a constant catching of the 
breath on inhalation through the nose which, with the presence of excessive nasal 
secretion, gives a mucous rattle. This symptom was also absent in this case. We 
were certain that this cripple was not an addict. What was he? His connection 
was developed later. The clinic was always crowded—jammed was a better and 
more fitting description—but on this vccasion it was unusually congested. Sud- 
denly the crowd surged to a corner and, thinking some accident (an addict over- 
come through an overdose) had happened, the floor captain (a lady volunteer 
worker) went over to investigate, and returned stating that the roller-skate crip- 
ple had had his dog stolen and was crying bitterly. The sympathy of the captain 
was aroused and, to comfort the boy, she passed the hat about the building and 
collected a neat sum of money. The money, naturally, consoled the chap, and 
he left the clinic with his tear ducts dry. 

On opening the clinic, the following day, there was our little cripple and, lo! 
with him was his spitz dog. I approached him and said: “I thought that you 
had lost your dog?” “I did,” he replied. “How did you get him back so quickly?’ 
He said, “‘ I heard a feller had him and I got my pal to go to him and buy him 
back—it cost me $25.” The story seemed honest, but the price to redeem so 
inconsequential a “mut” was unreasonable. The chap was marked for more 
careful observation. We permitted the boy to come and go freely, giving him 
his supply, and, owing to his cripple condition, he was advanced in the several 
lines, preference being given him at all times. This kindness was his undoing. 
One day, soon afterward, our detectives brought in our little cripple, charging 
him with acting as a “bootlegger”—selling drugs. When brought into the con- 
sulting room he was searched, and, strapped to his back, resting on his roller 
skate board, was a dirty bag containing “coke decks” and $60 in silver coins— 
in fact it was the tinkling of this pile of coin that exposed him. To arrest a crip- 
ple, on such a charge, in our quarters, where sanctuary had been proclaimed, 
would make others think that we had framed the boy and were not playing the 
game fair. We decided not to arrest him, but to try and get into his good graces, 
if he had any. The scheme worked. The little chap was not above par when it 
came to matching wits, so he was quickly and easily caught and confessed to 
being a coke peddler. Not being an addict, he was excluded from the use of the 
clinie, and later fell into the hands of the police. In his confession, he said that 
the dog story had always been successful, and that no one had ever before seen 
through it. He also told how it had always netted him from ten to twenty 
dollars a day. He said that, at first, his conscience had bothered him about 
gulling the ladies, but the money came so easily that, later, he never gave it a 
second thought, and, when he needed money he would go to some crowded place. 
hang around until known to have a dog and then a chum, on a signal, would 
secrete the pup and, the stage being set, he’d break out crying—using glycerine 
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in his eyes to make the tears flow freely. With his dirty, wet fact and his de- 
formity he was able, as long as the crowd lasted, to get money from the gullible. 
As he had played the game so long, and so successfully, we had visions of a neat 
bank account set aside for the proverbial rainy day, but he gleefully informed us 
that he did not save anything. That when he found the gang hanging about, 
he would play craps, and that he was always unlucky, and soon lost his day’s 
makings. He was asked how he accounted for his ill-luck, and he laughingly 
replied, “I guess the blokeys use ponies (loaded dice) on me.” “Then why do 
you keep it up?” “If I didn’t play, I’d lose me pals. They wouldn’t have me 
hanging around, if I did not do as they do.” This seemed to furnish another 
key to this problem. As clever as was this crippled chap, his pals knew how 
he made his money, so they considered it only fair to get it away from him for 
their purposes. 

The display of wit and natural cunning by these chaps, to meet their selfish pur- 
poses, is positively uncanny. We believed that drug addiction sapped the mem- 
ory and dulled the intelligence—with the experiences of dramatic cleverness 
exercised to extract the coin of the realm from the unwary, oftentimes to use 
for gambling or to obtain a supply of dope, naturally our opinion now is that 
indiscriminate largesse is exceedingly harmful to general public welfare. With- 
out the drug, these individuals, male and female, appear listless, weary, and 
apathetic, then as the misery becomes more acute they are restless, peevish, and 
distressingly irritable. One very peculiar and universal characteristic is that 
they, one and all, are insistently selfish and self-concerned. For others they care 
not at all. 

Another pathetic case of an addict devising ways and means to raise the nec- 
essary capital to continue the drug habit and which informingly demonstrates to 
what extremes one of them will go, is well illustrated in the following case: A 
young girl, small of stature, comely, sweet of face, and with a gentle manner, 
came to the clinic with this story: She worked in a large department store in 
New York City, in which there are several hundreds of girls employed. Her 
wages were $16 a week. She took 31 grains of heroin a day and paid 50 cents for 
each ten grain lot to the prescribing physician, and 7 cents a grain to the druggist 
for dispensing; $10.50 a week to the doctor, and $15.19 a week to the druggist— 
a total outlay of $25.69 a week on an income of $16, board, lodging, clothing, and 
other necessaries still to be considered. How did she doit? She was asked, and 
her reply, with astonishing lack of shame, was: “Girls have a way of making 
money which men have not got.” 


EFFECT OF DRUG ADDICTION ON THE PUBLIC 


The emergency relief narcotic clinic has brought out a mass of material, from 
which it is possible to study this problem, heretofore more or less vaguely thought 
about, and on which there were but few statistical data. 

Habits usually only affect the individual but, in drug addiction, indulgence 
appears to react on the community. The effect on the individual is in propor- 
tion to indulgence and the individual’s physical and mental resistance. But the 
effect on the community is evidenced by debauching of its citizenry, and by in- 
crease of crime and antisocial vices. The extent also spreads like a pestilential 
disease. 

There may be those who say drug addiction is a mysterious disease; that it 
creates a disease mechanism ; that it is not a matter for the authorities, particu- 
larly for the department of health; that there are laws which are sufficient for 
the regulation of drug addiction. Our opinion is that this habit is not a mys- 
terious disease; that from a purely scientific point of view it would be interest- 
ing to have more light on the problem of tolerance, but there is a very general 
and complete understanding of drug addiction from the therapeutic standpoint 
among all who have dealt with it in institutions. In our opinion, drug addiction 
is simply a degrading, debasing habit, and it is not necessary to consider this 
indulgence in any other light than an antisocial one, and that those who are 
charged with correcting and preventing such tendencies should be stimulated 
to do so to their utmost, and all efforts exerted in this direction should be free 
from restraint, absolutely unhampered, and that all physicians interested in the 
general welfare of the people should earnestly encourage such action. 

There may be other views regarding the control and prevention of drug addic- 
tion, but we opine that this is the natural and sane one to be generally expressed. 
It can be safely said, without contradiction, that drug addiction, per se, is not 
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a disease, nor to be so regarded any more than execessive indulgence in ciga- 
rettes (to which all of these addicts appear to be committed), or an overin- 
dulgence in alcohol (which but few of them require). Experience in our clinic 
appears to indicate that drug addiction affects the human economy in abont 
the same way as does any vicious abuse, excess, or bad practice, each attacking 
and weakening along the channels most susceptible. 


COCAINE ADDICTION 


Some have expressed the thought that cocaine caused a condition in the sys- 
tem requiring its continuance; it has been learned that such is not a fact. On 
the contrary, cocaine is used as a stimulant or antidote to certain undesired after- 
effects of other drugs—to overcome the drowsy effects of morphia or heroin. 
When cocaine is used in combination with either morphia or heroin, the addicts 
say that the day-after feeling is not so depressing. 

Cocaine does not produce in the system a need similar to that from the cou- 
tinued use of morphia. The cocaine habit is like the alcohol habit—a man may 
want the drug, but if he cannot get it he will, and can easily, do without it, and 
will not have any actual physical inisery or distress. We judge, from the amount 
of these drugs used excessively by the uninformed drug addict, that excessive 
dosage is probably the reason for melancholic aftereffect—misunderstood by the 
addict, and encouraged by the illicit prescriber and dispenser for purely financial 
reasons. These latter charge by the amount; the prescriber, usually 50 cents for 
each 10-grain prescription, and the druggist charges by the grain. We also 
learned that most of this unpleasant depression was obviated when the exces- 
sive dosage was avoided, and addicts who cooperated in this study quickly be- 
came aware of this fact and so reported—which was not only to their physical 
advantage and comfort but financially more economical. 

Cocaine was distributed on the first day the clinic was operated, but on ascer- 
taining the fact regarding its effect on the individual, it was immediately ¢iis- 
continued and not again prescribed or dispensed. 


CLINIC DOSAGE 


The practice of the clinic was not to prescribe for any new applicant an amount 
over 15 grains—10 grains being the usual amount. Reduction was by a gradual 
daily lessening of the amount prescribed ; this was one-half grain on each alternat- 
ing day. When the amount approached the irreducible minimum—an amount be- 
low which the addict would show the phenomena of deprivation, peevishness, irri- 
tability, nervousness—if there was no opportunity to put the addict in the hospital 
(for want of an available bed), this method was discontinued for such periods 
as would enable us to hold the addict until a vacancy occurred. It was found 
that some could be reduced to as low as 2 or 3 grains; some, however, showed 
unmistakable suffering when 6 to 8 grains was reached. Others, disloyal to 
the clinie and themselves, would, when deprived by the clinic, refuse to accept 
our regulation and would buy additional amounts outside. 

The bed capacity of our hospitals amounted to about 500, so it was necessary, 
with a daily attendance at the clinic of 500 to 1,000, to hold on a waiting list a 
number which would have been entirely unnecessary had we been able to place 
them immediately under institutional control. 


DRUG SUPPLY OBTAINED BY DECEPTION 


Many addicts endeavored to get from the clinic actually more than they them- 
selves needed. First, it was natural to expect that it would be tried as the cost 
of the prescription had been obviated, and the drug was sold much below the gen- 
eral retail price—the price at drug stores was 7 to 11 cents a grain to the addict; 
while, at the clinic, the maximum price was 3 cents a grain and, later, this was 
reduced to 2 cents. 

Some individuals would endeavor to deceive and actually would go through reg- 
istration and examination in order to obtain the drug to sell to addicts at an 
advance of the clinic price. We found wives trying to get a supply in this way 
for absent husbands, and brothers trying to deceive to get the drug for a sister. 
This practice was difficult to detect, but the numerous instances actually found 
demonstrated conclusively to what an extreme persons will go to help an unfor- 
tunate member of the family, or an interested friend or pal. However, as we 
became better acquainted, many desisted voluntarily, and other would inform us 
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of the deception being practiced on the clinic. It was mainly through endeavor- 
ing to obtain the good will and cooperation of the addicts themselves that much 
helpful saving work was effected. 


PROPINQUITY IN THE DISSEMINATION OF THE DRUG HABIT 


The outfits used by the addicts, both male and female, their method of preparing 
the drug for use, and method of administration, as well as many other peculiari- 
ties of the addicts, indicate clearly personal association as the chief cause of this 
debasing habit. 

As a physician, I thought that the person who needled himself used a physi- 
cian’s hypodermic outfit, but this did not follow. Here again we met with a 
practice, so unique and so frequent, that it was positive evidence that drug addic- 
tion was a practice incidental, almost entirely, to association. Instead of a hypo- 
dermic syringe, which but few possessed, there was used a rubber tipped pipette 
(such as the ordinary medicine dropper) and on this was placed a hypodermic 
needle, and the coupling made tight by wrapping with some thread. This pipette 
and hypodermic needle was the outfit in general use by the addicts. Some few 
would take a small medicine dropper, wrap the small end with a few turns of 
cigarette paper moistened with saliva and twist this into the screw end of a hypo- 
dermic needle. Such a medicine dropper is retailed at about 5 cents, and a needle 
is obtained for 15 cents, while the cheapest glass hypodermic syringe costs, at 
wholesale, usually from 30 to 50 cents. Their method of inserting the needle 
into the skin was also unique. This was very different from the way an injection 
is given by a doctor or a nurse. The addict takes the outfit in one hand and holds 
it between thumb and finger, placing the point of the needle on the site selected. 
He twists and presses slowly until the skin is benumbed, when he continues until 
it has bored its way through the true skin and, when at the depth desired, he 
slowly presses the bulb and sends the shot home, maintaining pressure until 
all of the fluid is injected. The mechanical ingenuity of the addict was peculiarly 
interesting, and the unusual outfit made this phase of the study more than ordi- 
narily interesting and informing. Again the methods of preparation of the drug 
were so similar and primitive as to indicate personal instruction. The injecting 
outfit described was supplemented by a spoon with its handle bent back on itself 
so as to enable one to place it on a surface without its toppling over. The tearing 
off of a piece of newspaper to make a dipper, to take the powder out of the box 
and place it on the spoon, was another method which showed personal instruction, 
and the passing of such practice from person to person. 

The method of preparation was about as follows: The addict would select 
some place where he could prepare his shot undisturbed—usually some toilet— 
and quite often took the water necessary to make the solution from the toilet 
itself. He would unwrap a soiled and well-handled little bundle of newspaper, 
from which he would take his little primitive syringe, his box of dope, a cigarette 
paper, his spoon, and a match with a little piece of very dirty cotton. He then 
proceeded to prepare his dose. The spoon was placed on the edge of the toilet 
‘seat, the cigarette paper was folded into a V with which as a dipper, he measured 
out the amount he desired to take. Then he would fill his little syringe, and 
empty this measured water into the bowl of the spoon. Then, with aid of the 
match, boil the solution. When boiling, he would place the point of the needle 
into the cotton, squeeze the bulb and suck up the solution entirely. The skin 
of the arm, the thigh, and sometimes the belly, would then be pinched up and 
he would inject, as described above. The dose having been taken, he would wrap 
his littie bundle up, without washing or further cleaning, and then go on about 
his business. Time and again, we warned them of the dangers of using water 
from the toilet, but it was ineffective, so.we closed up the toilets. We gave them 
rooms for self administering their medicine, furnished with gas stove, clean 
water, tincture of iodine, and glasses, but they would have nothing to do with 
such things, preferring their own method and instruments. Here again our 
former opinion of the lack of ingenuity of the addict and his resourcefulness 
must be reversed. This shows conclusively that when a thing has to be done, and 
these individuals are handicapped by the law and its officials, they can circumvent 
all, not only by making their own hypodermic but by finding a way to administer 
their dose in secrecy, undisturbed. 


DISPOSITION OF THE DRUG ADDICT 


Having demonstrated certain peculiar conditions regarding the narcotic drug 
addict, with a study of several thousands, covering a long period, and after con- 
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sultation with many well informed on this subject (and who were not in any 
way economically concerned except for social betterment of individuals), we con- 
clude that narcotic drug addiction serves no useful purpose; that there is no 
justifiable reason at all for its continuance, and that the certainty with which 
this indulgence benumbs and blunts moral fiber, the practice being indulged in 
the majority of instances (69 percent) by the young boy or girl, makes its con- 
trol absolutely necessary. That the control is not a correctional problem from 
the prison viewpoint, but one for medical supervision. That ambulatory treat- 
ment is farcical and useless, and is only putting off what should be immediately 
done. Physicians should not be permitted, under guise of treatment, to prescribe 
narcotics for such indulgence. Laws should be so amended that the narcotic 
addict, when determined should be sent by due process of commitment to a suit- 
able institution and held there, until a medical officer considers it safe for him to 
return to society. That aftercare should be in an open-air environment— a farm 
or outdoor gymnasium, or recreational institute being preferable—and continued 
until the psychic phase is entirely passed, and the addict can again resume his 
place and maintain himself in society. 

Narcotic indulgence in the young adult exists without adequate reason, and 
the mere fact that such a habit has been acquired innocently is not an adequate 
reason for condoning this fault. Our opinion therefore regarding treatment of 
these miserable unfortunates now seems to be in the order of reversal. Formerly 
many held the opinion that it was difficult, unsafe, and required expert care to 
cure an addict, but it is not so by any manner of means. A plan called by the 
addicts “cold turkey’—abrupt withdrawal (practiced in Kings County Hospital, 
and without a death)—is not only possible but practical. It does occasion some 
suffering, and the plan treated of in another article in this issue gives our method. 
We hold no brief for either plan, but we state with positiveness that the plans 
are simple, but to be successful absolute control of the addict in preventing re- 
newal of supply is the essential factor. 

From an experience with many hundreds, passing through our clinic and hos- 
pital, it is our firm opinion that entire withdrawal may, in many instances, be 
successfully performed. That all that is needed is to have the withdrawal process 
supervised by a physician, so that those who need medical care may get it when 
it is required. 

Strict, adequate, and proper, as well as uniform enforcement of the law—the 
Harrison Act—throughout this city and country is now demanded, and is essential 
toward preventing recruits to these miserable ranks. 


CONCLUSIONS 
Number of addicts 


The estimate of 1 percent, of our population addicted to the use of narcotic drug 
indulgence as a habit—addiction—is very likely greatly exaggerated. 


Class of addicts 


Instead of many persons being made narcotic drug users incident to improper 
prescribing by careless doctors, it is found that drug addiction spreads like a 
pestilence through association. 

In a study of over 7,000 addicts in this city exemptions requested for persons 
ill of some malady numbered less than 250. 


Physical condition of addicts 


Instead of drug addicts being of that thin, emanciated, starved, hollow-eyed 
cadaverous type of individual, many—very many—physically appear normal. 


Feeblemindedness of addicts 


Many, yes, very many of these unfortunates are easily determined as belonging 
to this group in one of its several degrees. Some are, however, of the constitution- 
ally inferior type and many of these are of the underworld stripe. 

The mental condition of addicts adds impetus to the opinion that more recog- 
nition must be given in our schools to the boy or girl of the mentally inferior 
type, so that by special attention and training—oftentimes individual—many 
may be prevented from the acquirement of such a vicious habit. 


Duration of habit 


From our experience, few seem to continue the habit for a very long period— 
the vast majority of these cases seem to be under 10 years and there are com- 
paratively few longer than this period. 
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Acquirement of habit 


This appears to vary with localities. Our experience points, in the great pre- 
ponderance of instances, to bad and vicious associates, 69 percent from their 
own statements. 

Raising the morale of our public assemblies for the young and making programs 
in our shops and factories may materially aid in preventing this reprehensible 
practice. 

Efforts to prevent and avoid mental and physical fatigue in industry with a 
careful regard for opportunities for acquirement of this habit by the industrially 
employed is strongly indicated. 


Results of habit 


The practices of drug addicts to meet the demands of their depraved appetities 
causes financial embarrassment, and to meet these desires the addicts become 
immoral and antisocial. When in need of the drug or overstimulated from in- 
dulgence all moral influence and self-control are lost. 

These individuals either in need of the drug or under its stimulating influence 
are a distinct menace to society. They will commit the most revolting of crimes 
in cold blood. It is from the ranks of these that petty thieves are recruited. 


Treatment 


Drug addiction is not a mysterious disease. From a purely scientific point of 
view it would be interesting to have more light on the problem of tolerance, but 
on therapeutic indications and possibilities there is but little difference of opinion. 

Drug addicts, under careful medical and supervisory nursing, present no patho- 
logical condition—only a disturbed or perverted functioning. 

The action of internal organs are inhibited or functionally disturbed, but, 
when these influences are removed and normal action permitted, this derange- 
ment quickly disappears. 

It is our opinion that any form of cure can take an addict off his drug pro- 
vided this is done promptly. This was done at Riverside Hospital, in 3 to 5 days, 
without discomfort to the patient. 

From information obtained from the large number of addicts, who have come 
to our clinic, most of whom have taken various methods of cure, it may be con- 
cluded that all methods of withdrawal are equally efficacious and only differ in 
regard to the comfort of the addict while taking the cure. Aftercare is always 
essential. 

Treatment of the narcotic drug addict by private physicians prescribing and 
druggists dispensing, while the individual is going about, is wrong. The giving 
of a narcotic drug into the possession of an addict for self-administration should 
be forbidden. Until this is done by law, all honorable physicians should aid in 
stopping this vicious practice. 

The case of drug addiction that can be cured by ambulatory treatment is the 
rare exception, and so unusual as to make one think it impossible. 

Physicians generally are of the opinion that ambulatory treatment is not good 
practice, and few doctors use this form of treating addicts, so it is believed that. 
those so doing must be either ignorant of proper methods, or do so in bad faith. 


Harrison Act enforcement 


Our study of this problem in this city indicates, most positively, the necessity 
for the general and uniform enforcement of the statutes. There will be no panic 
or falling in the streets, or robbing of drugstores or crowding of physicians’ offices 
by the addicts affected. If they cannot obtain a supply, they will reform, and it 
is certain that not a fatality will be recorded. 


GENERAL CONCLUSION 


The work of reclaiming the narcotic drug addict in this vicinity at least— 
judging from those we have seen and helped—is more than worth while. 

The clinic is not the solution—but it aids in bringing the secretive addict out 
of his lair. He becomes friendlily disposed and, deprived of his supply, he is 
willing to be cured. 

Our experience, as indicated in the statistical data quoted, is that nearly 70 
percent of the addicts are under 30 years of age, and have been less than 10 years 
on their drug, and that comparatively few have any physical reason for indulging 
in the practice. 
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The physical condition of many of these youths, male and female, indicates 
that most of them can be saved and reformed into useful citizens. They are 
down, but are very far from being out. 

No doubt, with suitable organization and funds to institutionalize and ade- 
quately and properly care for them, not only to effect withdrawal of drugs, but 
to rehabilitate by several months aftercare in the open country, together with 
efforts to get the indiivduals away from bad and demoralizing associates, into new 
and more useful environments, many will revert to useful and normal lives. 

Many of these addicts have never had a square deal, and only need a fair chance 
to change their ways. Already many of them have been returned to useful lives, 
and many more can be revamped with proper and necessary help. 

With success in many instances, in spite of the disadvantages under which the 
clinic has operated and under which this study has been made, we report our 
experiences, that others may be induced to enter into this work, appreciating its 
difficulties and complexities, but knowing that success is possible, in many cases. 

We are more than pleased with our efforts, and the results of these labors, and 
appreciate the cordial support and advice given so freely by all those who co- 
operated. It is impossible to name any of these persons, but we desire to hereby 
register our public appreciation of their aid and assistance. 

With reduction of addiction, generally, the incidence of the abuse of drug tip- 
pling, especially in the industrial world, will make future prevention and control 
easier. 

Many lectures to hundreds of persons have been given by the staff of the bu- 
reau of public health education and this publicity will no doubt deter many from 
taking up addiction through curiosity or ignorance. 


NARCOTIC EMERGENCY CLINIC STATISTICAL ANALYSIS 


Report of the apothecary Apr. 10, 1919, to Jan. 16, 1920 
Prescriptions dispensed 
Receipts_____ Sipe penises ecnkace toe atoninn kina snivatbaaasionanasaccebademe memati $75, 940. 27 


Drugs dispensed : 
Heroin, ounces 4,385 17/28 
Morphine, ounces 1, 215 14/28 


Report of the director of clinic 
General classification : 
5, 882 
1, 582 


7, 464 


Reasons assigned by addicts for acquiring habit 





Number | Percent 





49 
26 
5 





Age grouping (66 percent under 30) 


‘ sic a ec alec Piet el: Oe 
| 
|15 to 19| 20 to 24 25 to 29 | 30 to 34 88 to 20 | 40 to 50 lover 50) Total 
| | 





| | 

ae mand 

743 | 2,142 | 2,218 | 1,155 aan | ows | 7,404 

0) 2) 29) "1M 10 | 1} "100 
| } | | | | 
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Duration of habit (79 percent under 10 years) 








Number - - -- 
Percentage. 


Australia 
Africa 
Austria 
Belgium 
Canada 


China 
Denmark 
England 
France 


Riverside Hospital 
Metropolitan Hospital 
Bellevue Hospital 


Norway 


1lto5 | 5to10 | 10 to 15 lower 15| Total 


2,796 | 2,838 | 1,103 461 7, 464 
37 39 15 6 100 


Rumania 


South America 
ae 5, 182 
West Indies 17 


Queensboro Hospital_______---- eh catia aed tia east states otchnigd ae aE 
BIC UP RR SON carci tienen arenas aliens Saunton nate Ds 4 


Workhouse Hospital 


Total 
123 percent of clinic patients. 


PII he sa ta eo AS eee 
Agent 

Appraiser 

SR bien nce asennad 
Assembler 


BNE a:scpuostaspdaienuninitnaeimmmpcaiinnigesendiemiaide 
Bartender 

Bellboy 

Billposter 

Blacksmith 

II ic cc sciteewsesieesdoanmmaiiaiaiaaeae 
Bookbinder 

Bookkeeper 

Bootblack 

I sien isis snc cts esbcctnnettai 
Brakeman 

eee Soeet sak be nee 
Bricklayer 


Cabinetmaker 
Candymaker 


Cashier 


Carpenter 
Canvasser 
Car inspector 
Chambermaid 
Chauffeur 


Checker 


Crane operator 


Cutter 


Dentist_ 


RN ck, SB esincccctts b saccies ptdiccbmetpnenbin de 
SU si scbanoret aac ehell 
Dockhand 

Dressmaker______-_-_~. nese aeeecaee 


Driller 
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Elevator operator 
Embalmer 


Engraver 
Factory worker 
Fireman 
Fisherman 
Float captain 
Floor polisher 
Florist 
Foreman 
Forester 
Furrier 

Garage washer 
Gasfitter 
Giamiet lise. be hide 


Helpers 

Horsemen 

Meena. oi Ja a ee 
Housewife 

Housework 

Iceman 

Inspector 

Interpreter 

Ironworker 

Janitor 


Laundry 

Lithographer 

Longshoreman 

Machinist 

Managers 

Mipiuittees i sit. 6 wut eases 
Maid, house 

Marine firemen 

Masons 


ere i a ee 
MienGeneetle ib Mu tb d is 
Metalworkers 


Poet... si 


Paperhanger_____ 2 


Photographer 
Physician 
Pianomaker 


Pipefitter_____ Sree 
ee hia i ei 3S 
Plumber 

Porter 


mea. Cea i Ce so 
Real estate 


IOI sii ct 
Shipbuilder 

Shipping clerk 

Shirt maker 

Shot cutter 

Shoemaker 

Shoeman 


Sign painter 
Song writer 
Special officer 
Stableman 


MOIR soil tat eid ol 
Se Shits ot alte eis halal 
si ciated era dicentiilintlase di 
Student 

Superintendent______ Pah itn weld SE 
Syrupmaker 

Tailor 

Theatrical 

Teamster 

Telegrapher 

Telephone operator_-_ 

Timekeeper 

Tinsmith 

Trainman 

Unemployed 

Upholsterer 

Usher 
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Exursir No. 5 
{From American Medicine, January 1920] 
Narcotic DruG ADDICTON AND RATIONAL ADMINISTRATION 


(By Charles E. Terry, M. D., Jacksonville, Fla., chairman of the committee on 
habit-forming drugs, section of food and drugs administration, Public Health 
Association, formerly health officer of Jacksonville, Fla.) 


There is scarcely any honest attitude toward health, social, or other problems, 
that is not at least partly right. 

It was such an attitude that led to my first interest in narcotic drug addiction. 
As health officer of a rapidly growing city, my attention was called in 1911 to the 
promiscuous dispensing of narcotic drugs by druggists in large quantities, and 
to all classes of people with or without a physician’s prescription, as the case 
might be. I at first thought, as did my informer, that this practice was largely 
responsible for the prevalence of narcotic drug addiction, and it seemed a simple 
matter through the passage and enforcement of suitable laws to put an end to 
the practice and go far toward solving the problem of drug addiction. 

It was not especially difficult to secure the passage of an ordinance covering 
the dispensing of opiate and other dangerous drugs. There were no large inter- 
ests involved. The traffic which was indulged in by some druggists was not of 
such a nature that they could come into the open and fight for its protection, 
and the city council without too much questioning passed the bill. Fortunately 
my curiosity had been aroused, and it occurred to me that it might be just as well 
to know what proportion of our population was addicted to the use of habit-form- 
ing drugs, as I then called them, who these people were, where they lived, and 
why they took these drugs. 

In order that this information might be forthcoming I incorporated into the 
bill certain provisions which automatically brought this information to the health 
officer. One of these required that physicians writing a prescription for more 
than a specified limited amount of certain drugs should send a copy of the pre- 
scription together with the name of the person for whom it was intended to the 
health officer. Another provision required that the health officer might if he saw 
fit, write prescriptions for these drugs without charge to such individuals as could 
not pay for a prescription. This latter provision was designed to leave no 
excuse for counter sales by druggists on the plea, often made, that they sold only 
to individuals who were not able to pay a physician to write them a prescription. 

This law went into effect in 1911, and almost immediately my troubles began. 
The law had the very general support of physicians and druggists, and only 
a few prosecutions were necessary to secure its rigid observance. By the end 
of the second year I had obtained what I then believed was a pretty complete 
census of habit-forming drugs in the city. Including users of cocaine, these drug 
addicts comprised 149 percent of the city’s population. This figure was not 
complete, as I afterward discovered that a considerable number of addicts were 
not registered at the health office, but secured their drugs by mail order direct 
from manufacturers or druggists in other localities. 

One of the most important discoveries we made at that time was that a very 
large proportion of the users of opiate drugs—not cocaine—were respectable 
hard-working individuals in all walks of life, and that the smaller part only, 
according to my figures about 18 percent, could in any way be considered as 
belonging to the underworld. In this 18 percent were included those who used 
cocaine, as well as the true opiate addict. 

Of the total number of registered addicts, about one-half were personally 
known to me. Many of these came regularly for their prescriptions, while others 
who could well afford to pay for their prescriptions, but were aware of our 
interest in the subject, came to me for advice and help. One of the first questions 
that I was asked, and this practically invariably, when it was seen that I was 
not trying to persecute but merely to discover facts, was “Where can I get 
treatment? How can I get rid of this thing?” I have yet to see the first drug 
addict who does not honestly wish to be cured, and I have known them in all 
walks of life from the preacher to the prostitute. 

When this law began to operate and large numbers of addicts, men and 
women, and even boys and girls, came to what rapidly developed into a clinic 
though it was not so intended at first, I had no fixed ideas as to the nature of 
drug addiction. I had never discussed its characteristics with medical men. I 
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had never attempted to treat the condition, and I was as nearly as a physician 
may well be, unbiased. I had of course heard of gradual reduction, certain of 
the chain-store methods with chloride of gold, hyoscine, etc., and before our 
clinic had been running long, someone called my attention to the Towns-Lambert 
specific. I was even tempted to try by gradual reduction to get certain indi- 
viduals who were particularly anxious to be cured, off of their drugs. I early 
discovered that I at least could not do it, and that the condition to which I 
brought them was worse than that of which I attempted to relieve them. 

This led of course to the question of hospital treatment. There was no insti- 
tution in the city which cared to take these cases except private nurses were 
furnished. In most cases such a procedure was impossible on account of its 
expense. Many of these patients had already taken treatment in various private 
institutions and as a result were not financially able to bear the cost of further 
experiment. A few were treated upon their own request at the city prison farm 
by the city physician, and from time to time small sums of money were raised 
to treat some especially needy and worthy case that was called to the attention 
of philanthropic individuals. 

In every case records were kept and efforts made to determine the causes or 
cause leading to the addiction. If any ideas lingered that inherent depravity 
was a common actuating cause, they were soon dispelled by the histories we 
recorded. We also discovered that it was not a problem for legislation or for 
police activity alone but that it was a real medical and health program, and 
lacking any accurate knowledge of a satisfactory method of treatment we 
found ourselves in a most difficult and equivocal position. The more we looked 
into different methods of treatment, the more we became convinced of their 
unsatisfactory nature. 

In 1913 at the meeting of the inal Public Health Association, held in 
Colorado Springs, I reported our findings and experiences, and urged the asso- 
ciation to take the matter up as a public health problem of importance. 

At this stage the truth of my opening sentence is apparent, for while I recog- 
nized the medical and public health angles of the problem, I still felt that rigid 
laws offered great promise. I felt with others that a national law which would 
control interstate traffic in these drugs would solve the greatest part of the 
difficulties confronting us. It must be borne in mind that at this period only 
a few States had restrictive laws that were not openly broken on every side 
and for the most part the formality of a physician’s prescription was rarely 
observed by druggists in dispensing any of the addiction or habit-forming drugs. 
Effectual restrictive legislation had never been tried and it was perhaps not un- 
natural to suppose that with the well-known sources of supply curbed, the use 
of these drugs would be very materially if not entirely prevented. It is obvious, 
however, that we had counted without the peddler. We had not realized that 
the moment restrictive legislation made these drugs difficult to secure legit- 
imately, the drugs would also be made profitable to illicit traffickers. 

I had had practically no experience with this fraternity for a reason which 
I now understand well, namely because we furnished in the health office free 
prescriptions for those unable to pay for them, nor did we try to dictate to them 
the quantities they should take or for that matter humiliate or persecute them 
in any other way. As a consequence the peddler could not make a living in our 
town, though he had begun to flourish in Massachusetts and New York. 

Feeling as I did about the need for further restrictive legislation, I looked 
forward to the passage of the Harrison Act, and during the months immediately 
preceding its beginning operation in May 1915 we tried to prepare our indigent 
cases for the drug deprivation which we believed was in store for them. They 
were urged to reduce their daily amount to the lowest possible limit, and they 
earnestly cooperated, and looked forward as did we to the time when they would 
be cured. Meanwhile, a fund was raised by private subscription and hospital 
and nursing facilities provided for about 20 beds. These beds were filled and 
refilled until between 65 and 75 patients had been treated. This is one of the 
experiences in my attempts to work out this problem which I do not like to 
recall. A local physician kindly volunteered to treat these cases. Although 
not practicing, I visited them daily, and the nursing attention they received was 
of the highest order. The method of treatment employed was that known as 
the Towns treatment. We felt, as do most when contemplating drug addiction 
treatment, that a certain amount of suffering was necessary, but I was not pre- 
pared for the extreme suffering which I witnessed in these cases, nor was I pre- 
pared for one death which occurred in an apparently healthy woman. With the 
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exception of 2 or 3, all of these cases relapsed within a very short time after 
their discharge as cured, and I realized more than ever that here was indeed 
a medical problem and I began to harbor my first doubts as to the wisdom of 
blind restrictive legislation. And by this I mean legislation based upon the 
habit and vice theories of drug addiction and upon the assumption that satis- 
factory methods of treatment are generally available. 

In the passage of the Harrison Act and other antinarcotic laws we have a 
further example of being partly right. Splendid in its objective, praiseworthy in 
its intent to control or remedy the abuse of narcotic drugs, this law nevertheless 
fails to appreciate the true nature of the condition sought to be controlled. 

While my active health administrative work ended in January 1917, member- 
ship on the committee on habit-forming drugs of the American Public Health 
Association made it necessary to continue to keep in touch with the problem and 
situation, and it was not a far call to a determined effort to find all that medical 
literature offered. 

Here again is recalled an unpleasant chapter when I found that for 4 years I 
had been attempting to administer this problem in an American city through the 
workings of what I believed to be a modern health department without having 
really made any earnest effort to inform myself as to the true nature of narcotic 
drug addiction. I knew nothing of the work of Gioffreddi, Hirschlaff, Rubsamen, 
Valenti, Bishop, and but very little of that of Petty and Jennings, nor had I 
any conception that a host of others had made valuable observations upon this 
subject. It was only after reviewing this literature that I have been able to 
explain to my complete satisfaction my own failures in Jacksonville and the 
foredoomed failure of every law or administrator that does not take into account 
the true disease nature of narcotic drug addiction. I have seen practicing 
physicians when urged to assist, try one routine method after another without 
avail. I had heard neurologists and psychiatrists expatiate upon the many and 
varied nervous and mental stigmata. I had seen judges convict for possession 
of the drug, and I had seen patients die under treatment, and yet I had never 
fully realized that all these things were happening to men and women old and 
young of all classes and social groups who were just as truly sick as they 
would have been had Bright’s disease or typhoid been the diagnosis. 

One feature which my experience in Jacksonville taught me was that a large 
proportion of narcotic drug addiction cases owed their origin to the therapeutics 
of the medical profession, to the ignorant or unavoidable prescribing of narcotic 
drugs for prolonged periods. In 54 percent of my cases this etiologic factor 
appeared, and the figures of other observers are even higher than mine, in this 
respect. Yet it is well known that the average member of the medical profession 
will shun in every possible way the treatment of drug addiction. That there 
must be some reason for this attitude of the profession and for the profession’s 
ignorance in the handling of narcotic drugs I felt sure. 

In reviewing my own medical training I realized that I had never been shown 
a case of narcotic drug addiction, that I had never been given the opportunity to 
observe the symptoms of drug withdrawal, and that the only lectures to which 
I had listened in connection with opium and its derivatives dealt with its thera- 
peutic properties, while its addiction-forming properties were mentioned in but 
the most casual manner. Was not my own ignorance directly attributable to this 
lack of medical instruction? 

That my experience was not unique was determined by the committee on habit- 
forming drugs of the American Public Health Association, through a question- 
naire submitted to the medical schools of the country. The following paragraph 
quoted from the committee’s report of 1919, summarizes the findings as follows: 

“Of the 85 institutions queried, 37, or 43 percent, replied. Among these replies 
were included the leading schools of this country. A brief review of the data so 
obtained indicates that the time devoted to the physiologic, clinical, and thera- 
peutic consideration of opiate drug addiction averaged about 2 hours, and that in 
several institutions the subject was not considered at all. In 25 of these schools 
the subject was taken up only under materia medica or therapeutics in the 
second year’s course and, in 9 schools under the consideration of mental and 
nervous diseases. Clinical material was woefully lacking, none at all being 
available in 13 of these schools, while in the others the replies stated that oppor- 
tunities to observe these cases were rare, infrequent, or limited to an occasional 
case seen in the insane asylum or jails. 

“The textbooks used were, with one exception, those which teach the old habit 
and vice theories, and in which medical treatment is confined to routine procedure 
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and specific formulas. None of the more recent experimental or clinical work was 
mentioned.” 

With the above facts confronting us; with our graduates in medicine almost 
totally unprepared to treat this condition; with habit, vice, degeneracy, and 
other similar descriptive characterization employed by writers of medical text 
books for the last half century, is it any wonder that the profession as a whole 
has refused to seriously consider the matter, that moralists and reformers and 
penologists have seized the opportunity to stimulate the passage of laws, which, 
however well intentioned, have almost entirely overlooked the medical and 
physical needs of the sufferer, or have left them to the interpretation of lay 
administrators? 

In the unread articles of the authors mentioned above and others, in the de 
scriptions of Hirschlaff’s rabbits and Valenti’s dogs, in Petty’s cases of addiction 
in the newborn, in Bishop’s clinical observations, ete., lies the real solution of 
the narcotic drug addiction-disease problem. That it is a medical problem be 
comes apparent. That it is also an administrative problem no one will deny 
So is tuberculosis. So is typhoid. But with these two diseases pathology is 
recognized and medical treatment considered a sine quo non. Why then in the 
case of another disease just as real, far more serious, and involving a larger 
number of sufferers than both the preceding, should we leave to the Judge, the 
dope squad, or the revenue agent the determination of its proper management ? 

By all means let us have administration, and let that administration carry as 
it does in other health problems, help and understanding. Let it seek both to 
protect the well and to heal the sick. Let it seek to determine etiologic factors 
and where possible control them. Let it study the modes of extension of the 
disease and combat them by rational procedure. Let it teach whenever the les 
son is needed the true nature of this condition. We have had part truths and 
lies long enough. The exploiter, the reformer, the quack, and the crimina! 
trafficker have all benefited by them, and today with all our laws and all our 
moralists we are informed by the committee appointed by the Secretary of the 
Treasury to study the extent of drug addiction in this country that the illegiti 
mate supply at least equals that which passes through legal channels. 

It would seem unnecessary to state that the narcotie drug addict must be sup 
plied with his drug in doses physically necessary until such time as he may 
receive treatment which will leave him in at least as good condition as that in 
which it found him. That to supply this drug is not only necessary, but is vital, 
that to deny it is to cause a physical and possibly a moral wreck, while to heap 
contumely upon narcotic drug addicts as a whole is to drive them to the under 
world for their supply. It never must be lost sight of that among the sufferers 
from this disease are numbered many of the highest intellectual types of men and 
women in the business and professional worlds, and that individuals of this type 
may not contemplate the indignities which many administrators seek to heap 
upon them, through their ignorance of the true nature of this condition and their 
apparent misconception of the character of its victims. 

The above statements must not be interpreted to mean favoring or recom 
mending the indefinitely prolonged supplying of narcotic drugs to addicts. They 
mean only that such supply is at present a temporary necessity designed to tide 
over a period of medical education after which an enlightened profession will 
easily relieve their condition. There is no disease known to medicine that offers 
greater hope of cure than does narcotic drug addiction-disease, when once prac 
titioners shall have come to study the drug reactions and the symptom-complex 
of the malady in the same spirit of scientific investigation that they accord the 
other clinical entities. 

Narcotic drug addiction-disease will never be solved by forcible measures only. 
There is a place and a great need for such measures and they should be limited 
to this field alone, namely to the control of traffickers, exploiters, charlatans and 
quacks. 

Yet even here police measures to be successful must go hand in hand with in 
telligent medical services. If anyone doubts this let him try to extinguish the 
underground traffic in narcotic drugs by police measures alone. Experience hax 
shown this to be impossible during the 4 years’ enforcement of various restrictive 
legislative and administrative experiments. The only way that peddling will 
ever be controlled is through the intelligent application of our medical know! 
edge of the needs of the situation in such a manner as to make peddling unprofit 
able. By this. I mean that the moment it is realized by officials and the public 
that narcotic drug addicts must be supplied with the drng of their addiction until 
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such time as successful and satisfactory treatment is available, that moment 
is the first step taken to undermine the profits of the peddler. This person must 
be met upon his own grounds as it were, by intelligent administrators, by honest 
physicians and humane consideration. He is only in it for the money. Yet today 
one of the most prolific causes of narcotic drug addiction is the activity of drug 
traffickers in extending the scope of their operations. 

In addition to these temporary measures there must be instituted and carried 
through a widespread program of education which shall begin in the medical 
schools and spread broadcast throughout society generally. 


ExHIsIT No. 6 
{From the Medical Record, July 23, 1921] 


SoME OBSERVATIONS ON THE NARCOTIC SITUATION ! 
By Edward Huntington Williams, M. D., Los Angeles, Calif. 


About 10 years ago the use of narcotics became the subject of popular agita- 
tion in the United States. There were good reasons for this agitation. The 
responsibility for a series of spectacular crimes occurring in the South was 
attributed to narcotic addiction. And criminal acts in varying degrees of 
atrocity occurring everywhere through the country, and with apparently in- 
creasing frequency, were laid at the door of drug habitues. Thus public atten- 
tion was focused upon the evils of the abuse of narcotics, and the inadequacy 
of our legal measures for controlling the situation. As a result, the Harrison 
narcotic law was enacted by the Federal Government on December 17, 1914. 

This law was not a hastily conceived statute rushed through as an emergency 
measure. On the contrary, it was the result of the mature deliberation of 
persons intimately familiar with the narcotic situation. It was formulated with 
the knowledge and assistance of medical men, and of medical associations, thus 
bearing the stamp of approval of the very persons who, next to the narcotic 
users themselves, were most vitally affected by its provisions. For this law 
placed restrictions upon members of the medical profession and, in effect, dic- 
tated the manner of practicing the profession of medicine to an extent scarcely 
approached by any legislation in recent years. 

The law not only transgressed ancient customs heretofore held sacred to the 
judgment of physicians alone, but made it necessary for every physician to 
engage in irksome details and exacting clerical work quite foreign to the usual 
medical régime. All this with the approval and cooperation of the members of 
the medical profession, who appreciated the importance of and the difficulties 
involved in stemming the rapidly rising tide of opiate addiction. 

Nor was it alone those most directly affected who approved the new statute. 
Popular approval was almost universal. And, as would be expected in the case 
of any law having such a background and such a backing, this statute beeame 
actively operative from the day of its enactment. Never for one moment has 
its enforcement been neglected. On the contrary, a veritable army of specially 
appointed officials—Federal, State, county, and city officials—have devoted 
their energies to the law’s rigid enforcement. 

From time to time the various courts have interpreted certain points in the 
law. And almost without exception these rulings have tended to tighten the 
net about the narcotic law breakers. There has been no trend toward leniency. 
So that at the present time practically every prescription written by a physician 
for a narcotic comes under the careful scrutiny of a competent inspector ; prac- 
tically every grain of narcotic dispensed by every pharmacy in the land must 
be accounted for to Federal and State inspectors; and a majority of the habitual 
narcotic users are known to the authorities even to the extent of knowing approx- 
imately the amount of drug they are taking and the length of time they have 
been taking it. 

Nor is this narcotic knowledge a mere formality. Prosecutions of offenders 
who have broken the Harrison narcotic law, or are suspected of having done 
so, fill the calendars of the Federal courts. And other courts are equally well 
patronized. 


1 Read before the Los Angeles Society for Neurology and Psychiatry, April 20, 1921. 
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In short, the Harrison narcotic law has been a popular measure for something 
like 5 years, and as actively enforced as is humanly possible. 
What is the result of these years of almost unprecedented legislative activity? 
The question cannot be answered in a sentence. But it seems to be the con- 
sensus of opinion of Federal, State, and county officials who are most closely 
in touch with the situation, that the number of drug takers and the amount of 
drug consumed today, after 5 years of this active legislation, is just as great as, 
if not, indeed, considerably greater than it was 5 years ago. 

There is, however, a radical change in the method of obtaining opiates by the 
drug addicts. The closure of the legitimate channels for obtaining narcotics 
has brought into existence an illicit traffic of tremendous proportions. The 
elusive underworld “peddler,” well supplied with drugs, now exacts his pound 
of flesh from his helpless victims, and tempts guileless “prospects” with free 
samples for the sake of future profits. Thus, without vitally affecting the actual 
evil, we have added criminality to what was formerly simply immorality. 

With this situation existing after 5 years of active legislation it behooves 
us to take inventory of our weapons and fighting equipment against the narcotic 
evil. Why has the Harrison Narcotic Act failed to accomplish the purpose for 
which it is formulated? Certainly this failure cannot be laid at the door of in- 
activity on the part of officials, or lack of interest and cooperation by the public. 
Wherefore, it appears that there must be something fundamentally wrong with 
the inception of the law itself. A law that fails to effect its purpose when 
vigorously enforced, and after a sufficient length of time to give it fair trial, 
must be lacking in something not visualized in its original conception. There 
seems to be no other logical conclusion. 

From a medical viewpoint the law has the fundamental defect of not giving 
sufficient consideration to the underlying cause of opiate addiction. In effect, 
it regards narcotic addiction as a purely criminal act willfully indniged in by 
normal individuals, with only scant consideration to the possibility that disease 
may be a cause as well as a result of the condition. Stated in another way, the 
law emphasizes the legal aspect of the problem and subordinates the medical 
features. 

Now, in point of fact, the vast majority of opiate addicts present an abnormal 
mental and physical condition closely akin in many respects to the condition 
known as insanity. And our present narcotic legislation presents many features 
similar to the older legislation for the control of mental diseases. 

It is not medical men alone, however, who believe that narcotic addiction is 
often the result of an abnormal mental state, not merely a “bad habit.” The 
veteran officers of the law eventually reach this conclusion, almost without ex- 
ception. In the beginning, when their duties first bring the officers in contact 
with this class of persons, they usually regard the drug addict as a self-willed 
and responsible criminal offender. Their opinion is based on the popular con- 
ception of addiction, not upon practical experience. But later, after they have 
been closely in touch with every phase of drug habituation, their viewpoint 
changes almost invariably. Their original conception was based on ignorance ; 
their later point of view is the result of experience. And no one will question 
that experience is a better teacher than ignorance. 

A precisely similar change in mental attitude occurs in persons who are 
brought closely in contact with the insane. The novice in insane hospital work 
invariably thinks that a high percentage of his patients are not insane—that 
“there is nothing wrong with them.” But as he gains in experience his viewpoint 
changes, just as in the case of the officers who are brought closely in contact with 
narcotic addiction. And thus we find the experienced narcotic officer inclined 
to deal leniently with the noncriminal type of drug addicts, because he realizes 
that he is dealing with persons who are not wholly responsible for their short- 
comings. 

It is apparent, therefore, that the comparison between insanity and drug ad- 
diction is not overdrawn. And in this connection we should remember that it is 
only within the lapse of a century that insanity has been legally recognized as a 
disease. Christian nations, for a period of more than 15 centuries, had regarded 
insanity as a “possession by demons”—a crime. The unfortunate insane “ere 
imprisoned and subjected to every kind of cruelty, just as in the case of the viest 
criminal. Yet persons continued to become insane, and usually incurably insane, 
in the face of the most hideous punishments. 

America, the great haven of liberty, offered no sanctuary. Lunatics were 
beaten, imprisoned, chained in filthy dungeons, and specially maltreated here. 
just as in monarchy-ridden Europe. And as a culminating touch of persecution 
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our ancestors burned at the stake that pitiful little group of old mad women at 
Salem. 

But even this did not stop people from “going crazy.” And at last even the law 
itself stood aghast at its futile folly. 

Then a great French physician, Pinel, proclaimed the heresy that insanity 
is a disease, not a crime. And with the courage of his convictions, and, for- 
tunately, with an influence that could not be disregarded, he struck the shackles 
from the inmates chained in their madhouse hovels. And behold! many of these 
mad creatures regained normal reason! The era of rational treatment of in- 
sanity had dawned. Lunacy had evolved from a state of incurable criminality 
to the condition of a curable disease. 

There is an analogy between our present attitude toward opiate addiction, and 
the lunacy situation of 100 years ago. Insanity was not thoroughly understood 
then, and naturally the lunacy laws of that time were inadequate and unjust. 

The opiate addict, like the psychopath, is an abnormal individual. But in 
most instances his physical and mental abnormalities are not apparent to casual 
observation so long as his system is supplied with a sustaining quantity of the 
drug. When this necessary stabilizing narcotic is withdrawn, however, the ab- 
normal physical and mental conditions quickly assert themselves with absolute 
certainty. 

Yet even when the similarity between insanity and opiate addiction is recog- 
nized, our attitude toward the two conditions is utterly different, and is deter- 
mined by the supposed underlying cause of each condition, rather than by the 
conditions themselves. We punish the opiate addict because his infirmity is self- 
imposed, just as formerly lunatics were punished because it was believed that 
they willfully associated themselves with evil spirits. 

But the present legal attitude is not consistent even if we accept the dictum 
that the result of self-imposed vices should be punished, while unavoidable mis- 
fortunes should not. For it so happens that one of the most important and 
prevalent forms of insanity, general paresis, is the result of venereal vice—a 
self-imposed condition. At least 10 percent of all cases of insanity are attrib- 
utable to this vicious cause. Yet the law makes no distinction between paretic 
patients, with their virtually self-imposed disease, and any other types of insane 
persons. The paretic is not punished, although in acquiring the specific infection 
which is the cause of his condition, he gratified a willful indulgence searcely 
more compelling, and generally regarded as far more reprehensible, than the 
craving for a drug. 

It is evident, therefore, that the cause of insanity does not influence the legal 
attitude toward this disease. Such is not the case with opiate addiction. A drug 
addict is a malefactor in the eyes of the law whether he acquired his habit 
through pure viciousness, or whether, as is often the case, his addiction was 
thrust upon him unwillingly, as in the case of many maimed veterans from 
France. 

It is true that there is a somewhat vaguely phrased distinction in the legal 
attitude toward persons who are criminally insane and other demented individ- 
uals. All insanity is disease, but in some States special hospitals are provided 
for the care of persons suffering from “criminal insanity.” But even so, a very 
great distinction is made between this type of insanity and ordinary criminality. 
No such distinetion is made in the ease of drug addicts. Yet we know that there 
are addicts whose drug taking makes them criminals; and others who regard 
criminal tendencies and criminal acts with just as great abhorrence as the highest 
type of normal individual. It is just as inconsistent to put these persons in the 
same class as it would be to place ordinary criminals and insane criminals on the 
same level. 

The important thing about the existing narcotic laws, however, regardless of 
inconsistencies, is the fact that they do not appear to be getting adequate results. 

One modification of the present law that naturally suggests itself is to increase 
still further the scope and stringency of the statute. But it would seem that this 
is scarcely possible without curtailing the legitimate use of opium. And opium, 
bear in mind, is our most useful and most important drug. Curtailing its legiti- 
mate use would cause untold suffering among countless numbers of innocent 
persons afflicted with painful diseases. These persons far outnumber the addicts. 
So that even the complete elimination of this relatively small handful of drug 
habitues would be scant recompense for such a sacrifice. 

A less objectionable plan would be some slight modification in the existing 
narcotic laws tending to emphasize the medical side of the narcotic problem. 
There is nothing novel in this suggestion. Indeed, a practical step in this direc- 
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tion was taken in certain cities recently. For example, the narcotic clinics con- 
ducted in the cities of Los Angeles and San Diego for a brief period in 1920, were 
based on this principle, and produced results that were encouraging, to say the 
least. 

The Los Angeles clinic was started as a department of the board of health, with 
the approval and assistance of the municipal authorities, for the purpose of giving 
preliminary medical treatment to the narcotic addicts. This clinic endeavored to 
supply persons who required the constant use of an opiate with the necessary 
amount of their narcotie in gradually decreasing doses and at a nominal price 
It was conducted by physicians detailed by the health commissioner, and under 
the immediate direction of a narcotic board composed of prominent physicians, 
public-spirited citizens, and Federal, State, and municipal officers who volun 
teered their time and services. 

It was not the purpose of this clinic merely to supply the opiate addicts of the 
community with narcotics. On the contrary, the clinic was established for the 
purpose of medical treatment, with gradual withdrawal of the drug, and final 
cure when possible. Complete cure by this method would not be possible in most 
cases, of course; but it was possible to reduce the amount of drug used, and 
improve the patients’ physical condition so that they could be treated successfully 
in some suitable institution at the proper time. 

The things actually accomplished by this clinic attained, in a measurable de- 
gree, the object for which it was created. During the 5 months of its activity 
more than 500 drug addicts applied for treatment. It was a motley company 
representing every walk and condition of life. Every degree of financial status 
was represented, every shade of dishonesty, as well as every grade of intellect. 
Some came from purely criminal motives, others with the exalted purpose of be- 
ing cured of their habit. Still others, in the hope that they could escape the 
clutches of the illicit peddler and his extortionate prices. 

A record of the obstacles that had to be overcome in putting this experimental 
clinic into practical running order, the mistakes that were made, the trickery 
and deception that were practiced, as well as the honest endeavors of the de- 
serving addicts and persons suffering from painful bodily afflictions, would 
make a volume of intensely interesting and variegated narrative. But the 
important things accomplished may be summarized in a few paragraphs. For 
one thing, illicit peddling was reduced to a minimum. When the patient could 
get morphine honestly for 10 cents a grain, why be dishonest at 10 times that 
price with a good chance of landing in jail into the bargain? The peddlers 
complained, almost openly, that they were “being ruined” by the clinic. 

To the class of persons suffering from painful afflictions, such as tuberculosis 
and cancer, whose condition made the continued use of an opiate an absolute 
necessity, the clinic was a veritable godsend, for it enabled them to procure 
their necessary drug at a reasonable price and in a legitimate manner. Thus 
they were able to reduce the amount of the narcotic, since, curiously enough, the 
uncertainty of being able to get a supply of the drug always tends to make the 
addict use more of it. 

The clinic made it possible for several individuals to engage in honest occn- 
pations for the first time in many months. Heretofore, the uncertainty of the 
source of supply, and the ruinous prices demanded by the peddler had kept 
these patients in such a state of physical dilapidation that they were unable to 
work. Thus the clinic enabled many of these victims to again become honest 
breadwinners. Several of them were now able to provide for their families and 
again live in a respectable and self-respecting manner. And meanwhile their 
general health was improved by the gradually reduced doses dispensed at the 
clinic, and the release from the harassing anxiety about obtaining their drug 

It is a fact well known to persons familiar with the subject, but not appreciated 
by the generality of people, that almost every drug addict wishes to be freed from 
his bondage. In many instances the desire is an inadequate and feeble one, of 
course, while in others it is insistent and compelling. The members of the clinic 
exemplified this in an amazing degree, all things considered. Within 2 months 
after opening the clinic, 24 individuals had made earnest application to be placed 
in some institution for the final treatment and cure of their addiction. And it is 
most illuminative that after the clinic was closed, no less than 26 persons were 
given this curative treatment in private institutions from the accumulated funds: 
and fully'as many more had filed applications for taking similar treatment and 
were bitterly disappointed when they found that no more funds were available. 

This alone, the fact that half a hundred persons out of a total of 500, were 
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sufficiently earnest in their desire to be cured that they were willing to surrender 
themselves for radical treatment, is convincing evidence of the usefulness of this 
experimental clinic. 

Moreover, the clinic enabled the officers to determine pretty accurately the 
number of drug addicts in the community, particularly the class of drug takers 
likely to become a public menace. And the surprisingly small number of these 
individuals seems to refute the popular idea that drug addiction is running riot 
in our communities. 

The fact that so many of these clinic patients were anxious to take a final 
curative treatment in some proper institution, and that such a relatively large 
number of them actually did so is an indication of what might be accomplished 
with a clinic having hospital facilities at its disposal. Such an arrangement is, 
of course, the one now in vogue for treating almost all physical ailments; and 
even mental diseases are now so cared for in certain favored communities. 

A similar arrangement, modified to meet the various conditions, would put the 
legal and medical authorities closely in touch with the addicted patients and with 
the narcotic situation, in a manner similar to our arrangements for controlling 
other serious diseases, such as tuberculosis. This factor alone, it seems to me, 
justifies the reestablishment of clinics along similar lines to the experimental 
ones tried with such a measure of success in Los Angeles and San Diego. Un- 
doubtedly great modifications would be necessary. But great modifications are 
always necessary in any progressive experimental work. 

In addition, some special hospital provisions should be made, just as in the 
ease of insanity. And there should be some governing body of specially qualified 
medical examiners to determine the requirements of each case similar to the 
medical commissions that determine the status and dictate the treatment in 
insanity cases. 

Unlike the existing laws governing insanity, however, the final decision about 
any case should not be left to the judgment of juries composed of laymen, for the 
average layman Knows less about opiate addiction than he does about the 
psychoses. And one can scarcely expect intelligent assistance and cooperation 
from any body of men who know practically nothing about the subject they are 
called upon to decide. 

Perhaps the best practical solution of the whole narcotic problem would be 
to place it unreservedly in the hands of the United States Public Health Service. 
This would bring it under control of intelligent physicians who also have legal 
authority to enforce any clinical or custodial measures that seem necessary. 

In any event, the narcotic addict is with us, and like the poor, and the bad, and 
the unfortunate, he is likely to remain with us. Only the visionary idealist, or 
persons ignorant of human nature and of human history, can believe otherwise. 
No great compelling human vice or disease has ever been completely stamped out. 
And the best that we can hope to do by our most concerted efforts, for the present 
at least, is to reduce narcotic addiction to a state of reasonable control. 


Exursir No. 7 


{From American Medicine, January 1920] 


A R&ésuME or Facts AND DEDUCTIONS OBTAINED BY THE OPERATION OF A 
NARCOTIC DISPENSARY 


By M. W. Swords, M. D., Secretary, Louisiana State Board of Health, physician 
in charge narcotic dispensary, New Orleans, La. 


Narcotic laws in vogue being apparently defective in controlling the drug traffic 
and narcotic addiction, the State of Louisiana recently enacted a new State 
narcotic law, directed toward the better control and regulation of said drug 
traffic, particularly through its principal offenders, the “trafficker,” “vendor,” 
“morphine doctor” and “dope apothecary.” This legislation created a drug 
“panic” in addict circles, causing drug “vendors” to cease their activities tempo- 
rarily, by cutting off the main source of drug supplies. In desperation, addicts 
applied to the Louisiana State Board of Health for relief, the only place where 
they could have reasonable assurance of assistance. 

It was apparent, after reflection, that in the ‘passage of this antinarcotic law, 
the addict, the principal one affected, had been overlooked. His unfortunate 
plight had not been sufficiently considered, and the possible results of the law 
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not intelligently comprehended. The Louisiana State Board of Health came 
to the conclusion that addicted humans were deserving of consideration and 
care, as well as those unfortunates afflicted with other diseases, and a remedy 
was sought to meet the occasion. 

Neither the State nor board was financially able to care, even temporarily, 
for these sick people. It was expedient that immediate means must be had by 
which a grave condition could be met. It was decided, therefore, to supply addicts 
with their drug at cost price, plus a sufficient margin to meet expenses incidental 
to the opration of the dispensary. 

It was found that opium (and its derivatives) was the one drug of physiologic 
necessity insofar as addiction is concerned. Consequently, it was decided that 
morphine, the principal opium derivative, should be the only drug dispensed. 

The narcotic dispensary having been established, other questions presented 
themselves, the most important of which was “Why so many addicts?” and 
“Whence the enormous supply of drug?” It was found that the main supply 
was through “drug traffickers,” made up of irresponsible “vendors,” “unscrupu- 
lous apothecaries” and “morphine doctors.” Knowing the supply, the natural 
question was “How to combat it?” Laws being ineffective, it was determined 
- some rational means be established to strike at the heart of this nefarious 
evil. 

Legitimate supply seemed to be the most logical plan that presented itself. To 
meet the illegitimate vendor and prescriber of drugs on a common ground, the 
narcotic dispensary supplied addicts in a legitimate way at a price so low that 
the vendor would not take chances of falling into the hands of the law for the 
small profits brought about by this new form of competition. The effect of this 
modus operandi was apparent. The vendors of drugs utilized their wits un- 
successfuly in attempting to combat a practical demonstration of legitimate 
supply, with the result that their activities became less, many of them being forced 
to seek more profitable sources of revenue. 

Cause and effect, profit and supply are the basic principles that must be met 
in the solution of the drug problem. 

What is the cause? The medical and allied professions, environment of the 
“tenderloin,” and association are the principal causes. 

In reality drug addiction is a physiologic changing of the proper functioning 
of every organ and tissue, creating the pathologic mechanism of a definite “dis- 
ease” characteristic in its symptomatology and pathology and which cannot be 
combated except by scientifically adapted measures. Drug addiction, as applied 
to opium, and its derivatives, is a disease and not a human frailty, and must be 
recognized as such before any rational solution of the problem can be understood 
and any treatment successfully directed toward its cure and eradication. 

What is the supply. Doctors, hospitals, and the underworld, through illegit- 
imate vendors. 

What actuates this practice? Millions of dollars each year spent by men and 
women which go into the coffers of the.‘man higher up,” who directs the business 
and is the real recipient of this enormous profit. 

How to combat it? By furnishing a legitimate supply. Addicts are not neces- 
sary, but are with us; their addiction disease is a part of themselves, a condition 
eternally demanding relief. A legitimate source of supply should be provided 
at a price so low that the illegitimate vendors must meet it or go out of business. 
Legitimate supply is the basic principle on which this narcotic dispensary is com- 
bating the drug evil. It will take time and education to effect perfect results. 
Necessarily there are other scientific problems for solution. The first is to extri- 
eate the poorer addict from his unwholesome surroundings. This we have at- 
tempted to do by establishing a dispensary that in appearance and respectability 
inspiries dignity and confidence. 

In our dispensary, as the photographs will show (see fig. 1), there are five 
separate entrances, designated as “Private Office,” “White Female,” “White 
Male,” “Colored,” and “Clinic,” each’ separated from others by partitions. You 
will also note (see fig. 2) the business-like: appearance of the offices. The three 
booths, viewed from “Private Offiee” are shown also in the photograph (see fig. 
‘8). The private office (see fig. 4) is so arranged that it can be curtained off for 
additional privacy. The dispensary is thoroughly equipped and well lighted. 
We have a well-equipped laboratory. 

Our medical clinic (see fig. 5) is equipped for determining any physical dis- 
ability or illness of its clientele. This clinic has in attendance two doctors and 
-a trained nurse. Histories are taken and filed, covering past and present condi- 
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tion of patients, together with statements of physical irregularities. Each addict 
is examined to establishd primarily whether he or she is an addict, the cause of 
addiction and every other detail pertinent to the physical and mental condition. 
In our dispensary we endeavor to practice the highest type of medicine. 


OBJECTS OF THE DISPENSARY. 


1. We realize that a permanent cure of those afflicted with drug addiction- 
disease is impossible, in the great majority of cases, unless the addict be placed 
in a position to secure scientific treatment. The sole object of this dispensary 
is to relieve suffering until such time as a scientific treatment may be had. 

2. The basis of operation is legitimate supply versus illegitimate trafficking. 

8. To prevent a victimized people from being more thoroughly victimized by 
heartless, profiteering “ghouls.” To prevent the making of new addicts. 

4. Diminishing petty thievery which constitutes a tax, or burden, on society, 
for the reason that many addicts, unable to pay the price of $1 to $3 per grain, 
are forced to criminal methods. 

In the operation of this dispensary, we have refrained from “registration” of 
addicts, compulsory hospitalization and police interference, all of which would 
intimidate the addict and drive him back to the underworld supply, and thus 
defeat our primary purpose. We have no “registration” to compromise addicts 
or subject them to possible blackmail. Their secret is guarded in strict confi- 
dence. We work in harmony with. officials, but not to the extent of betraying 
confidences. 


TREATMENTS 


This dispensary does not attempt to cure addicts, realizing that this is a prob- 
lem that can only be solved when addiction-disease is better understood. We are 
establishing, however, in connection with our dispensary, a research laboratory 
with the hope that ultimately this may lead to some scientific means by which 
cures may be effected. 

Much has been written regarding addiction that has been actuated by mer- 
ecenary interests. Facts regarding morphinism are known to but few. The 
literature is filled with various treatments, a few only by scientific men who 
have a conception of drug addiction-disease and what it means. 

The reduction treatment is much discussed. In our opinion, it is a fallacy, 
pure and simple. The “hot shot” and other forms of treatment are empirical 
and not based on scientific knowledge. Some are effective, no doubt, in in- 
dividual cases, but this obtains only in isolated cases and must not be confused 
with the entire problem of addiction-disease. 

The forcible reduction treatment will do more harm than good, and is worse 
than no treatment at all, and I quote from an article, written by Dr. Bishop, of 
New York, an excerpt which meets with our approval: 

“The forcible reduction of dose without regard to the environment, economic, 
physical or other conditions of the average and individual addict, and absolutely 
ignoring the considerations of the mechanism and symptomatology of his 
addiction-disease is barbarous, harmful and futile. Enforced reduction of dose 
below the point of body need is not worth what it costs in nerve strain, suffering 
and physical inadequacy. The extent of addiction-diseasé and degree of progress 
in its remedy cannot be measured in terms of amount of drug administered. It 
must be measured in terms of clinical symptomatology. Reduction of dose below 
the amount of body need constitutes a serious therapeutic handicap and is most 
decidedly contraindicated. It is practically as hard to withdraw a narcotie drug 
from any addict whose body need is half a grain a day as it is from one whose 
body need is five grains a day. The average narcotic addict must support himself 
and family. His physical well-being and economic efficiency are considerations 
in the community in which he lives. In view of what I know can be done for final 
cure, I do not hesitate to say that it is much wiser to supply to this man the drug 
of his addiction to the extent of his body need and to teach him how to use the 
drug of addiction in such a way as will maintain his physical and economic 
efficiency than it is by enforced reduction of dose to deprive him for a long time of 
working ability and his family of his support. Furthermore, the addict who is 
insufficiently supplied with narcotic drug turns in desperation to the use of other 
things more harmful to him that the drug of his addiction. This he does in the 
vain hope of obtaining mental and physical stimulus and support and some sur- 
eease of his misery. The many wrecks of addicts to be seen trying to endure 
through insufficient supply of narcotic drug, self-poisoned with other drugs which 
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they purchased, alcohol, bromide, coal-tar products, cocaine and, of late, hy- 
oscine—their addiction-disease unrelieved and undiminished—are sufficient argu- 
ment against mere reduction of dose. The ultimate withdrawal of drug from 
the narcotic addict is simply one stage and is not, by any means, the most im- 
portant stage in his rational handling.” 

The dispensary has accomplished the following: Temporary relief of addicts 
at minimum cost. No new recruits through this dispensary. Petty thievery dimin- 
ished among the lower class of addicts. We have made economic assets of many 
who formerly were human derelicts. We have made many happy mothers and 
children by enabling fathers and husbands to keep honestly employed. We have 
raised the morale of addicts to the extent that they no longer wish to steal, since 
the actuating motive has been removed, We have concentrated and segregated 
the principal offenders in petty crime. We have surrounded the high-type addicts 
with security and protection. All addicts are known and if any are “wrong- 
doers,” they are apprehended. This instills a fear of crime and results in good 
behavior. The addicts have come to know the dispensary as their best friend 
where the hand of sympathy and understanding is held out to them. All of this 
has been accomplished at no cost to State or board of health. Our fight has been 
hard, due to the ignorance of laity and medical profession as well. 

We knew that our efforts were directed properly when the American Public 
Health Association held its last annual meeting in New Orleans, and corroborated 
our deductions. Comprehensive discussions on the subject gave us courage to go 
forward. 

We will finally conclude by using the language of Dr. Bishop, which expresses 
sentiments that can neither be improved upon nor added to: 

“Before we can know what we can do for them, we must know what they are; 
before we can help them, we must know what is the matter with them. We have 
talked of drug addicts as if they were a class or type of person who might be typi- 
fied by this title; as if there were drug addicts as differentiated in common char- 
acteristics from those who are not drug addicts.” 


EXuHIsIT No. 8 


[Excerpt from ch. XIII, Control (continued) Municipal, pp. 863-872] 
SuHREVEpPORT, La.’ 


The following is a brief history of the life of the narcotic clinic and hospital 
treatment at Shreveport, La., instituted as control measures under authority of 
the State Board of Health of Louisiana. We have already quoted from the 
minutes of the board and from opinions of the State attorney general and as- 
sistant attorney general upon whose authority the board’s action was taken 
in establishing the New Orleans dispensary. While the Shreveport clinic was 
begun as a State activity, the greater part of its existence occurred under the 
authority of the municipality. It is included, therefore, in this chapter. 

From the unpublished reports with which W. P. Butler, medical director, 
has supplied us, we have obtained the following outline of the clinic as operated 
under his supervision. Inasmuch as this clinic has given rise to much discussion 
we are including also such expressions of opinion from organizations and copies 
of correspondence as dealt with it during the different periods of its existence. 


HISTORICAL SKETCH 


Inception, development, municipal activity, reasons for closing 


During 1916 four physicians of Shreveport were indicted for violating the 
Harrison Act. They were not convicted but the incident had a psychological 
effect upon the medical profession as physicians hesitated, as Dr. Butler says 
in his report, to care for cases of addiction lest they unintentionally violate 
the Federal law, avoiding the handling of these cases rather than studying 
the law, the case itself and the problem as a whole. 

This state of affairs became apparent to Dr. Butler, the parish physician, as 
the chronic users of opium applied to him for assistance and very quickly de- 
veloped a sociologic problem which the community was not equipped to handle. 


1Source: Terry, Charles E., and Pellens, Mildred, The Opium Problem. The Bureau 
of Social Hygiene, Inc., New York, 1928 ; 1042 pp. 
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Some of the cases were sent to jail for treatment and either were withdrawn 
from the drug or supplied by smuggled drug. A number of them died. 

Eventually the use of four rooms in the jail was secured for the treatment 
of these cases but because of the inadequacy of equipment and of the difficulty 
in stopping the smuggling of the drug, this work was not successful. 

In 1919 the State board of health appointed a physician in Shreveport to 
take charge of the narcotic situation. He wrote all the prescriptions of these 
cases, which were filled at one authorized drug store. This arrangement lasted 
but 1 month, its failure being due to 3 factors: first, the expense and trouble 
to the patient who was required to secure daily prescriptions when he could 
patronize the peddler more easily ; second, the impracticability of one physician's 
attempting to care for so many cases without assistance; third, the druggist’s 
objection to having his store patronized by a class of people looked upon by the 
publie as criminals. 

The physician who had been appointed to handle this situation resigned and 
Dr. Butler was instructed by the State board of health to care for these cases 
by establishing a dispensary. That the need of some provision was increasing 
is shown by the following excerpt from a letter to Dr. Butler from the president 
of the State board of health: 

“We are getting daily the names of patients being discharged from the Army 
and Navy who reside near Shreveport and who should be sent there for treat- 
ment, but as yet we are unable to refer them there.” 

Dr. Butler organized his dispensary and with the assistance of a pharmacist 
and special assistants supplied the drug to chronic users according to State regu- 
lations which will be explained later. Quarters in the Charity Hospital were 
secured for the treatment of curable cases. During the first 2 years the number 
of patients handled at the dispensary was reduced from 494 to 188, some having 
been cured and others in one way or another eliminated. 

On March 15, 1921, the Louisiana State Board of Health after consulting with 
the Federal narcotic officials discontinued the narcotic dispensaries in New 
Orleans, Alexandria, and Shreveport. Upon the following day Dr. Butler re- 
opened the Shreveport dispensary and moved the institution for treatment from 
the Charity Hospital to a house near the business center of the city. He continued 
to work on his own responsibility as parish physician and through the authority 
of the city council of Shreveport, expressed in the following ordinance: 

“(1) ‘That a public health hospital and out-patient service be, and the same 
is hereby established for the city of Shreveport. 

“(2) ‘That said institution shall be under the charge and control of the City 
Council of Shreveport and its management subject to the supervision of said 
Council, shall be under the direction of Dr. Willis P. Butler, parish physician, 
until such time as it may be otherwise ordained by this body. The purpose of 
said institution is declared to be for the treatment of narcotic and venereal cases. 

“(3) ‘Be it further ordained, That whereas the police jury of the parish of 
Caddo defrays a portion of the expense of said institution and the said parish 
physician is empowered to care for and treat the same class of patients for the 
parish of Caddo.’ ” 

The last clause of this ordinance shows that the police jury had already taken 
action. In fact previous to and anticipating the State board of health’s order 
to close the dispensary and institution, the-police jury had passed a resolution 
to continue Dr. Butler’s narcotic work. 

This briefly outlines the inception and development of the dispensary and insti- 
tution for treatment. The need of municipal action begins with the indictment 
of the four local physicians already mentioned and had its final expression in 
the passage of the ordinance continuing the method that the council had found 
to be effective. During the years 1921-23 this arrangement controlled satisfac- 
torily the narcotic problem. One hundred and forty patients were given curative 
treatment while the number of cases attending the dispensary was decreased 
to 101. 

Early in 1923 a conference was held in the office of the United States District 
Attorney between Dr. Butler and the Federal narcotic agents. As a result of 
this conference it was decided to close the dispensary. The agent present at 
the conference stated that he had been sent “to close the clinic because it was 
the only one left in the United States.” In commenting on this Dr. Butler quoted 
from a letter written by Dr. L. M. Powers, health commissioner of Los Angeles, 
Calif., who said when the Los Angeles clinic was closed in 1921: 
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“IT have not been able to realize the actual purpose of the closing of our clinic 
for there has been some unseen motive prompting much opposition to clinics which 
I have not been able to comprehend.” 


THE DISPENSARY 
Method of operation—results 


The dispensary was located in the director’s laboratory in the Shreveport 
Sanitarium with the following personnel : medical director, chief clerk and book- 
keeper, assistant clerk and fingerprint expert, pharmacist, dispenser, three in- 
spectors selected with the approval of the police department, the local board of 
health and the medical director ; other assistants for special work were employed 
when needed. 

The dispensary days were Monday, Tuesday, Thursday, and Saturday from 
8:30 to 10 a. m. and from 4:30 to6 p.m. Where these hours created a hardship 
on the patient he was cared for at some more convenient time. 

Morphine was dispensed in solution, the container being labeled to show the 
amount in grains and the price. The doses varied from 1 grain to as much as 12 
grains a day for certain patients, the average being 8 grains. In each case the 
amount of morphine dispensed was the least that the patient could take and still 
remain in “drug balance.” Since the dispensary was not intended for curative 
treatment but as a means of caring for incurables and those physically unable to 
undergo treatment, no effort was made to reduce the amount finally decided upon 
as the patient’s proper dose. 

The cost of morphine as supplied at the dispensary was an important matter 
as will be explained later. The wholesale price of the drug varied from 2 to 3 
cents a grain. The dispensary price was 6 cents a grain as against the druggists’ 
price of 10 to 25 cents a grain, exclusive of the prescription fee, and the peddlers’ 
price of $1 a grain. Under the dispensary management the difference between 
the cost and the selling price paid the actual operating expenses of both the 
dispensary and the institution for treatment, the entire undertaking being self 
supporting. 

Patients admitted to the dipensary were carefully examined and recorded. 
In the beginning any patient applying was admitted but the number was uec- 
essarily limited later to residents of the State and again later to residents of 
Caddo Parish. They were divided through examination into the curable and 
incurable cases and place in 1 of the 2 classes. Complete medical histories were 
taken, together with information relating to age, sex, color, length of time during 
which the drug had been used, former treatment, and the causative factors, 
together with an exhaustive physical description. Fingerprints with personal 
description were sent to the local police department, to the local detective agency, 
and to Leavenworth. 

Before being dispensed to, the patient was requested to sign a pledge not to 
sell, give away, lend, borrow, or otherwise obtain any of the drug. His residence 
and business addresses were secured and frequently checked by inspectors. Al! 
patients able to do so were required to work and to secure proper food and 
clothing. No loafers were tolerated. These rules governed patients who were not 
infirm, decrepit, or bedridden. 

A monthly record sheet contained the names of the patients. Upon receiving 
their medicine patients signed this register, the clerk entering opposite the sig- 
natures the amount dispensed in grains and the price paid. This daily record 
was kept of those coming to the dispensary in person. For those who were 
bedridden or who held a doctor’s certificate as to infirmity a special order form 
printed on safety paper was employed. These were serial in number, dated and 
signed, and gave the reasons for the individual's inability to come in person, 
together with the name of the authorized proxy. Only one order form was issued 
at a time and a strict record kept of each. 

The institution for treatment was located at the Charity Hospital until the 
work was discontinued by the State board of health in 1921 when it was estab- 
lished in another locality. It was called the Public Health Hospital and in addi- 
tion to treatment for chronic users of opium it provided treatment for cases of 
venereal disease either free or at the cost of the medicine. This institution had 
a resident physician, superintendent, nurses, guard, and attendants. 

4 mae rules governing the institutional treatment of the narcotic patients were as 
ollows : 

“(1) Institutional treatment is free to any resident of Caddo Parish. 
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“(2) An addict who is able physically to undergo treatment must sign volun- 
tarily an application for commitment to the institution. (If he is judged phys- 
ically able and will not take the treatment he is no longer dispensed to.) 

“(3) He also signs a request to be placed in the parish jail to complete the 
treatment if for any reason this may be deemed necessary by the director. 

“(4) He is required to make a deposit of $25 for his own use at the end of treat- 
ment, unless he is known to be in good financial circumstances. 

“(5) The medical method of treatment is divided into three parts, (1) Pre- 
vious preparations; (2) the period of narcotic withdrawal under restraint; (3) 
aftercare. By the first term is meant, assurance that the physical condition is 
strong enough to endure the rigor of the withdrawal. The salient features of the 
treatment proper, are rapid withdrawal and substitution, proper elimination, 
abundant food, rest and warm baths. By the third term is meant, a place of con- 
valescence, preferably in the country.” 


RESULTS 


Dr. Butler states that the results from the points of view of the users, physi- 
cians and druggists, and society at large from a properly operated dispensary 
and institution for treatment have a distinct medical and sociologic value. 

First: The patient—Such a treatment prevents or alleviates a great deal of 
physical suffering. The dispensary and treatment institution treated all cases 
including the parish prisoners. The curables were treated first for whatever 
physical conditions they were suffering from and then for their drug intoxication, 
while the incurables were improved physically and their doses properly regulated. 
Many cases who had been “down and out” were raised to a plane of decent living. 
With their drug inexpensive and regularly supplied they were enabled to work 
and provide for their families. In the opinion of the Associated Charities, Fed- 
eral and parish authorities and the city police department, crime was prevented 
and the narcotic problem from every angle was ameliorated by the medical care 
of these patients. 

Second: Physicians and pharmacists.—The system was helpful to physicians 
and druggists in that it saved much of their time and prevented annoyance from 
the insistent demands of individuals for whom they could not regularly care. It 
prevented duplication of work for one patient and neglect of others. That the 
medical profession appreciated this work is shown by its unqualified support and 
approval of the clinic as evidenced by the passage of resolutions to this effect. 

Third: Society as a whole——That the work of the clinic was beneficial to so- 
ciety as a whole is apparent. It reduced the number of future users and the sys- 
tem that made the dispensary effective became an auxiliary to the city’s police 
department. Dishonest and unworthy cases were detected, cut off from the dis- 
pensary and because of the absence of peddlers in the city were forced to move 
away. Thus crime was prevented, as there was no profit possible for criminal 
addicts or peddlers. A considerable burden of indigency was saved the city by 
the rehabilitation of these patients. 

Relation of clinic to— 

1. Peddling. 
2. Federal and State-control measures. 
3. Other methods of control. 

1. It prevented peddling and the pauperizing of the user. It prevented illicit 
sale by (a) providing for the incurable cases, preparing the curables for treat- 
ment and treating them, whereas the peddler deliberately increased his sales by 
creating new users and (b) eliminating the vicious type of user. 

2. The chief manifestation of Federal control has been the arrest of users in 
order to stop the illicit traffic. This method of control, according to Dr. Butler, 
only aggravates the situation as it makes dependents of the user’s family, which 
thus creates a social and economic problem. 

Dr. Butler quotes the United States marshal as having stated that through 
taking advantage of the facilities afforded at the clinic he was able to secure 
quick relief without the unnecessary resorting to redtape required under other 
circumstances. Through the detective system practiced by the dispensary many 
arrests of peddlers were made and evidence sufficient to convict them secured, 
but Dr. Butler states these cases when brought into court were either repeatedly 
postponed or dismissed. 

8. Another method of control that Dr. Butler claims is a complete failure is 
that of the enforced treatment of users. This procedure results in repeated re- 
lapses, deaths, or suicides during the withdrawal, or smuggling of the drug into 
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the institutions in which these cases are confined. In this connection Dr. Butler 
gives the following acknowledgment from the State board of health president : 

“Your statistics in cures are decidedly higher than those of any others we have 
received.” 

In conclusion he states that Federal and other State control measures employed 
have failed to give such good results as were derived from the operation of the 
dispensary and the institution for treatment, namely : 

One responsible organization to control supply. 

Proper facilities for observation, examination, and treatment of patients. 

Ability to care for incurable cases without expense to the community and at 
but slight expense to the patients. 

A self-supporting system. 

Since the closing of the dispensary, Dr. Butler reports the deaths of several 
former patients, three of these in jails in other cities, while a number of his 
patients have been sent to the State penitentiary. Of the remainder of the 101 
incurable cases, Dr. Butler continued to care for 40 for about a year. The others 
he states were supplied by peddlers at $1 or more a grain inasmuch as their 
physicians refused to care for them. Individuals who during the life of the dis- 
pensary were leading decent lives and supporting their families reached a condi- 
tion of wretched poverty. In 1924, the number of incurables attended by Dr. 
Butler was reduced to 24 and then to 21. These were continued until March 
1925, when he ceased prescribing for them. Of the 40 cases remaining in his 
care after the closing of the clinic, 4 have died, 2 or 3 found other physicians to 
care for them temporarily, a few moved away, and the others have been forced to 
patronize peddlers. 

The organized charities, he states, recognize the evil effects of the closing of 
the clinic and the city police department and the sheriff report that they are having 
endless trouble with users and peddlers. Petty crimes are increasing and the 
peddlers are creating new cases. 

The following communications supplied Dr. Butler from professional groups 
are of interest in connection with the operation of the Shreveport narcotic clinic: 
“To the Shreveport Medical Society: 

“This committee appointed to investigate and report on the Shreveport Narcotic 
Clinie begs to report as follows: 

“We had an interview with Dr. Butler at his office on September 29, and wish 
to express our unqualified approval of the work being done by Dr. Butler and his 
associates. We were most favorably impressed by the conduct of the clinic 
including the details of complete records of all addicts coming under care, classi- 
fication of addicts, and treatment according to classification, the elimination of 
nonresidents of Louisiana, and the careful treatment of curable cases under re- 
straint, the procuring of employment for addicts who are able to work while 
attending at the dispensary and for cured patients who wish to remain in Shreve- 
port after recovery, are all features of this work that strongly recommend the 
conduct of this institution. 

“It is significant that Dr. Butler’s judicious and tactful conduct of the clinic 
has secured for him the unqualified support and cooperation of the Federal, 
State, parish and city authorities, and the State and city boards of health. 

“In brief we wish to express our unqualified support and approval of the 
Shreveport Narcotic Clinic and its systematic and effective administration by 
Dr. Butler. 


W. H. BILLinGuatey, M. D., 
J. J. Frater, M. D., 
J. G. Pou, M. D., 
Committee.” 
This report was presented to the Shreveport Medical Society at the regular 
meeting October 5, 1920, and was unanimously adopted. 


SHREVEPoRT, La., March 15, 1921. 

At a regular staff meeting of the T. E. Schumpert Memorial Sanitarium held 
at the sanitarium Tuesday night, March 15, the following resolution was unani- 
mously adopted : 

“Resolved, That, in the judgment of the staff of the T. E. Schumpert Memorial, 
for the best interest of humanity and the community, it is advisable that Dr. 
Willis P. Butler continue the so-called narcotic dispensary and institution as 
now conducted in the city of Shreveport.” 
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The following doctors were present at this staff meeting : 


J. C. Willis T. D. Boaz 

B. C. Garrett R. F. Harrell 
J. R. Knighton M. 8S. Picard 
J.J. Frater M. R. Purnell 
J. M. Bodenheimer I. B. Hougon 
J. G. Pou Thos. Ragan 
F. G. Ellis Dr. Harwell 
S. C. Barrow Dr. Yerger 


W. S. Keriin, Secretary-Treasurer. 


Marcu 23, 1921. 
Dr. WILLIS P. BUTLER, 


Shreveport, La. 


Dear Doctor: The following resolution was adopted by the staff of North 
Louisiana Sanatorium, at its regular monthly meeting last night, March 22, 1921. 

“Resolved, That, in the judgment of the staff of the North Louisiana Sana- 
torium, that, for the best interests of humanity and the community, it is advisable 
that Dr. Willis P. Butler continue the so-called narcotic dispensary and institu- 
tion as now conducted in the city of Shreveport, La.” 

The following doctors were present : 
Dr. D. H. Alverson Dr. G. C. Rigby 
Dr. 8. C. Barrow Dr. J. BE. Slicer 
Dr. J. M. Gorton Dr. V. Simmons 
Dr. A. G. Heath Dr. J. F. Tanner 
Dr. R. F. Harrel Dr. Wm. P. Yerger 
Dr. L. H. Pirkle Dr. Thos. F. Ragan 
Dr. M. R. Purnell Dr. C. B. Hicks 
Dr. R. A. Pain Dr. Hearn 

Yours truly, 


J. M. Gorton, M. D. 


Exursit No. 9 


SHOULD WE LEGALIZE NARCOTICS? 
By Herbert Berger, M. D., and Andrew A. Eggston, M. D. 


(In this article, two medical authorities offer a startling proposal to curb nar- 
cotic addiction in the United States. Their plan, now under study by a committee 
of medical experts, is explained here in detail. If, as the authors claim, the pro- 
gram is feasible, it might reduce nationwide crime to a fraction of its present 
proportions.—The Editors.) 


It might as well be faced. Drug addiction in the United States will not be 
stopped as long as the addict is treated as a criminal and sold down the river 
to the narcotics racketeer. 

It is typical of the chaotic situation in this country that experts are in wild 
disagreement as to how many addicts there actually are. 

In 1954, Federal Commissioner of Narcotics Harry J. Anslinger estimated that, 
with an increase of over 10,000 addicts since 1948, there were now about 60,000 
in the United States. But in 1951, the New York Mayor’s Committee on Narcotics 
gave a top figure of 90,000 addicts in the New York area alone. Others have 
placed the total for the country at 1 million. 

Attempts to stamp out addiction by outlawing it have failed. But this does not 
mean that there is no solution or that large-scale addiction is inevitable. We 
believe that under a new system of controls—which we have submitted for study 
by the AMA—the number of addicts could be reduced to a handful within a gen- 
eration. This new system calls for the establishment of narcotics clinics where 
drugs would be administered to addicts under medical supervision and with 
proper safeguards. 

Our plan strikes at the heart of the problem—the fact that for more than 30 
years, addiction in this country has been a contagion spread almost exclusively 
by dope peddlers who use every dirty trick in the book to expand their market 
by recruiting—or “hooking”—new customers. 
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Cited in the book, Narcotics, USA, is this example of how a typical gang of 
peddlers operates : 

“One mob of 6 men and 2 women, the ‘King and Queen’ mob, was ar- 
rested * * * in New York's West Harlem. The makeup of this mob illustrates 
the pyramiding nature of drug addiction. 

“Rocco D’Agostino, 19, was described by the police as the tough guy who spe- 
cialized in ‘softening up’ teeners, persuading them to become addicts. Another, 
Augustine Castilo, also 19, shamed kids into using dope by calling those who re- 
fuse ‘sissies’ or ‘chicken.’ A third member, Marcellino Morales, played a Don 
Juan role, infatuating young girls and: then enticing them into drug use.” 

Once started on drugs, addicts frequently turn to peddling to support their 
habit and the contamination spreads as addicts make new addicts. 

We stress the contagious nature of addiction because, as we have said, it 
suggests the only practical answer to the problem. By making drugs legally 
available to addicts, either free or at a few cents a dose, the peddlers would be 
knocked out of business and the deadly chain of contagion would be broken. 

Despite all the untold millions poured into the enforcement of narcotics laws 
and the hospital treatment of addicts, there is little doubt that drug addiction has 
increased in the past few years. Tragically, its most recent victims have been 
teen-agers. 

The efforts of police to dry up the illicit flow of drugs are reminiscent of prohi- 
bition. As in that “noble experiment,” the chief beneficiary has been the criminal. 
Racketeers have built a black market in drugs with sales running as high as $3 
billion a year. 

Attempts to reduce addiction through cures have been equally futile. The main 
treatment centers are the Federal hospitals at Lexington, Kentucky, and Fort 
Worth, Tex. Here, addicts are taken off drugs in a week or 2 and then held for 
an average of 4% months in the hope—usually vain—that the habit will be 
permanently broken. 

A typical example of this is a 23-year-old boy who, leaving Lexington after 
voluntary treatment, made contact with a peddler in the Pittsburgh railroad 
station where he changed trains for New York. He was back on heroin before 
he reached home. 

With a conservatively estimated relapse rate of 95 percent, the average cost 
of a single cure comes to over $4,000. 

The plain truth is that the American people are paying a gigantic annual bill 
for law enforcement that is ineffective, treatment that produces few cures, and 
for countless crimes committed by addicts to obtain drug money. 

One objection to the legalized distribution of drugs to addicts is that it would 
stimulate crime. Actually, the opposite is true. 

Most addiction today is caused by morphine and heroin, the latter being the 
chief stock in trade of the peddlers. The important fact about these opium deriva- 
tives is that, unlike liquor and certain other drugs, they are strictly depressants. 
Morphine, after all, is given medically to kill pain and induce sleep. 

Afater a shot of heroin, the addict frequently experiences a sharp, sexual thrill. 
Then, far from being ready for criminal or any other action, he rapidly falls 
into a drowsy, contented state. His painful anxieties and frustrations melt away. 
His fantasies take over as he listens to the radio or stares dreamily out a window. 
Often he simply falls asleep. 

The point is that the addict does not usually commit crimes under the influence 
of drugs, but in order to obtain them. 

The more an addict takes, the more he has to take since his body steadily builds 
up tolerance to drugs. A physician ordinarily prescribes an eighth-grain of 
morphine to relieve pain. Addicts may take as much as 2 grains every 2 hours— 
a dose that would kill an ordinary person. 

As the required dosage climbs, so does its cost, sometimes reaching $100 a day. 
The addict becomes obsessed with the money aspect of his plight. He describes 
himself as having a $25 or a $50 habit. 

Since the typical addict has no hope of earning the fantastic sums he needs, 
he turns to crimes such as shoplifting, picking pockets, pilfering from trucks, 
policy-slip running or drug peddling. Violent crimes, including murder, are rare. 
Women, among them teen-age girls, commonly earn this drug money by prosti- 
tution. 

The irony of all this is that the $50 in illicit drugs for which the addict commits 
crimes is actually worth, at legal prices, no more than 30 cents. 

Obviously, the clinic plan would not work unless it would have a strong appeal 
to the addict. We believe it would, not only on economic grounds, but also as 
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a way out of his nightmarish world. It would offer an answer to the questions 
constantly haunting the addict: “Will I be able to get a shot when I need it— 
will it make me sick—will it kill me?’ 

The fact is that the addict, an emotionally disturbed person, pays a stiff price 
for his artificial peace of mind. Soon after he starts his habit, chemical changes 
take place in his body. Now, if he goes without drugs for a day—sometimes only 
for hours—he is wracked by the dreaded withdrawal symptoms of cold sweating 
and shakes; vomiting, diarrhea and violent muscular cramps. 

Caught in a double trap of physical and psychological dependence, the addict 
is menaced by ever more ominous dangers. The capsule or paper folder of heroin 
bought from a peddler is of unknown strength. It has been cut, often as much as 
95 percent, with milk sugar, quinine or almost any whitish powder, and the addict 
lives in dread of killing himself with an overdose. 

Worse still if, as often happens, he has been arrested and told the police where 
he buys his drugs, he is in terror of gang retaliation in the form of a “hot shot” 
in which cyanide has been substituted for heroin. 

The legalized distribution of drugs to addicts would undo the mistakes made 
during the hundred years it has taken the narcotics situation to reach its present 
alarming state. 

In 1914, responding to public pressure, Congress passed the Harrison Act. Its 
aim was to regulate the traffic in narcotics by various means, including the licens- 
ing of physicians to prescribe these drugs. The Harrison Act did not mention 
addiction and it expressly permitted physicians to give narcotic drugs for “legiti- 
mate professional uses.” 

In 1919 and 1920, the United States Supreme Court ruled that a physician in 
private practice could no longer prescribe narcotics except for such medical pur- 
posse as the relief of pain. Providing an addict “with narcotics sufficient to keep 
him comfortable” became a violation of the law. At one blow, addicts were cut 
off from all legal sources of supply, and the racketeers who had sprung up under 
Probition soon found an even more lush market in narcotics. 

Cut drugs yielded a far higher rate of profit than bootleg liquor and were 
easier to handle. A pound of heroin picked up in Manchuria for $5, smuggled 
into the country and cut by local mobs could be retailed to addicts for as much 
as $40,000. 

The plan we propose would at last free the addict from the clutches of the 
mobsters. The clinics would probably be set up under the direction of the United 
States Public Health Service and staffed by a competent team of physicians, 
psychiatrists and psychologists. 

Here addicts would be given a hypodermic injection, by a physician, of the 
minimum daily dose of morphine needed to keep him free of unpleasant symptoms. 
These daily shots would be provided free, or at a nominal cost of a few cents. 
No drugs could be taken from the clinic and careful dosage records would be kept. 

The addict would be registered and provided with a tamper-proof identification 
card bearing his photograph, fingerprints, and the name of the clinic where he 
was being treated. In this way he would be prevented from going from one clinic 
to another. 

Psychiatrists and others would try to induce addicts to undertake cures, and 
the community’s religious, social, vocational guidance and job-placement services 
would be made available to help in their rehabilitation, if that seemed a possibility. 

Those who object to our plan point out that the narcotics clinics operated briefly 
in 1919 and in the early 1920’s were failures. But these early clinics—and it is 
interesting to note that 1,500 addicts registered the first day they opened in New 
York—were little more than drug dispensing centers. Knowledge of addiction 
was still primitive and there were, with a few exceptions, almost none of the 
safeguards we propose. Even so, they were closed down before they were given 
a fair trial. 

Another objection raised is that nonaddicts would be drawn to the clinics by 
the bait of free or cheap drugs. A new drug, Nalline, by neutralizing morphine, 
brings withdrawal symptoms in the addict within minutes. Since it has no effect 
on the person not on morphine, suspected nonaddicts could be easily weeded out 
by this simple test. 

Still another flaw, it has been claimed, is that many addicts need several shots 
aday. True, but this problem can also be easily solved. Pharmaceutical chemists 
assure us that a depot form of morphine could be developed which would release 
the drug slowly in the body, for a period of 24 hours or longer if necessary. 

Critics assert that it would be immoral for the Government to support what 
they call the vice of addiction. But this is not a question simply of vice or im- 
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morality. Our basic assumption is that the addict is a physically and emotionally 
sick person who should be treated as such. 

Actually, we are less concerned with the victims of addiction than with the 
rest of society, which now has little protection against the narcotics racketeers 
and the addicts’ thievery. 

We think the plan would work. It seems to us reasonable to believe that most 
addicts would welcome a source of clean, safe drugs. ‘Their constant fear of 
iliness and of sudden death that could result from an overdose or a “hot shot,” 
would be relieved. 

And—of obvious benefit to society—they would abandon their frantic, inter- 
minable crime and their hooking of new addicts to get money. 

As we see it, the clinics would bring these important gains: a reduction, by 
attrition, in the present number of addicts and in the recruiting of new addicts. 
A sharp fall in addict crimes. A drop in narcotics smuggling and peddling. 
Accurate information about the number of addicts and who they are. And new 
medical and psychiatric information of use in the eventual devlopment of a cure 
for addiction. 

The clinic plan is not intended as an alternative to law enforcement, or narcotics 
hospitals, or much-needed research into the cause and cure of addiction. It would 
be an addition rather than a substitution. Quite simply, it would leave regulation 
of the drug traffic to law enforcement agencies and place the control of addiction 
where it properly belongs, in the hands of the medical profession. 

Our proposal deserves serious consideration by the medical profession, the 
Federal Government, and the public. It offers the only sane approach to correct- 
ing the situation pungently described in these words by the noted authority on 
criminal law, Rufus G. King: 

“All the billions our society has spent enforcing criminal measures against the 
addict have had the sole practical result of protecting the peddler’s market, 
artificially inflating his prices and keeping his profits fantastically high. No 
other nation hounds its addicts as we do and no other nation faces anything 
remotely resembling our problem.” 


EXPERTS COMMENT ON THE BERGER-EGGSTON PLAN 


The proposal to legalize narcotics is an excellent one. It could do much to 
remedy the present situation in which the law is not providing adequate medical 
service for the sick people it is prosecuting. The registering of addicts would 
return to the medical profession its need and right to study addiction with all 
the scientific tools at its disposal. 

Only when the addict population can come out of hiding to receive medical 
study and medical treatment can America hope to come to grips with this tre- 
mendous sociomedical problem.—M. N. Nyswander, M. D., Member, American 
Board of Psychiatry and Neurology. Former psychiatrist at Lexington Federal 
Hospital for Narcotics Addicts. 

Outpatient clinics for Government sale of narcotics under Government super- 
vision with a program for control, treatment, and rehabilitation directed by a 
team consisting of medical doctors, sociologists, psychologists, and psychiatrists 
would be a great step forward in neutralizing the influence and affluence of 
professional dope peddlers. This could in my opinion, diminish by at least 50 
percent the number of drug addicts in this country.—Judge Abraham L. Maro- 
vitz, Superior Court of Illinois, Cook County. 

Narcotic drug addiction in America reflects the existence of criminal and un- 
scrupulous characters who wish to enslave the narcotic addict for personal gain. 
The clinic population at the Medical Counseling Clinic of Provident Hospital 
shows that the treatment of addicts is mostly a medical problem. The narcotic 
clinic for the followup of addicts discharged from jails or hospitals to protect 
them from exploitation of the underworld is very urgent and very important.— 
Walter A. Adams, M. D., Director, Medical Counseling Clinic, Provident Hos- 
pital and Training School, Chicago. 

There is a great need for the clinic program for the treatment of those ad- 
dicted to narcotics. The basic reason for the failure of similar clinics in the 
past was due to the emphasis on the physical factors and the lack of emphasis 
on the emotional. If and when such a clinic is opened, the orientation should 
be a multi-disciplinary one, executed by a team of trained professionals.— 
Samuel R. Kesselman, M. D., Neuropsychiatrist, Chairman, Committee on Cor- 
rection, New Jersey Neuropsychiatric Association. 
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You have perhaps emphasized the free shot aspects and minimized the therapy 
and rehabilitation too much. Administering narcotics for the comfort of in- 
curable addicts and to facilitate rehabilitation efforts for those who may be 
saved is only one phase of-the clinic program.—Rufus King, Chairman, Com- 
mittee on Narcotics and Alcohol, American Bar Association. 


EXxuusit No. 10 


[Reprinted from Harper’s magazine, November 1952) 
MAKE Dope LEGAL 


Alden Stevens 


(The human cost of the narcotics traffic and the danger to American youth have 
inspired Alden Stevens to seek a new approach on the basis of the experience 
of the past. He has discussed his proposal with governmental and medical 
experts. ) 


Everyone wants the illegal drug racket broken and crime by addicts stopped. 
Everyone wants teen-age addiction conquered and adult addiction reduced to a 
minimum. The fastest and surest way to accomplish these ends is to make dope 
legal. 

This doesn’t mean that drug peddlers should be licensed by the State and 
made respectable nor that morphine should be sold freely in drugstores. It 
does not mean that international controls should be abandoned. It is not sug- 
gested that the Federal narcotics hospitals should be closed. Illegal drug traf- 
fickers should still be prosecuted to the limit. 

The plan proposed here is a modern development of an approach tried 30 
years ago. This crude early effort showed great promises even though severely 
hampered by shortage of funds and shortage of time before it was cut down by 
ignorance and prejudice. Modern educators, welfare experts, physicians, and 
others have suggested safeguards and procedures which, added to the experi- 
ence gained during this brief experiment, encourage the belief—shared by 
churchmen, citizens of the highest standing in the community, and incidentally 
addicts and ex-addicts—that this extensively revised plan offers an excellent 
prospect for public victory over narcotic addiction. 

It is only fair to say that many experts disagree. Their reasons will be 
taken up later in this article. Careful analysis of the objections leaves this 
writer more convinced than ever that the new approach is a sound one. 

Few people know that narcotics clinics were conducted during 1919 and 1920 in 
no less than 15 States. With a few possible exceptions all were closed by the 
Federal Government for reasons which seemed to many doctors and citizens at 
the time illogical and inadequate. Yet this action, exposed here for the first 
time in a magazine of general circulation, has made possible in large part the 
horrible business of dope pushing, teen-age addiction, and the crimes related to 
them. 

The writer has talked with many addicts in recent weeks. He has talked with 
doctors about the problem, doctors both frightened and realistic. He has talked 
to enforcement officials of the Federal Bureau of Narcotics, social workers, 
churchmen, and citizens. And he is convinced that the problem is not being 
solved. It is, as New York State Attorney General Nathaniel Goldstein says, if 
anything, worsening. 

Before outlining this suggested approach to the problem it should be emphasized 
that narcotic addicts are not “fiends.” They are human beings, every pathetic, 
afflicted, unhappy one of them. Referring to them as “hoodlums” and “zoot-suit 
hellions” does not expel them from the human race. Furthermore, it has no 
effect upon their addiction, and it only makes their problems worse. Actually, 
many addicts are housewives. Others are businessmen, artists, musicians, 
doctors, nurses, politicians, lawyers, and clerks. Many others are hardly more 
than children, young people who should be cared for and treated with sympathy 
and understanding, who in all humanity should be rescued in a civilized manner 
instead of being driven into the underworld. These usually underprivileged ado- 
lescents, some through their own arrogant foolishness, far more through the 
ignorance, deception, and cowardice of others, are victims of something beyond 
human power to control, something certainly far beyond the power of a young 
person against whom the world conspires and whom the world is urged to despise. 
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Doctors agree that the full facts about addiction are not known, that there 
are many questions which remain unanswered, that there are many problems 
not yet solved. There are, however, some basic facts which have been established. 

Tne habit-forming drugs which are most important and which sive the most 
trouble at the present time are heroin and morphine. Neither of these drugs 
incites anyone to crime. Both are depressants, not excitants. They tend to 
make users sluggish and dopey, weak, and subject to dreams. In rare cases 
when a person under their influence gets hallucinations he may become irrational 
and violent. But such cases are rare. People become much more violent from 
drinking too much alcohol than from taking morphine or heroin. 

It is not the drug itself which drives the addict to crime. It is the need for 
the drug. The criminal path is almost inevitable because an addict must spend 
from $15 to $75 every day for his drug. Usually less alert than nonaddicts, 
less able to concentrate, less able to work (although many do hold down jobs), 
with less energy and less initiative, they can rarely earn what their addiction 
costs in addition to the regular costs of living. How many teen-agers living in 
city slums can honestly earn a hundred dollars a week? Answer, none. 

Yet, robbed of willpower by the drug itself, his personality usually ravaged 
far beyond his own dulled realization, the addict will do anything to get his dose. 
He is completely unable to stand the excruciating withdrawal symptoms which 
occasionally (though rarely) end in death. These begin with heavy sweating 
and running eyes and nose, progress through an intolerable restlessness, high 
blood pressure, and gooseflesh, and culminate in fever, vomiting, diarrhea, and 
extremely severe cramps in the back, abdomen, and legs. 

Is it any wonder that the problem of getting the next dose may occupy the 
addict’s every thinking moment? The relentless urgency, coupled with fear of 
arrest, makes him tense and nervous. As tolerance to the drug builds up, an 
addict usually needs slightly increasing doses. Never being absolutely certain 
that he can get more drugs in time to avoid withdrawal symptoms, in constant 
fear of being picked up by police, never being quite sure whether his supply 
contains 10 percent, 3 percent, or 1 percent, he finds his need building up with 
a terrifying rapidity brought about by these very fears and doubts. Overdoses, 
sometimes caused by the fear that he will not be able to get another shot and 
sometimes by the fact that he doesn’t know how much his supply has been cut, 
are common—and sometimes fatal. 

The actual cash value of a day’s supply of morphine for an average addict is 
about 30 cents. Except in very rare circumstances it can’t be obtained for that 
because it must be bought in the illegal market from ruthless brigands. 

And just as long as 2 pounds of heroin can be bought for $10 and when 
cut can be sold for $80,000, it will be cut and sold. Half a million enforcement 
agents (the Federal Bureau of Narcotics now has about 200) could not prevent 
this so long as addicts must have it no matter what crime must be committed to 
get the price. 

Many States have, in the past few years, tightened laws against sellers, pro- 
viding stiffer sentences and heavier fines. What effect has this policy had? It 
has driven the price of drugs sharply upward. It has thus made necessary more 
crime and more desperate crime by addicts who have no other way of getting 
money for the supply: they need. 

New York State has recently passed a law providing compulsory hospitalization 
of all minor addicts. The Federal Bureau of Narcotics wants to go further and 
forcibly hospitalize all addicts. What will be the effect of such a policy? Why, 
to drive the addict further underground and to make him cleverer than ever at 
hiding his drug and his addiction. 

According to the New York City Mayor’s Committee on Narcotics there were, 
in the summer of 1951, somewhere between 45,000 and 90,000 drug users in New 
York City alone. These figures are estimates, of course. The Federal Bureau 
of Narcotics says, and all experts agree, that there are no reliable figures on the 
total number of addicts. How can there be when every addict has, as one of his 
main problems, the need to conceal his addiction from the world? (Many gain 
incredible skill at this deception with years of practice.) How can there be 
figures when it is possible (as it is possible) for a person to become an addict in 
3 weeks? How can a count be made on which to base any statement? 

The mayor’s committee does, however, give some figures which are reliable— 
and revealing. In 1946, 281 persons in New York City were sentenced for viola- 
tion of narcotics laws. In 1950, 1,081 were so sentenced, and in the first 9 months 
of 1951, 1,179 were so sentenced—more than 5 times as many per month during 
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1951 as during 1948. The Federal Narcotics Bureau confirms this trend nation- 
wide by reporting 6,149 arrests in fiscal 1950—which was 1,048 more than in fiscal 
1949. 

Let’s take a look at the success we've had in curing addiction, and at what it 
costs. 

The chief treatment centers are the two Federal hospitals, one at Fort Worth, 
Tex., with about 400 beds, and the older, better known one at Lexington, Ky. 
There is space at Lexington for about 1,500 patients. About 4,000 are admitted 
each year for x minimum treatment time of 444 months. In 1946, 8 percent of 
these patients were under 21. In 1951, 18 percent were under 21; 1 was 13 years 
old. It costs the Public Health Service $3 million per year to run these two 
hospitals. Dr. John D. Reichard of Lexington says that of their patients, 13.5 
percent abstain after their “cure.” He also says 39.9 percent relapse in 9 months 
to 3 years. The remainder are either dead or not known. This, a recent official 
report, indicates that at best not more than one-quarter of the people who go to 
Lexington are permanently cured. And many knowledgeable people scoff at these 
figures as being ridiculously high. One man who has been treated at Lexington 
and who has studied addiction for years says, “It’s closer to 3 percent cures.” 

Yet nearly everyone, doctors, social workers, enforcement officers, and addicts 
themselves, say cure without confinement is impossible. Or, at least, it’s hardly 
ever been done. 

Exact figures are not to be had, but each cure at Lexington (if we divide the 
cost of operation by the number of real cures) costs at least $4,000. A part of 
this expense is paid by some of the voluntary patients, and since no one actually 
knows how many cures are made, this figure is little more than a guess. To this 
cost of treatment should be added that of enforcement. The Narcotics Bureau 
will spend $214 million this year, its largest budget in history. Many States have 
their own narcotics squads; so do many cities. Clearly all these add up to astro- 
nomical even though unobtainable figures. 

And still Americans, many of them normal people and far too many of them 
children who don’t know what they are doing, are having their lives destroyed by 
drugs. The cost to these people in New York City alone is more than $100 million 
per year. 

u 


It seems clear that our present efforts to eliminate or even control the drug 
traffic are not working. It’s time to try something else. What should a rational 
narcotics program accomplish? 

First, it should reduce the number of addicts sharply. 

Second, it should prevent the making of new addicts, especially among our 
youth. 

Third, it should eliminate crime caused by the need for drugs. 

Fourth, it should take the fantastic profit out of the narcotics traffic. 

Fifth, it should discover who the addicts are and how many there are. 

Sixth, it should determine more facts about addiction, medically and psycho- 
logically. The ignorance of addicts about their affliction is abysmal and tragic, 
and doctors themselves admit they know far too little. 

There is a way to win every one of these objectives. Useful citizens can at the 
same time be made out of addicts who happen to be incurable, as even the Federal 
Bureau of Narcotics, which hounds and reviles them, admits a great many prob- 
ably are. There seems to be no doubt that many people must live as addicts until 
they die, and they rarely die of drugs. People have lived, 20, 30, even 40 or more 
years as addicts. 

What is this method and what reason is there to believe it will work? 

For the answers to these questions we must go back to 1919 and the early 1920's, 
when many narcotics clinics were operating in the United States. Usually under 
control of State, city, or county health officials, these were run by physicians of 
excellent standing, with the blessing and active cooperation of medical societies, 
many of which were affiliated with the American Medical Association. In them 
addiction was recognized as a medical and public-health problem. Persons who 
came in and could establish the fact of addiction were given advice and informa- 
tion, and drugs were dispensed to them. Moral, social, and welfare aspects of the 
problems, however, surprising as it now seems, were generally ignored. In spite 
of this fact doctors in charge reported that their work reduced crime, made use- 
ful citizens, blasted the illegal drug traffic, and in some cases established cures. 
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These clinics existed, at one time or another, in 15 or more States. New York 
City had such a clinic from July 17, 1919, until March 6, 1920, and 16 other cities 
in New York State had them. Among the most successful were those at Los 
Angeles; Portland, Oreg., and Shreveport, La. Many States, such as Tennessee, 
had modified clinic systems providing for medical care of addicts and the dispens- 
ing of drugs to them. 

What happened to these clinics? Why is there not a single such institution in 
the United States today? If they were so successful, why did they close? 

The answer is simple—and shocking. 

The basic Federal narcotics law is the Harrison Act of December 17, 1914. 
This is a revenue act, not a prohibitory law. It neither forbade doctors licensed 
under it to prescribe drugs nor did it limit the amount they prescribed. It re- 
quired only that they keep a record of how much they prescribed to which patients, 
with dates. 

In 1921 a four-page advisory leaflet, inspired by a report of a committee of 
the American Medical Association, was issued by the Prohibition Bureau, then 
in charge of narcotics law enforcement. This leaflet stated that addicts should 
be confined during treatment for addiction. The four members of this commit- 
tee were physicians of excellent reputation and there is no doublt they sincerely 
believed in their recommendations, but other members of the AMA of equal 
experience and reputation, who were actually running narcotics clinics, just as 
sincerely believed they had found the answer to the drug problem. 

Yet on the basis of this leaflet, which had no legal status and for which none 
was claimed, the clinics were closed. Patients were driven to despair and crime. 
Many became dope peddlers to protect their own supply, and in order to sell 
enough dope to earn the cost of their own they made addicts out of the easiest 
marks—young, ignorant, frustrated kids. This single bureaucratic step, un- 
authorized by Congress, destroyed all honest attempts, other than forced hos- 
pitalization, to treat addiction as a medical problem instead of a crime. Many 


observers have remarked that on this single, almost forgotten, leaflet the present 
narcotics trade, the narcotics crime picture which we see today, in fact much of 
the narcotics evil is based. In European countries today, where doctors can treat 


addicts as sick people, the appalling picture of crime and teen-age addiction does 
not exist. It did not exist in cities with clinics in this country as it does now, 
before the release of this leaflet. 

This damaging misinterpretation of the Harrison Act has not gone unobserved. 
Doctors, welfare workers, and even the Supreme Court of the United States 
have noted it. The entire matter was succinctly and completely aired in Con- 
gress on June 15, 1938, by Congressman John M. Coffee, of Washington. Mr. 
Coffee wanted to transfer the entire narcotics enforcement problem from the 
Bureau of Narcotics to the United States Public Health Service. He spoke of 
$2,735 million a year cost of addiction as a “needless burden imposed on the 
people, not by conditions inherent in the problem of drug addiction, and not by 
the operation of the law, but by the mistaken interpretation of law made by the 
Federal Narcotics Bureau.” Continuing, he pointed out that “in examining the 
Harrison Special Tax Act we are confronted with the anomaly that a law de- 
signed (as its name implies) to place a tax on certain drugs, and raise revenue 
thereby, resulted in * * * developing a smuggling industry not before in exist- 
ence. Through operation of the law as interpreted there has developed the racket 
of dope peddling ; in a word, the whole gigantic structure of the illicit drug racket, 
with direct annual turnover of upward of a billion dollars.” [Italics ours.] 

Mr. Coffee went on to summarize the findings of the United States Supreme 
Court in the Linder case of 1925 and the Nigro case of 1928, both of which clearly 
established that the Harrison Act was a pure revenue act, and the AAA case 
of 1936 which established that Federal law has no control over the practice of a 
profession. Said Coffee: “The Narcotics Bureau ignores these decisions and as- 
sumes authority to prevent physicians from even the attempt to cure narcotic 
addicts unless the patients are under forced confinement.” Coffee went on to 
recommend putting addicts in the care of physicians who would prescribe what 
medicine they might need, presumably including narcotics. Confidently predict- 
ing the end of the narcotics traffic if this were done, Coffee asked why the Har- 
rison Act should not function as originally intended and as the Supreme Court 
said it should. In reply to this question he said “the opposition comes from a 
small coterie of persons in authority who are in a position to benefit from the 
status quo.” He particularly desired “to question the Commissioner of Nar- 
coties and to observe how he may endeavor to justify the activities that cost the 
American people not far from $3 million per year.” 
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III 


Actually Congress would have to pass no law to reopen these clinics, other than 
an appropriation measure. All that would be necessary would be a reversal in 
policy by the Federal Bureau of Narcotics. Unfortunately it is far too late to 
return to this simple clinic system. It is too late to legalize prescription by 
doctors which, although it works in Europe, never functioned well here. (In 
1919 the Treasury Department estimated that 30 doctors in New York City 
wrote 1,500,000 legal prescriptions for drugs each year. Their “patients” were 
addicts, and no control was exercised over the drugs they bought freely on pre- 
scription. Abuses such as overdoses and resale of supplies were very common.) 

The problem must now be handled in a different way in order to meet today’s 
much more difficult conditions. 

The Federal Government, probably through the United States Public Health 
Service, which runs the hospitals at Lexington and Forth Worth, should be 
enabled to open clinics in places where the problem is acute and to permit desig- 
nated physicians to take over similar functions in smaller places. The purpose 
of these clinics would be to cure or alleviate addiction, to wipe out the illegal 
narcotic traffic, and to eliminate crime by addicts in need of drugs. There would 
also be secondary functions which will be discussed later. 

Any person, regardless of age, should be able to come into one of these Fed- 
eral clinics and register as an addict by filling out a form. He would be required 
to state that it was his desire to be cured of addiction and would plege cooper- 
ation with the physicians. Naturally, because of the nature of his affliction, this 
pledge would in no way relax the extreme care and close supervision which is 
always necessary. In other words, the physicians in charge would not.agree to 
believe everything they were told. 

The addict would then get a thorough physical examination to determine 
whether he was truly an addict and to what degree. Great care would be neces- 
sary to prevent the deliberate picking up of the habit or reversion to it by former 
addicts, and this scrupulous medical attention would be an essential part of 
clinic operation. Each registrant would be photographed and his fingerprints 
sent to the FBI to check the legitimacy of his identification and to prevent reg- 
istry at another clinic under another name. Each registrant would receive a 
tamperproof laminated card with his signature, address, photograph, and finger- 
prints on it. Corresponding records with space for recording each medication 
given, would be kept at the clinic office. 

The addict’s identification cleared, the physician in charge would proceed to 
determine how much of what drug he had been taking and what quantity of 
morphine might lead to a balanced dosage. (Heroin, not in the United States 
Pharmacopoeia, would probably not be dispensed; morphine is less harmful 
and can be substituted.) A balanced dosage is the smallest amount which will 
keep an addict reasonably free from the nightmarish withdrawal symptoms. Its 
establishment is far from easy and may take weeks, even months, of careful 
watching, recording, and analysis. But it is an important step on the long, 
hard road to recovery. 

At this point three important things will have been accomplished for the ad- 
dict himself. First, he will have gone on to the least harmful drug which will 
satisfy his need ; second, he will know how much he really needs; third, he will be 
released from the tension of worry over where the next dose is coming from. 
A gradual relaxation may be expected to follow which will make a balanced 
dosage and a reasonable attitude easier to establish. An actual cure would not 
be attempted until much later, in a few cases perhaps never. There would be no 
urgency to get an addict off drugs in a hurry, since this would defeat the whole 
purpose of the clinic by driving him back to the illegal market. 

Dosages would be carefully measured and recorded, not cut, as is universally 
done in the illegal traffic. Instruments would be sterile, not contaminated. Ad- 
vice would be freely given, questions honestly answered. 

The dosage established, would always be dispensed at the clinic. Neither 
prescriptions nor a supply—not even enough to last one day—would be put in 
the hands of the addict to carry away. Whether by needle or mouth, all doses 
would be taken at the clinic. The price of each dose, regardless of size, would 
be nominal—probably 10 cents. This would cover the actual cost of the drug. 
Pauper addicts would be treated free. 

Each registered addict would be given a booklet on the first visit explaining 
the medical facts of his affliction. He would watch educational films and listen 
to lectures. He would have what psychiatric help could be made available. 
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His personal, home, employment, and other problems would be discussed with 
social workers and job specialists. Efforts would be made to find him a job. He 
would be referred to religious counse! of his choice. Whether contrite or not, he 
would be treated as a person with serious problems, as a medical and social case, 
not as a criminal. 

No registrant would ever formally be told he was incurable, even though the 
doctors thought so. Whether or uot ambulatory cures are actually possible no 
one has ever conclusively proved or disproved under properly controlled condi- 
tions. There are doctors who believe they are possible. Here again, we are 
dependent on information which would be scientifically gathered through the 
experience of the clinics. The hospitals would remain open in any case and 
would be more effective because the clinics would provide followup treatment, 
advice, and aid not now available to the discharged addict. Patients of both hos- 
pitals and clinics would, in fact, be required to report to the clinies for checkups 
at intervals for some time after their cure had been accomplished, if indeed it 
had been accomplished. 


IV 


What would be the effect of this modern, comprehensive clinic program? 
First, it would provide every addict who registered with complete information 
about addiction and what could be done for it. 

Second, it would place his photograph and fingerprints on file. The primary 
purpose would be to prevent duplicate registration in another clinic. But it 
would also be easier to catch up with addicts who, in spite of the removal of 
their needs for big money, got into trouble. 

Third, while criminal addicts could be caught more easily, this program would 
itself make crime quite unnecessary for most addicts as indicated above. In 
addition, it would make addicts very wary of criminal activities because not 
only would they be almost certainly caught, but once caught they would be sub- 
ject to the ordeal addicts most fear—immediate, total withdrawal of their drug 
supply. It might even, in some cases, lead to speedy reform of minor criminal 
tendencies. 

Fourth, many experts believe that the program would virtually wipe out the 
illegal drug traffic by removing the profit from it. (Only addicts afraid to 
register would have to pay the high illegal prices.) If no stigma and no publicity 
were attached to registry few would avoid it. And the capture of unregistered 
criminal addicts would become far easier. 

Fifth, the program would give youths the true facts of addiction and make 
them more amenable to cures, which are much easier for young people than for 
old and much easier for new addicts than for those of long standing. Thus it 
would reduce both the number of addicts and the degree of their addiction. 

Sixth, and this is most important, it would tend to save teen-agers from addic- 
tion. At present teen-agers get their first few doses free. Once “hooked” they 
must pay, and through the nose. However, from the peddler’s point of view, 
what would be the use of giving away expensive drugs to get another customer 
if, the minute addiction was established, he was lost to the Federal clinic? And 
the peddler who sold drugs only to get his own supply, as many do, would imme- 
diately remove himself from the market. It would no longer be necessary to 
make sales by infecting young people who knew no better. He could get his own 
supply at the clinic, and help and advice with it. 

Seventh, it would provide medical information which we now sadly lack. 

Certainly the proposed Federal clinics would not solve all drug problems. Hos- 
pitals would still be needed, and narcotics police to prosecute the illegal traffic, 
and international agreements and cooperation. But without such clinics all our 
present efforts are useless; with them as an integral part of the plan, there is 
promise of a solution. 

What are the objections to such a plan? Many people feel that nothing should 
be done for addicts, that they are worthless, vicious, and dangerous, and that the 
only real answer is to wipe them off the face of the earth. In 1936 the Chinese 
Government of Chiang Kai-shek was calmly shooting as many as a hundred of 
them at a time for no crime other than smoking opium—which actually kept 
them out of trouble by putting them into a sound sleep. Our occidental culture 
would recoil from such inhuman methods even if they were effective. In China 
they were not effective. The reason is quite simple. You cannot kill all addicts 
because you cannot find all addicts, and the ones you don’t find will infect others 
to protect their own supply. You can kill people of whom you are blindly afraid 
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for no good reason, but when you have finished you will be no better off. You 
Will simply have a fresh crop. 

Other people raise their hands in horror at the suggestion that the Federal 
Government dispense drugs to addicts. Well, addicts will get their drug anyway. 
Why not give it to them under controlled, safe conditions instead of driving them 
into the criminal jungle? Why shouldn’t the Government dispense drugs if by so 
doing it can better the condition of the addicts, sharply reduce crime, blast the 
illegal narcotics racket, and, most important of all, save its youth from a living 
death? 

“Addicts won’t register,” say other critics. Maybe a few of them won’t. But on 
the first day the New York City clinic opened in 1919, no less than 1,500 did 
register, and others trooped in on following days. And 15 States didn’t support 
health programs that had no patients. Obviously they had patients—addicts did 
register and there is no reason to think they won't again. 

Several addicts objected to the idea of getting dope only at the clinic. “Some 
people need a shot every 3 or 4 hours,” they said. 

But unfortunately the experience of the twenties indicates that this is the only 
way doses can be given without cheating by addicts. It’s more trouble and more 
costly but it’s the only way to prevent fraud and safeguard the program. How- 
ever, there are various ways of increasing the intervals between doses when 
physicians are in charge and it is quite unlikely that this would be a serious prob- 
lem except in a few cases which ought to be hospitalized anyway. These clinics 
would be run less for the comfort and convenience of addicts than for the good of 
the Nation. 

“It would cost too much.” Yes, it would be expensive. But if you add the 
cost of enforcement, cures, and crime to the amount of money thrown to the 
jackals who sell the drug today, even the cost of running clinics as they should 
be run does not look so large. Nothing more than a guess is possible, but probably 
the clinics would cost less than one-third as much as the Nation spends on 
addiction today. 

“Some addicts will cheat.” Yes, some will. What of it? Under present con- 
ditions they all cheat. And cheating can be cut to a minimum by watchfulness 
on tne part of clinic personnel. 

“Ex-addicts will revert if they know they can get the stuff free.”’ The answer 
to this objection is slightly more complicated but very important. The determi- 
nation of actual addiction is medically far from simple. It is, however, possible, 
and would become increasingly certain as clinical experience built up. It is 
quite unlikely that more than a very small percentage of ex-addicts would be 
able to deceive the clinic physicians. And suppose a few do revert? It’s still a 
vast improvement. As things are now, nearly all revert. 

The recognition of addiction as a complex sociomedical problem offers the only 
hope of getting rid of it. Clinics would reduce sharply the making of new addicts, 
would cut the illegal drug traffic and crime caused by it, and would save our 
youth. By the grace of God addicts, like other people, eventually die. If no new 
addicts are made, addiction would disappear with them. And in the meantime 
Federal clinics would make them useful citizens until that, for them, happy time. 


Exursit No. 11 


Srupres oN Narcotics USE AMONG JUVENILES * 
Research Center for Human Relations, New York University 


When in 1952 our group at NYU and others started investigating juvenile drug 
use at the request of USPHS, we were exploring a virtually unknown territory. 
Available information was for the most part unsystematic or unreliable or both. 
This condition largely determined the design of our studies: It was necessary to 
obtain, first, a bird’s-eye view of each of the many aspects of drug use among 


1The studies reported on here, except for that of Drs. Donald L. Gerard and Conan 
Kornetsky, have been supported by the U. S. Public Health Service under a series of 
special grants. The Gerard and Kornetsky study was done while both of the authors were 
in the USPHS. Our own studies were conducted by Eva Rosenfeld, Daniel M. Wilner 
(until July 1954), Robert S. Lee, and Donald L. Gerard (since September 1954), under 
the general direction of Isidor Chein. 

The present paper was read by Isidor Chein at a meeting of the Committee on Drug 
Addiction and Narcotics < the National Academy of Sciences and the National Researeh 
Council, September 30, 195 
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juveniles, before pursuing detailed investigations of any one. At present we 
have completed the collection of data in a number of studies. In these studies 
we have attempted to analyze (a) the characteristics of neighborhoods in Man 
hattan, Brooklyn, and the Bronx in which heroin use by male adolescents has 
the widest prevalence, (b) the relationship between the rates of drug use in 
various neighborhoods and the rates of other delinquent activity, (¢) the home 

life and other behavioral and attitudinal characteristics of 100 heroin users and 
100 nonusers, (d) the role that the delinquent street gang plays in heroin activ 
ity, and (e) the prevailing information and attitudes toward drugs and drug 
use among about 1,000 young boys, aged about 13 or 14, who live in 5 neighbor 
hoods differing in known incidence of heroin use. In the last-mentioned study, 
in addition to items about drug information and attitudes, we also inquired 
about certain general attitudes and value systems held by these boys, and ce) 

tain specific attitudes toward police, parents, ete., which we hope will help to 
establish some of the psychological context within which these boys hold their 
beliefs about and their attitudes toward narcotics. 

The first four of these studies are essentially complete and the fifth is now in 
its final stages. During most of this period we had the benefit of close contact 
with the psychiatric and clinical psychological study of juvenile drug users and 
a control group which was conducted by Donald Gerard and Conan Kornetsky. 
We have also collected the data and are now in the midst of a more intensive 
analysis of family relations in a group of users and controls; we are also con 
ducting a 6-month followup study of 30 boys released from Riverside Hospital : 
and, since all of the preceding involves only boys, we are planning to collect 
comparable information about a series of female cases. 

Our first study sought to determine some of the characteristics of neighbor 
hoods with high drug incidence. The first step was to collect the names and 
addresses of boys between the ages of 16 and 21 who had in the 4-year period 
from 1949 through 1952 come to the attention of some official agency in the city 
in connection with narcotics. Our primary sources of cases were the courts and 
municipal hospitals in the three Boroughs of Manhattan, Brooklyn, and the 
Bronx. Drug incidence in the two remaining boroughs of New York City was 
negligible during that period. From the courts we obtained not only the names 
of boys who had appeared on a drug charge, but also of others who had been 
apprehended on other criminal charges and, upon medical examination, proved 
to be drug users. We pruned the list, eliminating duplicate references to young 
men whose names came up more than once. We thus arrived at a list of 1,844 
boys who were involved with the use, possession, and/or sale of drugs. There 
were, on the average, more than 500 new cases a year from 1950 onward. We 
distributed the addresses by the census tract divisions (areas of from 4 to 6 
square city blocks) of the 1950 census, and calculated census tract rates of drug 
use. The 1950 census also gave much information about each census tract, such 
as median income, educational level, and so on. We were then in a position 
to describe the relative characteristics of the neighborhoods in which youthful 
drug use flourished and those in which drug incidence was low. 

Briefly, our findings from this study were these: In each of the boroughs, drug 
use among adolescent males is mainly concentrated in a small number of census 
tracts (three-quarters of the cases in 15 percent of the tracts). These tracts 
constitute the most underprivileged, crowded, and dilapidated areas in the city. 
The next step involved an analysis of the relationship between neighborhood 
characteristics and drug rate within the area of high incidence of narcotics use. 
This analysis supported the first findings; that is, even when we looked only 
within the epidemic areas in each of the three boroughs, drug use was highest 
where income and education were lowest and where there was the 
breakdown of normal family living arrangements. 

The second study consisted of an analysis of court charges other than nar- 
coties violations lodged against boys in the same age group as in the first study. 
We also covered the same time period, but for practical reasons limited this 
study to the Borough of Manhattan. 

Our data show that all the neighborhoods where drug use has spread in 
“epidemic” proportions are located in very high delinquency areas. However. 
there are areas of equally high deliquency rates where drug use has not spread 
to any comparable degree. Those areas which are high in both drug use and 
other forms of delinquency are economically and socially the most deprived 
areas in the city. Those areas that are high in delinquency but low in drug use 
are substantially less deprived. 
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There was a general rise in total delinquency from 1949 to 1952. This 
boroughwide rise in delinquency can, however, be accounted for entirely by an 
increase in lesser violations—misdemeanors and summary offenses. There was 
no year-to-year change in the number of felonies. The sharp increase in lesser 
violations along with no change in the number of more serious ones held true 
in both the high drug-use neighborhoods and those with less drug activity. The 
only difference we found between the high and low drug-use areas was that 
the percentage of delinquencies probably motivated by profit was substantially 
greater in areas of high drug use than elsewhere in the borough—in other 
words, that, where drug use was epidemic, the pattern of juvenile crime tended 
to shift to activities that can yield ready cash. This trend was especially 
strong in 1951 and 1952, the period when drug use had reached peak levels in 
these neighborhoods. 

As one would expect, only some adolescents in even the areas of highest inci- 
dence took to drugs; by far the highest proportion of known users in any census 
tract was 10 percent of the adolescents. 

Our third study explored further into family characteristics and personal 
experiences which might distinguish users from nonusers who lived in rela- 
tively high-use areas. We interviewed 200 boys at great length. We had 1 
group of 59 who were otherwise delinquent before they became users, 1 group 
of 50 delinquents who had not become users, 1 group of 41 users who were not 
delinquents before they took to drugs, and a fourth group of boys who were 
neither delinquent nor users. 

One of the questions that concerned us was whether environmental deprivation 
is as characteristic among drug users as it has been proven to be among delin- 
quents. In our study of the four groups (delinquent versus nondelinquent, and 
users versus nonusers) we secured such rough indexes of economic deprivation 
as the family being dependent on outside financial help, low occupational status 
of the chief breadwinner and poor housing facilities. We also obtained such 
rough indexes of deficient family atmosphere as poor family cohesion, pyscho- 
social pathology in the family and many traumatic experiences. 

A comparison of delinquents and nondelinquents showed, as one would by now 
expect, that the delinquents are significantly more deprived than nondelinquents 
on both types of indexes. This greater deprivation in the background of delin- 
quents obtains when we compare drug users who were not previously delinquent 
with those who were; and the greater deprivation of delinquents also holds when 
we consider only nonusers. These differences, moreover, are still found when 
we consider the Negroes, the Spanish-speaking group, and the remaining whites 
separately. 

However, when we compare users and nonusers, we find no differences between 
them in the white and Spanish-speaking groups. Though the delinquents as a 
group were the most deprived, there was no difference in this respect between 
those of them who were users and those who were not. Similarly, for the white 
and Spanish-speaking nondelinquents, there was no evident difference in depriva- 
tion between the users and nonusers. But we do find differences among Negroes 
that are related to drug use: Negroe users (both deliquent and nondelinquent) 
come from economically more deprived homes than comparable Negro nonusers. 

Thus, we may conclude that (within the relatively narrow range of variation 
found in areas of drug use) gross differences in environmental deprivation with- 
in the home do not appear to play a significant role in the etiology of drug use 
among white and Spanish-speaking youths over and beyond their role as a factor in 
delinquency. Environmental factors that do play a special role in drug use 
would have to be along lines other than those that are associated with delin- 
quency. Among the Negroes, the pattern is not too clear, but factors related to 
economic deprivation may be playing a special role in the etiology of drug use. 
This is in line with a finding I have already reported from the first two studies— 
namely, that the neighborhoods which are high in both delinquency and drug 
rates are more deprived than areas which are equally high in delinquency, but 
low in drug rate. The neighborhoods which are high in both tend to be Negro 
neighborhoods. In general, these findings are in line with the feeling I have 
developed that the incidence of drug use among Negroes is more susceptible to 
environmental variations than among other groups. 

From the 100 heroin users in our sample we learned a great deal about the 
heroin involvement and practice among adolescents in New York. Almost all 
had smoked marihuana prior to trying heroin—a sequence almost universal until 
a few years ago. (There is some more recent evidence that some beginners may 
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now start with heroin without the intervening step.) Only 10 percent actively 
sought the first opportunity. The typical introduction to heroin was either in 
a group setting or at the initiative of a youthful friend. Contrary to popular 
belief, in almost all cases, the novice does not get his first shot from an adult 
pusher. The vast majority were regularly on heroin within a year, at a median 
age of 16. The age of 16 appears to be the most vulnerable age for those prone 
to drugs. If offered heroin at this age, they are more likely to try, they are more 
likely to have a positive reaction, and they subsequently make less efforts to 
break the habit. Once regularly on the drug, 85 percent took at least 1 dose 
daily, a majority taking it twice a day or more. Almost all “mainlined,” that 
is, took the drug intravenously. The habit is expensive, the median outlay 
being about $35 a week and ranging to more than $70 a week. 

There appears to be a difference between those boys who had been delinquent 
prior to using heroin and those who had not, and there are substantial numbers 
of both types. Those who had been deliquent tend to be social users more often, 
take the drug in order to belong, to “be down,” and for the pleasure of it. Drug 
use seems to be, so to say, just another way of being delinquent. This conclusion 
is also supported by the fact that we experienced great difficulty in locating de- 
linquents in the very high drug-use areas who were not also drug users—that 
is, where drug use is widespread, the delinquency pattern apparently comes to 
include it. By contrast those who were not delinquent before they became users 
come from somewhat higher economic levels, and appear to be more psychologi- 
cally disturbed. Drugs seem to play a supportive role for them—they do not take 
them for the kicks as much as for the sense of being better able to cope with 
their problems. I hasten to add that this distinction between the delinquent and 
nondelinquent user, which I am reasonably convinced embodies a basic core of 
truth, is nevertheless saved from being a gross oversimplification only by the 
semantic ambiguities inherent in the concept of delinquency. 

Many users expect little from life and society and they value refinement and 
an easy and comfortable life. At the same time they do not appear capable of 
exploiting the opportunities available to them in their environment. Their social 
values and attitudes fall into a syndrome which could be called the cat culture. 

Asked to check a true or false list of value statements, the majority of a sup- 
plementary sample of users for whom the prior relationship to delinquency was 
unfortunately not determined checked the following as true: 

Most policemen can be paid off. 

The police often pick on people for no good reason. 

You’re a fool if you believe what most people try to tell you. 

The thing to do is to live for today rather than to try to plan for tomorrow. 

The way things look for the future, most people would be better off if they 
were never born. 

Everybody is just out for himself. Nobody really cares about anybody 
else. 

They checked the following as not true: 

Most policemen treat people of all races the same. 
I am sure that most of my friends would stand by me no matter what 
kind of trouble I got into. 

And they checked that they would like very much—more than almost anything 
else in the world: 

To always be doing a lot of new and exciting things—never to be bored. 
To be able to get other people to do what you want. 
To be able to take things easy and not have to work hard. 

A majority of the controls gave the opposite responses to all 11 of these items. 

The presence of antisocial gangs and individuals in the neighborhood and the 
“eat” culture they have created constitutes a threat to those adolescent boys 
who want to avoid trouble with the police and make something of themselves. 
The control group protected themselves by using more discrimination in selecting 
friends, by dissociating themselves determinedly from those who were heading 
for trouble and by forming a subculture of “squares” which differed in activities, 
interests, and aspirations from the cat culture which surrounded them. The 
value system of the control boys is more rooted in reality and more oriented to 
the future. They manage to find opportunities for expanding their horizons, and 
they utilize more fully the limited resources at their disposal in both school 
and community. 

We expect to know more about the nature of the relationship between pro- or 
anti-drug attitudes and the general system of social values and attitudes, when 
our analysis of the fifth study is completed. 
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But before I go into the fifth study, let me tell you about the fourth. In this 
study, conducted in cooperation with the New York City Youth Board, we obtained 
information about the drug-use patterns of 18 antisocial street gangs in the city 
from reports of group workers who are in close contact with the gangs. From 
this study, we have learned that contrary to widespread beliefs, drug use is not 
by any means necessarily tied up with gang activities. In some of the clubs there 
is no drug use at all, in others less than half the membership take drugs, in only 
2 clubs were more than 65 percent of the members also users. 

The common belief that street gangs are the centers of organized drug selling 
activity is evidently another myth. In fact, there appears to be no organized 
selling activity in any of the clubs and, in a number of clubs, even with some users 
among them, there appears to be no selling activity whatsoever. 

Furthermore, the allegation that street gangs are a major source of recruit- 
ment into drug use has not been substantiated. We know that within the club 
there are not only no active efforts to recruit users, but there are often active ef- 
forts to discourage use. 

Finally, certain differences seem to be apparent in the life style of users and 
nonusers in the clubs: users are more likely to go along on gang-planned rob- 
beries and burglaries as well as lineups and other forms of sexual delinquency, but 
they are less likely to participate in club-sponsored social and sports activities 
or in gang fights. 

In a word, it appears that the street gang is like the neighborhood itself, an 
area in which juvenile drug use occurs. The gang in itself does not seem to be a 
special causative factor. If there is a special problem of drug use in the street 
gangs, it is mainly because street gangs are likely to bring together a high con- 
centration of otherwise socially maladjusted boys. 

The fifth study represents, apart from its intrinsic theoretical interest, a re- 
search bridge to an action program of prevention. Any such program must deal 
with youngsters who are approaching but who have not yet reached the age 
when drug use typically starts. Partly for this reason and partly for reasons 
that have to do with sampling problems, we focused in this study on eighth graders 
The municipal and parochial school systems of the city assisted us in administer- 
ing drug information and attitude questionnaires to about 1,000 boys—the entire 
eighth grade—in 3 selected neighborhoods of low socioeconomic status. One 
of these neighborhoods had the highest drug rate in the city; the second had a 
somewhat lower drug rate; and the third had very little drug activity at all until 
recently. In general, we find that boys from the neighborhood in which drug use 
is most widely prevalent hold the most tolerant attitudes toward drugs and drug 
users, but at the same time are least likely to possess correct information about 
drugs and their consequences. These are the same boys who, according to their 
own report, pick up most of their drug information from the street, about half 
of them knowing at least one heroin user personally. 

Two categories of boys were especially uninformed on almost all questions, even 
in comparison to the general low level of information held by all groups. These 
are the adjustment class boys in Harlem’ and the Puerto Rican boys on the lower 
East Side. There was not a single item among the 15 we asked, to which a major- 
ity knew the correct answer—not even the easiest item on the test, namely that 
it is against the law to give away drugs—only 40 percent in these 2 groups gave 
the correct answer to this. 

It is of interest to note that these two groups of boys have the most favorable 
attitudes toward drug use and heroin users. One-third of them agree with the 
statement “Heroin is not as bad for a person as some people say. They make too 
big a fuss about it.” Twenty percent indicate that they believe that users can 
get along better on their own than nonusers. The very groups of boys who reveal 
a gross lack of even rudimentary information about drugs, contain substantial 
numbers who profess favorable attitudes to drugs and to drug users. 

Our questionnaire allows us to look further into the boys’ value systems and 
attitudes about other topics. As one might expect in a group of problem young- 
sters in a high delinquency neighborhood, the adjustment class boys have very 
negative attitudes toward the police. A large majority of them, in contrast to our 
other groups, highly value the enjoyment of life by having lots of thrills and tak- 
ing chances. These boys think of themselves as lucky; most feel that nothing 
can stop them once they really make up their minds to do something and that you 
should live for today rather than try to plan for tomorrow. Yet, they are pessimis- 
tic and distrustful. Half believe that the way things look for the future, most 


1 These particular adjustment classes contain only Negro boys. 








ILLICIT NARCOTICS TRAFFIC 1753 


people would be better off if they were never born. Nearly as many agree with 
the thought that there is not much chance that people will really do anything to 
make this a better world to live in. 

All of these studies have concerned themselves with the social environment of 
the juvenile drug user. We have learned that the social pattern of using narcotics 
is highly concentrated in the most deprived areas of the city; that it is associated 
with the type of delinquency that produces ready cash; that the pattern of using 
drugs spreads within the peer group and apparently is meaningful in the context 
of the social reality in which the boys live; that the users (and nonusing delin- 
quents) live in a special defiant and escapist subculture side by side with the 
other subculture of “squares” who want to lift themselves out of their depriving 
environment. This last, and other findings pointed to a selective factor in the 
personality of the drug-prone youths. 

Psychiatric research into the personality of young addicts—and especially the 
study of addicts and controls by Donald Gerard and Conan Kornetsky—suggests 
that juvenile addicts are seriously disturbed emotionally, a large proportion 
suffering from overt or incipient schizophrenia. There appears to exist among 
the juvenile addicts a patterned disturbance or syndrome of characteristics 
which clinicians in various parts of the country continue to confirm: (1) dys- 
phoria, i. e., a characteristic mood verging on depression and involving feelings 
of futility and expectations of failure; (2) problems of sexual identification evi- 
denced by manifest sexual psychopathology and/or difficulties in assuming a 
masculine role; and (3) disturbances of interpersonal relations, characterized 
by inability to enter prolonged, close, or friendly relationships with either peers 
or adults. Furthermore, addicts typically have a low tolerance of anxiety and 
frustration, and are eager to use props and supports of any kind whenever avail- 
able. Opiates are particularly effective for addicts as anxiety reducing and 
tranquility producing agents. 

Our most recent study of the family background was designed to explore factors 
in family relationships that might be conducive to the development of such per- 
sonality characteristics. Two groups of families—30 families of users and 29 
of controls—were interviewed by social workers on details of family life and 
history. 

Preliminary analysis of the findings of this study support our expectations 
that addicts come from a home environment with features conducive to the 
development of the type of personality structure and attitudes found in these 
young people. 

In contrast with the controls, addicts have had many more family experiences 
likely to interfere with adequate ego functioning. Almost all the addicts, but 
less than half of the controls, came from homes with disturbed parental relations. 
In more than half the cases, there was overt discord between the parents, sepa- 
ration, or divorce. For most of the remaining families, our interviewers indi- 
cated that though relations were quiet, the parents lacked warmth or real interest 
in one another. 

A large majority (70 percent) of addicts were either pampered or denied grati- 
fication in childhood—only 10 percent of the control interviews showed evidence 
of this. Additional ego-damaging factors were the delay in socialization with 
other children frequently found in the background of the addicts and the un- 
realistic occupational goals that their parents had for them—both in the child- 
hood and adolescent periods. These goals were more usually unrealistically low, 
considering the intelligence of the boy and the family circumstances, but some- 
times they were unrealistically high. 

A very strong characteristic of the addict background is the many family 
experiences that would lead to weak or deviant superego functioning. The most 
outstanding factor is that parental standards for the boy were vague or incon- 
sistent in a majority of the addict cases. This was true of only 4 percent of the 
controls. 

During early childhood, almost 80 percent of the addicts experienced a tem- 
porary or permanent separation from a parent—only 17 percent of the controls 
went through such a period of separation. Parental attitudes toward the boy 
were very often cool or open hostile, especially on the part of the father or father- 
figure. Four out of five addicts had a weak relationship with a father-figure 
due to separation, paternal indifference, etc. This was often also true of the rela- 
tions between mother and son. These factors would either tend to interfere 
with the boy’s understanding of how he is expected to behave or would interfere 
with his ability and desire to identify with his parents and to accept the stand- 
ards they set for him. 
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Particularly frequent in the addicts as compared to the controls are a number 
of features: lack of a father-figure in many cases, the high frequency of a cool or 
hostile attitude by the father-figure when present, father-figure with an unstable 
work history, and extremely weak day-to-day relationships between the boy and 
his father. In most cases, the mother-figure was more important in the daily 
life of the boy—especially after early childhood. 

I have, of course, struck only the highlights of our various studies, but, even so, 
the very variety of data must be quite confusing at first listening. Perhaps it 
may be helpful if I were to tell you, in admittedly oversimplified form, how the 
picture adds up to me. 

Forms of behavior like delinquency and drug addiction—and, for that matter, 
any other form of behavior—do not take place in a vacuum. They are carried out 
in a physical and social context which plays an important role in determining their 
likelihood of occurrence and the specific forms that they take. 

Obviously, for example, no one would take narcotics if there were none avail- 
able to be taken. This is a basic fact even though it is extremely difficult to hold 
it in balanced perspective. For one thing, it dangles before us the tantalizing 
objective of eliminating narcotics addiction by making narcotics unavailable. 
This objective is so tantalizingly real that it makes it difficult to bear in mind 
various complicating factors. For instance: (1) the fact that reduced supply 
without a corresponding reduction in demand raises the market value of narcotics 
and, hence, places an additional premium on smuggling and also puts increased 
pressure on the addict so that he must increase his own criminal activities to be 
able to support his habit; and (2) the fact that law enforcement is effective in 
controlling behavior only to the extent that its sanctions are stronger, more cer- 
tain, and more immediate than the potential rewards of violating the law. But, 
more fundamentally, the basic fact is that a supply of narcotics is simply a nec- 
essary condition for taking them and not an impelling force. Hence, eliminating 
the necessary condition would not in itself eliminate the impelling forces and these 
would continue to have some kind of consequence even though they could no 
longer lead to drug addiction. If we were to go into this matter further, there- 
fore, we would have to face up to the question, if the channel to addiction were 
irrevocably closed, into what other channels would the unaltered impelling forces 
push the individual—and would these alternatives be preferable to addiction? 

Now, my purpose in making these remarks is not to evaluate the law-enforce- 
ment approach, but merely to illustrate that the environment does influence 
behavior and that even when some aspects of this role are obvious, they are not 
necessarily simple. I have, however, digressed from my main purpose which 
was to give my interpretation of the available information about the determi- 
nants of drug use. Let me return to this. 

There are segments of communities in which there is a relative breakdown 
of the web of interpersonal relationships which forms the fabric of human so- 
ciety at its best. The individual has no real roots in a permanent community. 
His position is such that he experiences himself as standing essentially alone 
against the rest of the world. The fellow human beings with whom he comes 
into contact are compelled by force of circumstances, if not by personal pre- 
dilection, to scrabble around, each for his own needs—and he does not have the 
security of knowing that, should he need their support, he can rely upon them 
for this. He shares in the common dreams of a good life, however he may 
interpret the latter, but the bleak circumstances of his situation give him no 
realistic expectations of ever being able to achieve it, and he is confronted by 
an endlessness of days. There does not appear to be any real point in working 
toward a brighter future, only in seizing upon the pleasures of the moment. 
The standards of behavior which are so highly valued by other segments of 
society have, at best, only negative significance for him—for living up to them 
ean only protect him from an additional burden of trouble rather than provide 
him with the missing satisfactions of living. Perhaps, there are also construc- 
tive possibilities open to a person in such an environment; but almost everyone 
that he meets is in a like situation to his own, and their communicated per- 
ceptions and the observable events of their lives only reinforce his view of 
human society and of his own future—that is, the constructive possibilities, if 
they exist, are not easy to see. 

This is the kind of environment which is the breeding ground of delinquency 
and crime, alcoholism, drug addiction when drugs are widely available, and 
a variety of other antisocial and socially maladaptive behaviors. Such an 
environment can, no doubt, come into being in a variety of ways. In New York 
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City, it is associated with the triad of neighborhood characteristics I have al- 
ready mentioned—widespread poverty, low level of education, and high propor- 
tion of broken families and other deviant family arrangements—and with a 
large number of other related characteristics that are brought out in our analy- 
sis of the neighborhood data. Also, we should not forget that where antisocial 
behavior becomes widespread, a new norm tends to emerge which is not only 
consistent with the prevailing atmosphere but which also makes such behavior 
acceptable and even desirable. 

The prevailing atmosphere of degenerated interpersonal relationships that 
characterize the neighborhood can be markedly counteracted by one’s experi- 
ences in a cohesive family group. Such experience can give one a sense of hu- 
man solidarity, a feeling of belonging, respect for the integrity and value of 
the individual human being, and the long-range motivation of things worth liv- 
ing for. But in the kind of environment that I have been describing, the family 
itself is especially vulnerable as is evidenced by the high proportion of abnormal 
family arrangements in the high use areas. 

Even in the best residential areas, poor family relationships in the early life 
experience of a person can go pretty far toward creating an atmosphere of de- 
generated interpersonal relationships such as that I have described as charac- 
teristic of our deteriorated neighborhoods—that is, a lack of security in one’s 
fellow human beings, a sense of every one being out for himself, a sense of fu- 
tility, of not really belonging, and so on. Now, place such a disrupted family 
in the midst of such a deteriorated neighborhood and the effect must be im- 
measurably enhanced. It is precisely from such disrupted families in such de- 
teriorated neighborhoods that the bulk of our delinquents and drug users come. 

Yet, after all, a person is still a being who is more or less capable of resisting 
the pressures of his environment, of responding differentially to its various 
aspects, and of helping to shape it to his own ends. I do not mean to imply 
that the enviroment played no role in making him what he is. The history of 
a person’s interactions with the enviroment that go into shaping his personality, 
however, involves not merely the order of environmental conditions that I have 
described, but also many more sublte and more or less idosyncratic events oc- 
curring in a particular order in time in an infinite series of epigenetic cycles. 
It is as a net product of such a history that an individual stands, at any given 
period of time, more or less against his immediate environment and also more 
or less vulnerable to it. 

Now, there are some individuals who, on the one hand, do not have strong 
internalized restraints and who, on the other hand, have various neurotic and 
other needs such as an accumulated fund of hostility against man and society, 
an urge to maintain a sense of personal integrity in the face of society at large, 
a desire to share in the social goods that seem to be denied them, a need to 
conform to the behavior standards of the deviant social circles in which they 
move, and so on—such individuals are inclined to act in what we regard as an 
antisocial manner. If these needs are strong enough, and the inner restraints 
weak enough, such people will become delinquents and criminals in the best of 
environments. Suppose, however, that the balance of needs and restraints is 
not essentially different than in the average member of our society. Place a 
person with such needs in an enviroment which is favorable and conducive to 
antisocial behavior—an environment such as I have described—and he too is 
likely to become a delinquent. The stronger the needs and the more conducive 
the environment to delinquency, the more certain does eventual delinquency 
and crime become. 

If drugs become available on a large scale—in the highest drug use area of 
the city, 45 percent of the eighth grade boys indicated they knew one or more 
heroin users personally, close to 40 percent claimed to have actually seen some- 
one taking heroin, and 10 percent said that they themselves have already had 
the opportunity to try it out—with such easy access to drugs, a new wide-open 
channel of delinquent activity becomes available. And many try it out; but 
not all of them become addicted. In fact, our study of juvenile gangs brought 
out the existence of regular weekend users who have not developed increased 
tolerance and need or withdrawal symptoms after several years of use. Addic- 
tion apparently depends not merely on continued use, but also on psychological, 
and perhaps physiological, predisposition. This is not to gainsay the possibility 
that there may be some limit of prolonged use beyond which everyone would 


become addicted—and, of course, the frequency and size of intake is undoubtedly 
a factor. 
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Many of the delinquents who experiment with heroin do, of course, become 
addicted. There are other addicts, however, who have not responded to the 
delinquency-producing vectors of their environment by becoming delinquent, 
but who nevertheless display personality patterns that are in close harmony 
with the social atmosphere of their neighborhoods. These are the unaggressive, 
withdrawn, dysphoric individuals who even at best would find it difficult to 
relate to other people. In an environment which fully justifies a pessimistic 
outlook and in which it is at best difficult to establish wholesome interpersonal 
relationships, they are totally lost souls. To them, narcotic drugs like heroin 
offer a quick and royal route to meeting the challenge of living. Heroin and 
its related subculture gives them a sense of well-being and of social acceptability 
and participation. If the price is a terrible one to pay—and, as our data indi- 
cate, it is one of which they are likely to be all too imperfectly aware—the 
pseudo-rewards, especially in the “honeymoon stage,” are far more glittering 
than anything else their environment offers them. Given heroin, these young 
people are doomed. 

This, then, is the interpretation of juvenile narcotics use that I offer you. I 
must remind you, however, that our studies were not simply academically moti- 
vated. If so much of our initial efforts were oriented toward elucidating and 
explaining the phenomena, it was at least in part because we had to understand 
the nature of the problem before we could hope to offer any worthwhile ideas 
that might contribute to doing something about it. 

During the past year, our thinking has moved in the direction of the problem 
of rehabilitation and prevention. We are now in the midst of a followup study 
of 30 boys released from Riverside Hospital and we hope to gain much practical 
insight into their problems and the role of the community in the posthospitaliza- 
tion period. 

As to prevention, we have come to the conclusion that it is not feasible to 
conceive of worthwhile community action programs with a narrowly defined 
goal of preventing drug use. We perceive drug use among juveniles as one 
symptom among many and we envisage a program aimed at helping personally 
damaged and environmentally deprived youths to grow up into healthy adults— 


and that means not users, not delinquents, not mental patients, not recluses. But 
this is a topic for another paper. 


EXxnisit No. 12 
{Reprinted from the Bulletin of the Vancouver Medical Association, vol. XXXI, No. 4] 
ARGUMENTS FOR AND AGAINST THE LEGAL SALE OF NARCOTICS 


(By G. H. Stevenson, M. D.) 


Drug addiction has been an increasing problem in British Columbia in recent 
years and a cause of concern to the general public, the merchants, the police, the 
courts, the Provincial government and the medical profession. In spite of very 
diligent efforts on the part of the police and the courts, the number of addicts in 
the Province appears to be on the increase, and there is obviously a large illegal 
traffic in narcotic drugs to supply their demand. It is estimated that there are 
5,000 addicts in Canada, nearly 2,000 of whom are located in British Columbia. 
Convictions in British Columbia under the Opium and Narcotic Drug Act 
amounted to 265 in 1953, and were 66 percent of all such convictions in the entire 
country. Ontario, with 314 times the population of British Columbia, had only 
99 convictions in 1953 (and only 70 in 1952). The reasons for the unduly large 
proportion of addiction in British Columbia are complicated and need not be gone 
into fully in this paper. However, it should be noted that more than 70 percent 
of British Columbia’s addicts began their addiction in this Province (almost all 
of them in Vancouver) and there now exists in Vancouver an increasing colony 
of addicts who have what appears to be a dependable black market supply of their 
drug addiction—heroin. Most of the men of this colony support themselves by 
illegal means—shoplifting, theft, breaking and entering, and by selling narcotics 
periodically, whereas the women, who constitute one-quarter to one-third of the 
total number, support themselves largely by prostitution and by assisting the men 
in criminal activities. There are some addicts who hold regular employment for 
varying lengths of time and most addicts have had periodic employment. How- 
ever, it is obvious that such a large group of relatively unemployed and delinquent 
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people must cost the citizens a large annual sum of money in stolen goods, police 
and court prosecutions and maintenance in prison. 

It might be mentioned at this point that some people believe there is a large 
body of nondelinquent addicts in the community, who are presumed to work 
steadily and to be otherwise well-adjusted persons. The writer has not been 
able to find heroin or morphine users in this category. There doubtless are a few 
such persons, chiefly in the medical and related professions, but anyone who has 
had professional relationships with such persons realizes their erratic undepend- 
ability and the hazard they are to their patients when under narcotic influence. 
There are also nondelinquent persons addicted to the barbiturates and pethidine 
{demerol), who secure their supplies on medicl prescription. These substances 
are highly addictive and physicians need to be aware of these dangerous features 
in prescribing them. As addictions they can be more damaging to the unfortunate 
user of them than the more common drugs of addiction—alcohol, morphine, heroin. 

The failure of the police to prevent a steady flow of illicit narcotic drugs to the 
addicts and the failure of prison sentences to cure them (most addicts return to 
narcotics soon after leaving prison), coupled with the steadily increasing num- 
bers of addicts in British Columbia, have led the public to seek some other solution 
to what has so far been an insoluble problem. The methods proposed by the 
committee of addiction of the Vancouver Community Chest and Council (1), in 
their report of July 1952, supported in December 1952, by a brief to the Federal 
Government were mainly (1) amendments to the Opium and Narcotic Drug Act 
to make a distinction between traffickers and users, (2) the setting up of treat- 
ment and rehabilitation facilities for addicts who want to be cured, and (3) the 
establishment of “narcotic clinics” where registered addicts might legally receive 
narcotic drugs in minimum required dosages. 

At this point it might be stated that the Federal Government has increased the 
penalties for illegal trafficking in narcotic drugs (2). A request has also been 
made recently to the British Columbia government by the Vancouver Community 
Chest for the authorization of payment to hospitals for withdrawal treatment of 
addicts and for the setting up of rehabilitation facilities. No action, however, 
has been taken by the Federal Government to permit the establishment of “nar- 
cotic clinics” where addicts might obtain drugs legally. What are the arguments 
for the establishment of such “clinics”? 

The chest’s committee report states some of them: 

“3. The Federal Government should be urged to modify the Opium and Nar- 
eotic Drug Act to permit the Provinces to establish narcotic clinics where regis- 
tered narcotic users could receive their minimum required dosages of drug. 

“The establishment of this register of narcotic addicts would maintain a con- 
stant checkup on the number of addicts by any community. It would also protect 
the life of the addict and support him as a useful member of society. The 
assistance would hasten his rehabilitation, or at least reduce the amount of his 
addiction since many of the stresses of the addict’s life would be reduced. 

“This action would within a reasonable time eliminate the illegal drug trade. 
The decision to modify the Opium and Narcotic Drug Act in this way would be 
most violently opposed by those who profit from drug trafficking, and one should 
expect opposition and interference from such criminals. Nevertheless, no addict 
will willingly strive for $20 to $50 per day through criminal activities, if un- 
adulterated drugs could be obtained for a few cents at a Government-operated 
clinic. The operation of such clinics would not entail any reduction in the vigil- 
ance of law-enforcement agencies.” 

Addicts themselves enlarge on or add to these arguments as follows: 

1. If drugs were legally available, the cost of drugs would be nominal and the 
addict could easily support a modest habit from his wages. 

2. He would not be in constant conflict with the police nor would he be sent 
to gaol. 

3. Absence of police arrests and gaol sentences would enable him to work 
steadily, advance in his work and maintain himself and his family in respect- 
ability. 

4. Employers are reluctant to employ anyone with a record of gaol sentences, 
especially addicts, a situation which legal sale would obviate. 

5. If he could buy his drugs legally, he would not have to pay the exorbitant 
prices demanded on the black market (the only market now available) and 
which, to pay, he has to secure money illegally, as the average habit of 4 or 5 
capsules a day costs him at present at least $15 a day and up to double that 
amount. 
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6. Lengthy gaol sentences interrupt work and family life and force the addict 
into a continuous life of crime. 

7. The addict states that he is less of a danger with heroin in him than he or 
other people are with alcohol in their circulation. He contends that with heroin 
he only wants to be quiet and relaxed, whereas the alcohol user is apt to be 
aggressive, quarrelsome, and dangerous. 

8. If drugs were legal they would lose their glamor and adolescents would not 
be attracted to them as they are now. Some addicts claim, too, that having 
learned to like narcotics, they resent the legal prohibition and are all the more 
determined to get them, in much the same way as in the days of alcohol prohibi- 
tion, when many people thought it smart to outwit the police, patronize the boot- 
leggers and generally show their defiance of the alcohol prohibition law. 

These arguments sound attractive. Nearly every addict quotes them and be- 
lieves in them. Many people believe that legal sale is the answer to them. Books 
and articles favoring legal sale have been published (3, 4). The chest’s recom- 
mendations were supported by quite a number of groups, as well as certain 
newspapers, Some newspapers, some members of Parliament and of the Provincial 
legislature. Support of the plan of legal sale rests on the apparent reasonable- 
ness of these arguments, the increasing number of addicts in British Columbia, 
the increase in crime which is attributed to addicts, and the failure of the police 
to prevent a large black market in Vancouver. A part of the support may be due 
to the belief that narcotics may not be as harmful as is commonly believed. There 
are those, too, who, holding such a belief, consider it only fair and right that a 
person who prefers morphine or heroin to alcohol has as much right to them 
legally as he has to alcohol legally. 

It should, of course, be stated that this recommendation of the chest’s commit- 
tee was not a de novo recommendation. Legal sale in various forms has been 
known and practiced in various countries for many years, even centuries. 

The best known example of extensive legal use of narcotics (in this case, opium) 
is China (5-10), where over 200 years’ opium smoking was openly indulged 
in. True, from time to time, Imperial edicts were issued forbidding the smoking 
of opium, but these were never seriously enforced, and by the treaty of 1858 be- 
tween China and England, opium was legally imported into China for smoking, 
and continued to be legally used until well into the 20th century. 

It might be mentioned at this point that the actual deleterious effects of nar- 
eotic drugs, on the individual user as well as on society generally, are also a 
matter of controversy. That the Chinese Government should repeatedly try to 
stop opium smoking by its nationals implies that the Government must have come 
to the conclusion that opium smoking was a bad thing. They believed it exerted 
a deteriorating influence on the users and that it conduced to national poverty 
and social degradation. Suffice it to say here that the habitual use of narcotics 
has unfavorable effects on both the individual and society, but that these effects 
have been largely overstated by the opponents of the use of narcotics. Compared 
with a very commonly used narcotic, alcohol, the deleterious effects of the opium 
derivatives may be qualitatively and quantitatively less than those of alcohol. 
In their habit forming propensities, however, and in the narrow margin of safety 
between social use and addiction, the opium group is more hazardous than alcohol, 
but in all other respects, alcohol may be the more dangerous of the two. 

This uncertainty concerning the actual deleterious effects of the opium group 
is responsible for the two extreme points of view held in Canada at the present 
time. The Opium and Narcotic Drug Act has been framed with the concept that 
narcotics are highly dangerous, that society has to be protected against them, and 
that persons who illegally secure narcotics, even minute amounts, must be pun- 
ished severely, a minimum compulsory gaol sentence of 6 months being manda- 
tory, with maximum sentences up to 7 years for illegal possession of drugs, and 
up to 14 years for trafficking. 

On the other hand, people who favor legal sale of narcotics have presumably 
come to the opinion that narcotics use per se is not too serious a matter, to either 
the individual or society, and that people who prefer heroin to alcohol should 
have the legal right to the drug of their preference, under properly and legally 
supervised conditions. In this connection, it might be noted that many careful 
observers in China were of the opinion that opium for the oriental was much the 
same as alcohol to the occidental, that either could be abused, but that the ma- 


jority of both races used their favorite drug in moderation without unfavorable 
consequences. 
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Reverting to previous experiences with legal sale of narcotics, it might be noted 
that the United States had no national law prohibiting narcotics until early in 
the present century (the Harrison Act was passed in 1914(11)), and the use of 
drugs was completely legal (except for local ordinances) all during the 19th cen- 
tury. Whatever drug addicts there were in the eastern United States during 
much of that time had become so largely through medical treatment of physical 
disorders, whereas on the west coast, drug addiction was largely confined to 
Chinese, who had been admitted to the country as a labor corps, and who had 
brought their opium smoking tendencies with them. They were permitted to im- 
port all the opium they wanted to use, with only a customs tax on it. Opium 
smoking spread in the 1860’s and 1870's to the west coast underworld, and drug 
addiction as an acquired habit was quickly adopted by them (12). The reasons 
for the very severe legal penalties adopted in the early part of the present cen- 
tury are not clear, but fear and horror of drug addiction appear to have been 
partially responsible, as well as the belief that the use of narcotics not only 
branded the user as a worthless and vicious person, but also was responsible for 
eausing much crime. 

The remarkable difference of opinion in the United States as to the actual dele- 
terious effects of narcotics was shown by the setting up of narcotic clinics in many 
cities of the United States about the year 1919 (13). Much the same reasoning 
was given then, as now, that legal sale of narcotics to registered users would re- 
duce crime, would enable the user to get his favorite drug at reasonable cost and 
would allow him to work regularly, and that illegal sale of drugs would be abol- 
ished. These clinics functioned until about 1923 and were finally all abolished, 
the results having been unsatisfactory. It is only fair to state that there were 
some people who felt the experiment had not been tried long enough and that 
the results were not invariably unfavorable. In those “clinics,” too, the addict 
was given a supply of drugs to take with him, to be self-administered when de- 
sired, a situation which led to abuses, and might not be a part of the thinking for 
the “narcotic clinics’ as envisaged by the Vancouver Chest’s committee. 

The chief defects of these earlier narcotic “clinics” might be listed as follows: 

1. “Clinics” brought criminals and drug addicts from areas where no “clinics” 
were available, increasing the number of idle, delinquent and prostitute classes 
in the cities where there were “clinics.” 

2. No attempt was made to cure addicts. The “clinics” were merely dis- 
pensaries for issuing drugs. Because of the peculiar need for increasing the dose 
of opium products to get a pleasurable effect, addicts were constantly demanding 
larger and larger amounts. There could be no “basic minimum dosage” which 
would satisfy the addict. 

3. The illegal drug traffic continued to fluorish. Addicts who wanted more 
drug than the “clinic would allow, patronized the illegal trafficker. 

4. As the addict group were not generally employed, crime continued to supply 
addicts with additional money for their added drug supply. 

5. Prostitution fluorished openly in the areas where “clinics” were located as 
most women addicts, then as now, were prostitutes and supported themselves in 
this way. 

6. Addicts would register their nonaddicted wives and friends as addicts in 
order to get the supplies which would be issued to them. 

7. Addicts would move from “clinic” to “clinic,” or from town to town, where 
“clinics” were located, hoping to increase their drug allotments. 

It will be noted that the word “clinic” is used in quotation marks in these 
comments. This word ought to have some medical or treatment connotation, but 
as used in the “clinic” experiment in the United States it had no such meaning. 
True, these so-called clinics were operated under medical supervision but no 
attempt was made to treat the addict for his addiction. They were, in fact, 
nothing more than legal outlets for the sale of narcotics to addicts. It is likewise 
difficult to see how the “clinics” advocated for Canada could be anything dif- 
ferent. One might as well call a beer parlor or a liquor store by the name of 
“alcohol clinic.” 

Another nation which is commonly quoted as proof of the workability of legal 
sale is Great Britain. Addicts frequently ask “Why can’t we have the same sys- 
tem they have in England?” The implication is that addicts can get their drug 
requirements in England legally (and without cost through the national health 


scheme) and that they can be employed regularly and avoid the hazard of arrest 
and imprisonment. 


What is the English system? 
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In the first place it needs to be remembered that Britain has never had a drug 
addiction problem of comparable size with that of Canada or the United States, 
reporting to the U. N. Commission on Narcotics only about 300 recognized addicts 
in a population of 45 million. It has never had a large influx of opium-using Chi- 
nese, as have Canada and the United States. Britain has an underworld, but 
narcotics have never become common among its members, and are virtually un- 
known in the prison population of Britain, as contrasted with the prison popula- 
tion of Canada, where 15 percent or more of prisoners in British Columbia are 
or have been drug addicts. British authorities have never allowed narcotics to 
get a foothold on the people, other than those who became medically addicted 
by physicians as a part of their treatment for physical diseases. For example, in 
19th century England opium was freely administered for tuberculosis and not a 
few people became chronic drug users as a result. Also in the 19th century, a 
few literary people became self-addicted, usually claiming physical reasons for 
starting, and De Quincey’s Confessions of an English Opium Eater (14) is a good 
study of a member of this group. The point to be emphasized is that there is no 
real parallel between the drug addiction problem as between Britain and Canada, 
a there need be no similarity in the methods of handling their respective 
problems. 

But it is important to understand the English system for the additional reason 
that some advocates of legal sale of narcotics do not favor the “narcotic clinic” 
idea but favor legal sale through physicians. One of the most earnest advocates 
of legal sale in British Columbia invariably emphasizes and recommends what 
he calls the British medical-treatment method. He would have addicts get their 
required supplies through physicians who would be authorized to supply pre- 
scriptions for them. That is, of course a serious debasing of the concept of 
“medical treatment,” as it is the duty of physicians to treat patients in the hope 
of ameliorating or curing the pathological condition. To ask physicians to be dis- 
pensers of narcotic drugs is to ask them to take on the function of the beverage 
room or liquor store. That this plan has earnest advocates is due not only to 
their belief in its efficacy and to their belief in the noninjurious effects of the usual 
opium group, but also because these persons realize that the “narcotic clinics” 
plan advocated by the chest’s committee on addiction would present tremendous 
difficulties of operation. Where would such “clinics” be located? Would every 
town be required to have one? Would they be open 24 hours a day? Who would 
pay for their upkeep? Would they be in every province? If a person lacked funds 
to pay for his drug would he be given it without charge? Would the addict have 
to be given the drug in the “clinic” itself, or would he be allowed to take drugs to 
his home for self-administration? Even if Parliament approved such a plan, it 
would probably be the responsibility of each province to implement it or to 
decline to implement it, and what would happen if British Columbia alone im- 
plemented it and set up “clinics” in the larger centers? Would drug addicts come 
to British Columbia from all other provinces not having such “clinics”? If an 
addict wanted cocaine, could he get it from the “clinics”? If an addict moved from 
Vancouver to a small town in the interior how would he get his drugs in this new 
location? Would the proposed register of addicts be closed when all current ad- 
dicts were registered, or would it be opened periodically to include new addicts 
who had become illegally addicted in the interval? Moreover, if legal sale were 
approved for Canada, would this mean that ex-addicts, having completed their 
sentences in gaols and penitentiaries, would be permitted to resume their addic- 
tion legally through “narcotic clinics” or by physicians’ prescriptions? Why 
should ex-addicts be encouraged to resume their addiction? 

The alternate proposal of making the medical profession the official dispensers 
of drugs would do away with all these problems just enumerated because physi- 
cians are located in all parts of all the provinces. In other words, drug outlets 
would be already established in the physicians’ offices, if physicians were author- 
ized or required to supply narcotics to addicts. Is it conceivable that the medical 
profession would consent to become a legal outlet for narcotics to addicts, merely 
to perpetuate their addiction? The only proper relationship of the physician to 
the addict is that of helping the addict to overcome his addiction. Physicians are 
entitled to treat addicts, but treatment can rarely be expected to be successful 
by the ambulatory method or by office practice. Hospital facilities with security 
provisions, skilled nursing, constant medical supervision and treatment are all 
essential, followed by an adequate rehabilitation program. 

To return to the English system, it should be stated at once that England does 
not encourage or even permit, the administration of narcotics to addicts for the 
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purpose of addiction only. There must be sound medical reasons for a physician 
to administer narcotics to a patient, or to issue a prescription for them. If pre- 
scriptions are issued, they are treated the same as any other prescription and are 
filled by the druggist without direct charge to the patient under the provisions of 
the national health scheme. 

Nevertheless, it is true that under certain circumstances drug addicts can re- 
ceive regular supplies of narcotics on medical prescription. No register is kept 
(as is recommended by the chest’s committee), but each physician treating an ad- 
dict must report the addict by name to the Home Office, and the physician is 
obligated to do his best to cure the addict of his addiction. If narcotics are to be 
administered over a considerable time, the physician is expected to have a second 
physician consult with him on this matter. If he learns that the addict patient 
is getting additional narcotics from another physician as well, he is expected 
to discontinue treatment and report the circumstances to the Home Office. These 
regulations are related to the Dangerous Drugs Act (15), under which act 
narcotics are controlled. Under this act a Memorandum as to Duties of Doctors 
and Dentists (16) has been prepared which instructs such persons on their respon- 
sibilities in prescribing narcotics to addicts. The following quotations are from 
this memorandum : 

“The continued supply of drugs to a patient, either directly or by prescription, 
solely for the gratification of addiction, is not regarded as a ‘medical need’ ”’ 
(p. 4). 

“A doctor who obtains, attempts to obtain, or who administers or supplies them 
(i. e., narcotics) otherwise than for the purposes of bona fide medical treatment 
commits an offence against this act. The abuse of this authorization in order to 
obtain drugs for the gratification of addiction is an example” (p. 8, sec. 28). 

“Morphine or heroin may properly be administered to addicts in the following 
circumstances, namely : 

(a) Where patients are under treatment by the gradual withdrawal meth- 
od with a view to a cure. 

(b) Where it has been demonstrated, after prolonged attempt at cure, 
that the use of the drug cannot be safely discontinued entirely on account 
of the severity of the withdrawal symptoms produced. 

(c) where it has been similarly demonstrated that the patient, while 
capable of leading a useful and relatively normal life when a certain mini- 
mum dose is regularly administered becomes incapable of this when the 
drug is entirely discontinued (p. 10, sec. 51). 

“Precautions in the treatment of addicts by the gradual withdrawal method. 
‘In these cases the primary object is the cure of the addiction if practicable. The 
best hope of cure * * * in a suitable institution or nursing home * * * (or) the 
the practitioner * * * attempt to cure his condition by steady, judicious reduc- 
tion of the dose’ (p. 10, sec. 52). 

“Precautions in treatment of apparently incurable cases (these cases under 
(b) and (c) of sec. 51 above). ‘In all such cases the main object must be to keep 
the supply of the drug within the limits of what is strictly necessary. The prac- 
titioner must therefore see the patient sufficiently often to maintain such observa- 
tion of his condition as is necessary for justifying the treatment’ ” (p. 10, sec. 54). 

It will be seen from the foregoing that the English method of dealing with drug 
addiction can by no means be equated with legal sale or “narcotic clinics.” More- 
over, it must be realized that the rarity of drug addicts in England is coupled 
with a traditional belief, not substantiated by actual experience, that some 
addicts cannot be cured because of their suffering while on withdrawal treatment 
and that some may need narcotics in order to work. With our vast experience 
on this continent, we realize that English concern with such possible hazards and 
difficulties is completely unwarranted. Withdrawal treatment can be performed 
in a few days in practically every case and without undue suffering on the part 
of the patient. Moreover, every addict can work better after he has discontinued 
the use of narcotics and has had a reasonable convalescence than he was able to 
do while he was addicted. When one sees the way addicts improve in weight and 
in their general health following discontinuance of narcotics, and how much 
better they are able to work, one realizes the lack of need for such overcautious 
handling of addicts as is the custom in England. 

Even if Parliament were willing to amend the opium and narcotic drug act to 
permit legal sale, it would have to forego its obligations in the United Nations 
pact to which Canada is a signatory, and in which Canada and the other sig- 
natories are pledged to fight drug addiction. This has been well set out in 
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paper by Mr. R. 8S. S. Wilson (17), published in the Vancouver newspapers in 
reply to the Chest’s Committee’s report. It has also been noted in a paper by 
Mr. G. W. Cunningham (18), United States Deputy Commissioner of Narcotics. 
True, there is no reason why a nation might not adhere to its United Nations 
commitments and still try out new methods of managing its addiction problem, 
but the method proposed appears to be in contradiction to Canada’s international 
commitments. 

There is very grave doubt that permitting addicts to receive drugs legally would 
actually result in good employment results or any sizable diminution in crime. 
The narcotic clinic experiment in the United States gave no support to these 
theories. Moreover, detailed studies cf the employment and delinquency records 
of British Columbia addicts indicate that these poor records are not the result of 
narcotic use, but largely preceded their use of narcotics. More than 70 percent 
had unsatisfactory work records before they started on drugs and an even larger 
group had been delinquent before starting on drugs. Certainly the continued use 
of narcotics under present circumstances does tend to increase still further the 
addict’s unsatisfactory social adjustments, but it should be made clear that 
basically their unemployment and crime records are not caused by drugs but 
preceded their drug use. Their is no reason to think that by allowing addicts to 
be chronically under the influence of narcotics, they will improve their capacity 
for work or change their lifetime habits of delinquency. 

It is also worth noting that 75 percent of the group were heavy users of alcohol 
before starting narcotics, and had not infrequently been in trouble because of 
alcoholic excesses. 

This data on the occupational history, delinquency records and alcohol use of 
drug addicts both before and after starting narcotics is very important because it 
indicates that drug addition is not an unfortunate habit acquired innocently, but 
is part of a general personality disorder. There is no reason to think that simply 
curing the addict of his addiction, or on the other hand, supplying him with all 
the drugs he wants at minimum prices, will solve his problem. In both cases there 
is the underlying personality distortion and antisocial tendencies which have to 
be recognized and dealt with. Supplying the addict with free or low-cost narcotics 
cannot be expected to change him into a mature, socially well-adjusted citizen. 
Whatever chance there is of helping him will have a better likelihood of success 
if he is first freed from narcotic domination. 

The next argument for legal sale is that it would eliminate smuggling and the 
illegal traffic generally. This surmise sounds as if it might be theoretically correct 
except for the fact that legal sale, under whatever form, never has defeated the 
illegal traffic. Legal sale in China and other Asiatic countries went parallel with 
illegal sale. 

In China, as indicated time and again, in books dealing with the opium prob- 
lem there (4, 5, 6, 7, 8,9, 10) the illicit traffic was always functioning successfully 
in spite of severe penalties at times, and even when drugs could be purchased 
through legal channels. 

In Hong Kong, where opium was sold by the Government to addicts, only 800 
applied for legal opium as compared with 68,000 addicts who obtained drugs from 
illicit sources. (Quoted from Narcotie Clinics in the United States.) 

The same circumstances prevailed in the United States when opium and other 
narcotics were legally available. 

In a 1-year period in the 1920’s when these clinics were in operation, the vol- 
une of illicit peddling of narcotics reached the point where 71.151 ounces of nar- 
cotic drugs were seized in the domestic illicit traffic—or more than 14 times as 
much as was seized in 1952. (Quoted from Narcotic Clinics in the United States. ) 

Theoretically, the addict would get his rationed supply from the “narcotic 
clinie,” but it is one of the certain facts about heroin use that larger and larger 
doses are required because of the peculiar mechanism of tolerance. To get the 
desired effect the dose has to be steadily increased. Unless the “clinic” is to sell 
the addict as much narcotic as he requests, he must go to illegal sources for the 
amounts he wants. The legal outlet becomes a source for only his minimum 
purchases. The illégal traffickers will still supply the excess he wants at prices 
which would still involve the addict in crime to secure money for its purchase. 

Moreover, the addict would still have difficulty maintaining good employment 
because employers know that the average addict is, to say the least, an unstable 
personality. If an employer has to choose between a person taking drugs (legally 
or otherwise) and a nonuser of equal ability. he would choose the nonuser. True, 
the employer might never know that the addict was such but it is difficult to keep a 
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matter of this sort a secret. The legally addicted addict would still be an addict, 
and would still consider himself discriminated against if he lost his position or 
was unable to secure remunerative employment, and, as at present, might readily 
revert to crime and heavier drug purchases from the illegal market. 

The argument that the heroin user is less intoxicated and less of a menace 
than the person under the influence of alcohol is a sound one. It is vitiated, at 
least in part, by the fact that the user of alcohol seldom is under the influence of 
aleohol while at work, reserving his evenings and weekends for drinking. But the 
heroin user has to take several “fixes” a day, which means that he is chronically 
under narcotic influence, sleepy, indolent, careless and lacking in energy, or he is 
having distressing abstinence symptoms which again interfere with his work and 
require him to interrupt his work to reintoxicate himself. 

The argument that if drugs were legal they would lose their glamour and would 
not appeal to adolescents is very questionable. Legal sale of alcoholic beverages 
has not made them unattractive to our adolescents. There is no reason to think 
that the predisposed persons who become today’s addicts, and who become so in 
adolescence or early adulthood, would not have become drug users if narcotics had 
been legally procurable. Supportive evidence for this assertion is that 75 percent 
of this series of narcotics addicts had already become heavy users of alcohol 
(which is also, of course, a narcotic), even though alcohol was legally available. 
If morphine was available through legal sale there would undoubtedly be an in- 
crease in the number of people who would want to use it. 

It should be admitted that there is nothing essentially evil or criminal in the 
taking of a chemical substance which tends to relieve stress and strain (19, 20). 
Tobacco has some such effect in times of tension or as a relief from ordinary 
stresses. Alcohol has still more of an effect in promoting relaxation. Both of 
these chemical substances can be used legally with no loss of social prestige if 
used within reasonable limits. The opium derivatives are also sedatives and 
relaxants and are preferred by some people over alcohol. To label such persons 
as criminals and to sentence them to prison merely for having in their possession 
minute amounts of these chemical substances can be regarded as very severe treat- 
ment of them. And there is no doubt that prison sentences often tend to make 
the prisoner resentful and hostile. They cause him to lose his employment and 
break up his home, and may be determining influences in leading an otherwise 
noncriminal person into a lifetime of crime and prison sentences. The drug 
addict has a real grievance, but it should not be assumed that legal sale of nar- 
cotics is the answer. And legal sale of the narcotic, alcohol, does not in itself 
justify the legal sale of another narcotic, morphine, even though the effects were 
no more than the effects of alcohol. While most people can and do use alcohol 
moderately, it should be realized that the world pays a tremendously high price 
in money spent, accidents induced in part by alcohol, physical disease caused by 
alcohol and homes broken by addiction to this alcoholic drug. But because most 
of us demand the right to use it in moderation, we accept the price. Canada has 
approximately 5,000 narcotic addicts. It has more than 100,000 alcohol addicts, 
and a great many more who are periodic hazards to themselves or to others 
through overindulgence. Do we want a similar problem through narcotics to that 
caused by alcohol? While it needs to he appreciated that the 5,000 narcotic 
addicts are what they are largely through personality defects, inherited or 
acquired by unfortunate conditioning in childhood, nevertheless, merely because 
these 5,000 people (or most of them) demand legal sale of narcotics is not a suffi- 
cient reason for granting that request. They should be helped not only to be 
relieved of their drug addiction but their other antisocial propensities as well. 
With few exceptions they have been antisocial from an early age and have not 
accepted the responsibilities which the average citizen is required to accept and 
conform to. 

It is obvious that there is no ready or easy answer to the addiction problem. 
As most addicts have had unfortunate home and parental influences during child- 
hood, constant efforts should be made to improve the home life of our children. 

The immediate needs are for still more vigorous efforts by the police to combat 
the illegal traffic in narcotics. This problem is extremely difficult for a variety of 
reasons but should not be insoluble if enough planning and effort goes into it. In 
wartime, solutions were found to more difficult problems. Another urgent need is 
for treatment facilities. Most addicts desire at times to be rid of their addiction, 
but the curious fact remains that with the largest addiction problem in Canada, 
British Columbia has steadfastly refused to provide treatment facilities. There is 
hope that this situation will be rectified and the medical profession is urged to 
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support such plans. Most addicts are not without good intelligence and some 
attractive personality characteristics. If these assets can be salvaged, not only 
will the numbers of addicts be decreased but there will also be the likelihood of 
reducing the number of young people who might otherwise become addicted, as 
addiction usually spreads by contact between addicts and predisposed young 
people. 

The attempt has been made in this paper to present as comprehensibly as 
limited space permits, the arguments for and against the legal sale of narcoties, 
with certain historical and critical comments. Although these arguments have 
been presented as objectively as possible, for the information of the medical 
practitioners of the Province, it will nevertheless be obvious that the writer has 
been brought to the conclusion that the proposal for legal sale of narcotics, if 
adopted, would not not only fail to solve the addiction problems but would 
actually make them more serious than they are at present. 
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Exuisit No. 13 
DANGEROUS DruGsS ADMINISTRATION IN THE UNITED KINGDOM 


Statement by Mr. John H. Walker, United Kingdom delegate to the 
United Nations Narcotic Commission 
Origins 
The abuse of dangerous drugs occurs in the United Kingdom on a compars- 
tively limited scale. By dangerous drugs I mean those drugs colloquially known 
in North America as narcotics, namely opium, many of its derivatives such as 
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morphine and heroin and their synthetic analogues such as demerol and meth 
adone, Indian hemp (marihuana), and cocaine. There are well-known refer- 
ences in 19th century classical authors to the abuse of opiates in the United 
Kingdom, but Her Majesty’s Government first became concerned with drug ad 
diction as a colonial, not a domestic, problem. It was not until the First World 
War, when narcotics, and, in particular cocaine, began to be peddled in London 
that special legislation (which took the form of a wartime defence regulation ) 
was thought to be necessary. 

The creation of the League of Nations, and in particular of the Opium Com 
mittee of that body, led to the widespread adoption of a number of international 
conventions on the control of narcotic drugs (including the 1912 Hague Conven 
tion which the First World War made abortive for several years), and it is on 
the requirements of these conventions rather than on any domestic problem that 
United Kingdom legislation is based. Canada, of course, is a party to these con 
ventions and it therefore follows that the systems of control in our two countries 
are necessarily based on the same principles, despite variations in the machinery 
for their enforcement arising largely out of constitutional and geographical dif- 
ferences. It is probably true to say that the Canadian system of control is 
slightly more detailed than our own. 


Legislation and enforcement 


The Minister responsible for the administration of the Dangerous Drugs Act 
1951 in Great Britain is the Secretary of State for the Home Department (known 
as the Home Secretary). Northern Ireland is autonomous as regards internal 
control, but not as regards international trade. The law in Northern Ireland is 
virtually the same as in Great Britain. The Dangerous Drugs Branch of the 
Home Office is the body primarily responsible for the administration of the 
Dangerous Drugs Act. It consists of the Dangerous Drugs Inspectorate (the 
Chief Inspector, his Deputy, and three inspectors) and an office staff engaged 
in the issue of licences and import and export authorizations. As in Canada, the 
manufacture, import, export, possession, sale, supply, and procuring of danger- 
ous drugs are all strictly regulated by a system of licenses and authorizations 
backed by inspection. A limit is imposed on the amount of drugs manufactured 
in order to comply with the requirements regarding estimates of the 1931 Con- 
vention for the Limitation of the Manufacture of Narcotic Drugs. Also in 
compliance with this convention, manufacturers are required to make quarterly 
returns of raw materials and drugs received into the factory, of drugs produced, 
of raw materials and products disposed of, and of the quantities remaining in 
stock. Wholesalers are required to make annual returns of imports and exports 
of certain preparations containing dangerous drugs for which import and ex- 
port authorizations are not required (because the proportion of the drug in the 
preparation is very low). Physicians and retail pharmacists are not required 
io make returns but they are required to keep detailed records of dangerous 
drug transactions and to make them available to persons authorized to inspect 
them. 

A number of services assist in maintaining control. The Dangerous Drug In- 
spectorate, which I have already mentioned, is the body specifically charged 
with this duty but it is naturally too small to undertake all the manifold duties 
arising in connection with control. Its members inspect the premises of manu- 
facturers and wholesalers and supervise the issue of licenses, and import and 
export authorizations. They maintain close liaison with the police and customs, 
and lecture to those services on dangerous drug problems; and they keep in 
close touch with the regional medical officers of the Ministry of Health and the 
Department of Health for Scotland, and with the Ministry of Home Affairs in 
Northern Ireland. They also deal with many inquiries from doctors, pharma- 
cists, the trade, and the general public. 

The inspection of retail pharmacists’ drug registers is carried out by the 
police, who are also responsible for the general enforcement of the law as re- 
gards criminal offenses. 

H. M. Customs supervise lawful imports and exports of drugs and keep a 
sharp watch for contraband narcotics. 

The regional medical officers of health inspect physicians’ registers and gen- 
erally advise doctors on compliance with the dangerous drugs law. They conduct 
inquiries on behalf of the Home Office but it is understood that they wil! not be 
asked to do this in any case where criminal proceedings seem likely. 
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Illicit traffic 


Illicit traffic in the United Kingdom has never been very large and for many 
years now has been on a small scale. Traffic in opium, which is largely con- 
fined to persons of Chinese origin, has been declining steadily since the war. 
The traffic in Indian hemp, i. e. marihuana, on the other hand, is almost cer- 
tainly on the increase. At any rate the seizures of this drug made in 1954 were 
appreciably heavier than in 1953, and for the first time there were clear traces 
of an organized international illicit traffic in Indian hemp. Illicit production 
of manufactured drugs is unknown, and illicit traffic in them virtually so, ex- 
cept for very occasional thefts from, e. g., hospitals or research institutions. 
Fraudulent prescriptions are not unknown, and occasionally an addict attempts 
to get a supply of a drug from a doctor on false pretenses. 

In 1954 there were 39 seizures of opium, involving a total quantity of 29 kilo- 
grams of the drug. All of it comes from the Middle or Far Eeast, and is smuggled 
in ships. Of the 26 persons convicted in respect of offenses concerning opium, 
only 2 were British in the sense that they were natives of the British Isles, and 
these were convicted for allowing their premises to be used for the purpose of 
smoking opium. One Pakistani seaman was convicted for unlawful possession. 
All the other offenders were of Chinese origin. 

In 1954 118 kilograms of Indian hemp were seized by the customs, as com- 
pared with 27 kilograms in 1953. The number of seizures rose from 44 in 1953 
to 68 in 1954. It will be observed that the proportionate increase in the quantity 
of the drug seized is far greater than that in the number of seizures, the reason 
being that in 1954 the quantities of drug involved in each seizure tended to be 
much higher than in 1953. Indeed, nearly 40 percent of the seizures in 1954 were 
of quantities exceeding 1 kilogram and of these a third exceeded 5 kilograms. 
Seizures of quantities such as these have hitherto been comparatively rare. 

Over 60 percent of the Indian hemp seized in the United Kingdom in the last 
5 years has been found on the ships of one company whose vessels ply between 
Rangoon, Burma, and the United Kingdom. 

There were 140 convictions in respect of Indian hemp offenses in 1954, the 
highest number so far recorded in the United Kingdom in any one year. Of 
these 140 persons, all but 29 were of African, West Indian, or Asiatic origin. 
The majority (approximately 60 percent) of the Indian hemp offenses were 
committed in the Metropolitan Police district. A further 25 percent occurred 
in Liverpool. 

For some time now the police and customs in the port principally concerned 
have been exercising particular vigilance with regard to Indian hemp, and 
there can be no doubt that the increase in the number of seizures and convic- 
tions for offenses in respect of this drug is due to some extent at least to this 
increased vigilance. But it seems certain that there has also been some increase 
in the traffic itself. Indeed, as the result of vigorous activity by the police and 
customs in Liverpool (hitherto the favorite port of entry), Indian hemp is now 
being imported through other seaports, particularly Avonmouth and the ports 
of South Wales. The traffic has reached a point where it has been found pos- 
sible to anticipate the movement of 1 or 2 traffickers by noting the expected time 
and place of arrival of steamers from Rangoon. 

As has already been stated there is little evidence of any regular traffic in 
manufactured drugs, but there was an important seizure at London Airport 
in June last year of 6 kilograms of crude opium alkaloid, containing 28 percent 
of anhydrous morphine. It is thought that this particular consignment was 
put on the wrong airplane, and was destined for somewhere in the Far East. 
In 1954, 48 persons were convicted of offenses involving manufactured drugs, 
47 of these being British subjects and 1 an American citizen.. The majority 
were addicts who obtained drugs unlawfully, usually by forged prescriptions 
or by obtaining prescriptions simultaneously from more than one doctor. Nine 
of them were medical practitioners, who obtained drugs for the grat:fication of 
their own addiction and a further nine were members of the medical or para- 
medical professions, who were convicted of technical irregularities, e. g., failure 
to keep drugs in a locked receptacle. 


Penalties 
Offenses under the Dangerous Drugs Act, 1951, are punishable on conviction or 
indictment by a fine not exceeding £1,000 (roughly $2,800) or imprisonment for a 


period not exceeding 10 years, or by both such fine and imprisonment. If the 
conviction is summary the corresponding maximums are £150 (roughly $420) and 
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12 months. If the offense related to the failure to keep proper records or to issue 
or dispense prescriptions in the manner prescribed, the maximum penalty is a 
fine of £50 ($140) if the court is satisfied that the offense was committed through 
inadvertence and was not preparatory to, or committed in the course of, or in 
connection with, the commission, or intended commission, of any other offense 
against the act. 

In practice the maximum penalties are not normally awarded. 
penalties imposed in 1954 was as follows: 

In respect of opium offenses, sentences of imprisonment ranged from 28 days 
to 6 months and fines from £2 to £115 (roughly $5.60 to $305). 

In respect of Indian hemp offenses, sentences of imprisonment ranged from 
1 day to 3 years and fines from £1 to £125 (roughly $2.80 to $2350). 

In respect to manufactured drugs, sentences of imprisonment ranged from 6 
to 12 months and fines from £3 to £100 (roughly $8.40 to $280). 


Eatent of drug addiction 


Drug addiction in the United Kingdom continues to be small, and, save in 
one respect, has revealed little change over the past 10 years. The practice of 
opium smoking, which is almost entirely confined to the Chinese, seems to be 
gradually dying out. Unfortunately, hemp smoking appears to be on the increase. 
This is largely practiced by persons originating from outside the British Isles, 
more particularly from the West Indies, Africa, and Asia. There have been, 
however, a few instances of persons of European descent contracting the habit 
of hemp smoking, and it is the possibility that this habit may spread that is 
causing the Government some slight concern at the present time. British con 
servatism in the matter of social custom is a byword, and the likelihood of 
Britons taking to a drug addiction of the kind practiced elsewhere, which in 
volves intravenous injection, seems very small; but hemp can be, and indeed 
usually is, smoked in a cigarette which looks very much like any other cigarette, 
and the possibility of this habit spreading is much greater since superficially it 
amounts to no more than the extension of a recognized and widespread social 
custom, particularly since it is known to be practiced by a small minority of 
persons in the entertainment business who are sometimes found in jazz clubs or 
dance music clubs, where large numbers of young people congregate in an atmos 
phere of excitement. In these surroundings the risk that hemp smoking may 
catch on to some extent cannot be ignored, and behind this there is the haunting 
knowledge that in other countries hemp habituation only too often leads to heroin 
addiction. 

Addiction to manufactured drugs, so far as can be ascertained, remains very 
steady. The number of known addicts for many years has been around about 300 
The number for 1954 was 317, of whom 148 were men and 169 were women 
The majority of them are over 30 years of age; 72 of them are members of the 
medical and paramedical professions. 

Drug addiction is not compulsorily notifiable in the United Kingdom and con- 
sequently these statistics necessarily indicate only those addicts known to the 
authorities. There is almost certainly some concealed addiction, but the Home 
Office is reasonably confident that this hidden addiction is small. It is the expe- 
rience of enforcement officers in most countries that sooner or later a drug addict 
attracts the attention of the authorities, and while we consider that in an excep- 
tional case an addict may succeed in avoiding official notice for a protracted 
period, this is thought to happen only rarely. It is very noticeable in the United 
Kingdom that when an addict is brought to the attention of the Home Office by 
one source, he is frequently reported quite independently by another source in 
a very short time. This rather confirms that addicts tend to attract attention 
to themselves. 

The United Kingdom is a country whose population includes many organiza 
tions devoted to the suppression of vice and social reform. Matters like drunk- 
enness, the sale of horror comics, prostitution, and sexual perversion are from 
time to time a matter of public concern revealed in Parliament, the press, and 
the pulpit. No such concern is expressed with regard to drug addiction, and it 
is significant that the society which interests itself in drug addiction is small, 
has a high percentage of overseas members and associate members and, to judge 
from its journal, devotes most of its attention to alcoholism. Offhand I cun only 
recollect 2 parliamentary questions on drug addiction in 5 years. 

From time to time the Home Office has received confirmation of its opinion 
that the degree of hidden addiction is small. One of the leading physicians in 
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the country, Who lives and practices in a large provincial conurbation, asked over 
70 local practitioners if they had a drug addict among their patients. None of 
them had. The physician himself was aware of one case in the district, which 
was of therapeutic origin. The chief constable of a provincial seaport (a city 
where, if drug addiction flourished at all in the United Kingdom, it would cer- 
tainly be found) in response to allegations about the existence of vice and dtug 
addiction in the city, and in particular among seamen of Asiatic origin, conducted 
a most thorough inquiry and found no evidence whatever of drug addiction. An 
American doctor, who at one time practiced in London, came over to England 
some 3 years ago to study the problem of drug addiction in the United Kingdom. 
The Home Office gave her the names of 1 or 2 doctors who were known to 
have some interest in the problems, but pointed out that there was little scope for 
specialization in this branch of medicine owing to lack of patients. She herself 
knew of a specialist, whom she proposed to see. When she finished her inquiries, 
she was good enough to call again at the Office and give her impressions. The 
specialist, on whose help she had confidently counted, had diverted his attention 
from drug addiction to rheumatism many years before owing to lack of patients. 
All the persons she had seen were in agreement that the problem of addiction 
Was Small. 

There are 1 or 2 other minor pointers which suggest the same conclusion. 
For some years the metropolitan police isolated the figures for dangerous drugs 
in respect of theft from unattended motor vehicles. This practice was discon- 
tinued because the number of cases was so small that the information was worth- 
less. The prewar practice of keeping statistics of all drug addicts admitted to 
prisons fell into partial disuse for the same reason. A recent survey of admis- 
sions to the principal prisons in Great Britain revealed that less than 2 dozen 
addicts were admitted in the 2 years ending December 81, 1954. The Northern 
Ireland prisons had not seen an addict for several years. The addicts were 
almost all sentenced for minor narcotic offenses. The “criminal” addict, i. e., 
the addict who is a confirmed criminal quite apart from his drug addiction, is 
virtually unknown in the United Kingdom. 


Government attitude to drug addicts 


The committee has already received a good deal of information about the pre- 
seription and supply of narcotics to addicts in the United Kingdom, both from 
the Minister of National Health and Welfare, the Honorable Paul Martin, and 
from Dr. G. H. Stevenson. I thought, however, that the committee would wish 
me to deal with this matter in some detail, even at the risk of repetition. The 
policy of the United Kingdom Government with regard to drug addiction is based 
on the report of a departmental committee on morphine and heroin addiction 
drawn up in 1924. This report sets out precautions to be observed in the admin- 
istration of morphine or heroin (which at that time were for all practical pur- 
poses the only manufactured drugs giving rise to addiction in the United King- 
dom). This committee discussed the precautions to be taken in the ordinary use 
of drugs in medical and surgical practice, and their administration to persons who 
are already victims of addiction. The committee concluded that morphine or 
heroin (and clearly the same arguments apply to addiction-producing drugs 
which have come into use since the committee reported) might properly be admin- 
istered to addicts in the following circumstances : 

(a) Where patients are under treatment by the gradual withdrawal 
method with a view to cure; 

(b) Where it has been demonstrated after a prolonged attempt at cure 
that the use of the drug cannot be safely discontinued entirely on account 
of the severity of the withdrawal symptoms produced ; 

(c) Where it has been similarly demonstrated that the patient, while 
capable of leading a useful and relatively normal life when a certain mini- 
mum dose is regularly administered, becomes incapable of this when the 
drug is entirely discontinued. 

This advice, which is given to doctors in an appendix to a departmental 
memorandum as to the duties of doctors and dentists under the Dangerous 
Drugs Act, is still the foundation of Home Office policy. It may be noted that 
the advice was given at a time when far less was known about the treatment 
of drug addiction than has since been discovered, particularly in North America, 
and it may well be that some modern expert opinion would consider one or both 
of the second and third criteria quoted above as out of date. This is outside 
my competence since it is purely medical matter, and so far the Home Office 
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has not thought it necessary to suggest a fresh inquiry, since the scope of the 
problem in the United Kingdom would not justify the time, trouble, and expense 
involved. I would, however, emphasize that this advice should be carefully 
read, and in particular should be read in con‘unction with the explicit statement 
in the memorandum that “the continued supply of drugs to a patient, either 
direct or by prescription, solely for the gratification of addiction, is not regarded 
as a medical need.” Considered in this light, the advice reduces to a very small 
number the cases in which addiction-producing narcotics may properly be pre 
scribed for an addict otherwise than as part of withdrawal treatinent. With 
regard to the prescription or administration of the drug as part of the gradual 
Withdrawal method, there will, I imagine, be no disagreement. The second 
type of case is limited to those where a prolonged attempt at a cure has already 
been made and has failed, and where the use of the drug cannot, in the view 
of the responsible doctor, be safely discontinued entirely on account of the 
severity of the withdrawal symptoms produced. The obvious instance where 
this might occasionaly happen would be where the patient was enfeebled by 
old age. Obviously, if a doctor considers that by using modern techniques he 
can safely withdraw the drug, he is under a clear obligation to do so. 

It is probably the third type of case that has given rise to such misunderstand 
ing of the so-called British system and I wouid invite honorable Senators to 
read this condition with particular care and notice how extremely restrictive 
it is in fact. Here, too, before administration or prescription of the drug is 
considered permissible, there must have been a prolonged attempt at cure. Lt 
must be further demonstrated that the patient is incapable of leading a useful 
and relatively normal life, and further that he cannot do this without the drug 
If these conditions are conscientiously applied in the light of modern medical 
knowledge, the number of instances where a drug may properly be administered 
or prescribed in a case of this sort will be very small indeed. 

Moreover, the advice tendered to doctors by the conmittee and included in 
the appendix to the Home Office document to which reference has already been 
made does not stop there. The committee’s report contains the following 
paragraph. 

“When the practitioner finds that he has lost control of the patient, or when 
the course of the case forces him to doubt whether the administration of the 
drug can, in the best interests of the patient, be completely discontinued, it will 
become necessary to consider whether he ought to remain in charge of the case 
and accept the responsibility of supplying or ordering indefinitely the drug of 
addiction in the minimum doses which seem necessary. The responsibility of 
making such a decision is obviously onerous, and both on this ground, and also 
for his own protection in view of the possible inquiries by the Home Office, which 
such continuous administration may occasion, the practitioner will be well ad 
vised to obtain a second opinion on the case.” 

In the United Kingdom a doctor’s right to prescribe what he thinks best for 
his patient in accordance with his conscience and professional judgment, is re 
garded as virtually sacred, and for the Government to give advice in the terms 
I have just quoted is most unusual, and is a clear indication of the gravity with 
Which the departmental committee (which included a number of eminent doctors ) 
regarded the administration of narcotics to a drug addict. This in itself should 
serve to refute the view widely held in parts of North America that the United 
Kingdom permits and even encourages the unrestricted administration of nat 
coties to addicts. 

Lastly I would emphasize that this policy is related to a population in which, 
as IT have already said, the criminal addict is virtually unknown. Our Govern 
ment has never had to consider the problem of the habitual criminal who is also 
an addict and I cannot say what would be the view of the Secretary of State if 
this preblem ever arose. But it is clear that existing policy would have to be 
reviewed in the light of different circumstances and it may not be irrelevant to 
note that at present addict prisoners in gaol do not receive narcotics 

All this is not to say that no addict in the United Kingdom e .er gets a pre 
scription for a narcotic, or a Supply of the drug from a doctor, in circumstances 
where the prescription or the supply is not justified. This can, and on occasion, 
does happen. Nor are the doctors’ motives necessarily improper when it does 
Few doctors in the United Kingdom have any real experience of treating drug 
addicts, and addicts are a notoriously difficult class of patient. Sometimes it 
undoubtedly happens that doctors, through lack of experience, or occasionally 
through mistaken kindness, prescribe parcotics for an addict where the condi 
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tions laid down by the committee cannot be said to apply. So far as possible, 
when such cases come to notice, we remind the doctor of his responsibility and 
of the views of the departmental committee, and try to persuade him to encourage 
his patient to accept systematic treatment. Until 1953 the dangerous drugs 
regulations contained a provision empowering the Secretary of State to withdraw 
the right of a doctor to be in possession of or supply or procure dangerous drugs 
if a special medical tribunal set up under the regulations so recommended. This 
tribunal consisted of three medical practitioners, one being nominated by the 
General Medical Council, one by the British Medical Association, and one by the 
Royal College of Physicians (the London College for cases arising in England 
and Wales and the Edinburgh College for cases arising in Scotland). There was 
also a legal assessor. This tribunal was never used in Great Britain throughout 
its existence, since it was nearly always found possible to deal with an erring 
practioner in some other way, either by persuasion, or, more rarely, by depriving 
him of his authority after a conviction under the act had been obtained. 

The disappearance from the current dangerous drugs regulations of 1953 of 
the provisions relating to the tribunal, did not mean that the body had been dis- 
solved as an act of deliberate policy. "The provisions disappeared simply because, 
when the regulations came to be consolidated in 1958, it was realized that the 
rules of procedure governing the conduct of cases before the tribunal were badly 
out of date and inappropriate by modern standards, and it was recognized that 
the agreement of new rules with the medical profession would take some time. 
These have in fact now been agreed as regards England and Wales and it is 
intended to restore the tribunal in that part of the United Kingdom very shortly. 
Incidentally, a similar tribunal exists in Northern Ireland, and this has been used 
successfully on a number of occasions. 


International obligations 


In 1931 a Convention for the Limitation of the Manufacture and the Regula- 
tion of the Distribution of Narcotic Drugs was drawn up to which both Canada 
and the United Kingdom are parties. This convention requires parties to limit 
the quantities of drugs, manufactured or imported, to those fixed in estimates 
submitted by them to the Permanent Central Opium Board. The convention 
expressly stipulates that “every estimate furnished * * * so far as it relates 
to any of the drugs required for domestic consumption in the country or terri- 
tory in respect of which it is made shall be based solely on the medical and 
scientific requirements of that country or territory.” We in the United King- 
dom have always interpreted this requirement as precluding the administration 
of narcotics to addicts for the mere gratification of addiction. The Government 
of the United Kingdom felt that this obligation in the 1931 convention was in 
no way incompatible with their policy based on the departmental committee 
report on morphine and heroin addiction quoted above. 


Treatment of drug addiction 


Subject to what has already been said about the need to avoid the mere grati- 
fication of addiction, treatment is left in the hands of the medical profession and 
there is no compulsion of any kind except that on occasion a court attaches to a 
probation order a condition that an offender addict shall undergo treatment in 
an institution. 

There are no public institutions wholly devoted to the treatment of drug addic- 
tion. Addicts can secure treatment in public hospitals and a small number of 
private nursing homes, most of them primarily concerned with alcoholism, accept 
drug addicts. 

There are not and never have been in the United Kingdom drug clinics in the 
sense in which this phrase is sometimes misused in North America to describe an 
institution where an addict may receive supplies of a drug either gratis or at 
a nominal charge. 


Conclusion 


To sum up, dangerous drugs are subjected in the United Kingdom to a wide 
degree of control of the exacting standard demanded by the international agree- 
ments to which, in common with Canada, the United Kingdom is a party. The 
indiscriminate administration of narcotics to addicts would be incompatible with 
those obligations and it is not now, and never has been, a feature of United 
Kingdom policy. 
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SPECIAL COMMITTEE ON THE TRAFFIC IN NARCOTIC DRUGS IN 
CANADA 


The Honourable Tom Reid, Chairman. 


The Honourable Senators: 


Baird Horner Quinn 
Beaubien Howden Reid 
Burchill Hugessen Stambaugh 
Gershaw King Turgeon 
Grant Kinley Vaillancourt 
Hayden Leger Veniot 
Hawkins McIntyre Woodrow 
Hodges McKeen 
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ORDER OF REFERENCE 


Extract from the Minutes of the Proceedings of the Senate, Thursday, 
February 24, 1955: 


1. That a Special Committee of the Senate be appointed to inquire into 


and report upon the traffic in narcotic drugs in Canada and problems related 
thereto. 


2. That the said Committee be composed of the Honourable Senators 
Baird, Burchill, Gershaw, Grant, Hayden, Hawkins, Hodges, Horner, Howden, 
Hugessen, Kinley, Leger, McIntyre, Quinn, Reid, Stambaugh, Turgeon, 
Vaillancourt, Veniot and Woodrow. 


3. That the Committee be empowered to send for persons, papers and 
records. 


4. That the Committee be instructed to report to the House from time to 
time its findings, together with such recommendations as it may see fit to make. 


L. C. Moyer, 
Clerk of the Senate. 
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MINUTES OF PROCEEDINGS 


Court House, Vancouver, B.C., 
Monpay, April 18, 1955. 


Pursuant to adjournment and notice the Special Committee on the Traffic 
in Narcotic Drugs in Canada met this day at 10.00 a.m. 


Present: The Honourable Senators Reid, Chairman; Beaubien, Gershaw, 
Hodges, Horner, Howden, King, Leger, McKeen, Stambaugh and Turgeon—11. 


In attendance: Mr. A. H. Lieff, Q.C., Committee Counsel. 


Dr. G. H. Stevenson, Director, Drug Addiction Research, University of 
British Columbia, was heard and questioned by counsel and members of the 
Committee. 


At 12.10 p.m. the Committee adjourned. 
At 2.00 p.m. the Committee resumed. 
Dr. G. H. Stevenson was further heard and questioned. 


The following documents, filed by Dr. Stevenson, were ordered to be printed 
as Appendices to these proceedings: 


Appendix A: Arguments for and against the Legal Sale of Narcotics. 
Appendix B: You can Prevent Drug Addiction and Cure Victims of 
Habit. 


The following were heard and questioned by Counsel and members of the 
Committee: 


Dr. J. Ross MacLean, Vancouver, B.C., physician. 


Senior Major John Steele, Public Relations Dept., The Salvation Army, 
Vancouver, B.C. 


Captain William Leslie, Officer in Charge, Harbour Light Center, The 
Salvation Army, Vancouver, B.C. 


His Worship Magistrate Oscar Orr, Vancouver Magistrate’s Court. 


At 4.45 p.m. the Committee adjourned until tomorrow, Tuesday, April 19, 
at 10.00 a.m. 


Attest. 


John A. Hinds, 
Assistant Chief Clerk of Committees. 
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THE SENATE 
SPECIAL COMMITTEE ON NARCOTIC DRUG TRAFFIC 


VANCOUVER, B.C., Monday, April 18, 1955. 


The Special Committee on the narcotic drug traffic met this day at 
10:00 a.m. 


Senator THOMAS REID in the Chair. 


The CHAIRMAN: Honourable senators, in welcoming you to the Coast this 
morning, I might say that we have with us His Worship, Mayor Hume, who 
has taken quite an interest in the deliberations of the Committee and who 
wishes to extend to us a word of welcome. 

Mayor HumME: Senator Reid, most distinguished Senators, ladies and gentle- 
men: 

I want to thank you very much this morning for being with us. I also 
want to thank you very much for coming to British Columbia. 

When this matter was talked about, I suggested to Senator Reid that I 
would like to have the enquiry held in British Columbia for the reason that 
many peace officers will be giving evidence and several Magistrates will be 
giving evidence, together with many others that would have difficulty if the 
enquiry was held in Ottawa. So, on behalf of the citizens of Vancouver, I wish 
to thank you most sincerely for being here this morning in connection with 
this most important subject—narcotics. The Mounted Police and our city 
police have been doing everything possible, working long hours, long days, and 
sometimes seven days a week, and they have been making a good job of it, 
working as a unit. But we, the citizens of Vancouver, need your help and need 
your suggestions I might add, to the problem of narcotics and other matters 
tied up with narcotics in the city of Vancouver. 

Now, a lot of things have been said about Vancouver, but I would like to 
say a good thing or two about the City of Vancouver. I would like to tell you 
that last week, Vancouver had a birthday and at that time it was sixty-nine 
years of age. It has progressed very rapidly in sixty-nine years. In fact, it 
is one of the young cities of British Columbia and one of the young cities 
of the Dominion of Canada. Last year we were entrusted with the British 
Empire Games and the citizens of Vancouver worked as a unit to make those 
games successful. And at the Vancouver hotel, at one time, we had over three 
hundred people—newspaper men, and radio men, television men, photographers 
—telling the world about the City of Vancouver. We were told when the 
Games were completed, by the committee from the British Empire Games in 
London, and also by the Duke of Edinburgh and Viscount Alexander, that the 
Games were the very best ever. Now, we were selected—it was agreed on that 
the Games should be held in the city of Vancouver. However, I think you will 
all agree it was a job well done. 

Vancouver is a city of fine homes, fine churches, an all year-round 
harbour; it has fine golf courses, wonderful schools, fine hospitals; you can 
enjoy fishing. 

Last month, in the City of Vancouver, a committee from all over Canada 
arrived in Vancouver to discuss the most important thing which happens 
one day in the year and that is the Grey Cup. And all the delegates from all 
the different Provinces banded together as a unit so that we could have the 
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Game in the West. Now, had we been as bad as sometimes thought of we 
would never for one moment have been recognized by being awarded the 
Grey Cup Game. 

I sincerely hope that you will take some time out while this enquiry 
is on—and I may assure you gentlemen that the police force, the officers, 
cars, my office, is at your disposal while this enquiry is here. We will do 
everything we can to assist in any way we can in order that you might help 
us to bring a definite solution to the problem of narcotics. 

But while you’re here, I would like to tell you also that the people of 
this city have faith in a good, clean city and the building permits for this 
year alone will be around ninety-four millions of dollars that they’re spending 
right here. Right across from the Vancouver Hotel will be a new office building, 
twenty-one stories. Adjacent to the Hotel Vancouver is a new library, and so 
on. The people have been very worried about this question of narcotics and 
rightly so, because we’ve had murder, we’ve had attempted murder and we’ve 
had all kinds of other things. So I say this morning, ladies and gentlemen, of 
this most important committee, I want to again thank you for the expense 
you’ve saved us, for the time you’ve saved us, and for what you are giving in 
the way of time and everything else to help solve this important subject in 
the city of Vancouver, because, I think you’ll agree with me, we have fine 
Mounted Police, and we have fine city police and we have the utmost of 
confidence in them and I feel sure at the time this enquiry is finished you 
may have some solution to offer that may help us in the Province of British 
Columbia. 

Thank you very much Senator Reid. 


The CHAIRMAN: Your Worship, Mayor Hume, may I, on behalf of the 
Committee, say how much we appreciate your presence with us this morning, 
and appreciate the very fine words of welcome which you have given us. 

I would like to point out that the Committee came to this city due to the 
great problem facing the people of this city in regards to the narcotic drug 
problem. We have come with a very open mind. We will endeavour to make 
the fullest enquiry whilst we are here. One personal disappointment, so far 
as I am concerned, is the fact that we did think, with so many drug addicts, 
that many of them would have come forward to give their testimony and I am 
just wondering if there is not a sit down strike with the drug addicts who 
hesitate to come before us; however, be that as it may, we have a full week 
of enquiry with us. I don’t think there’ll be much time through the day for, 
shall we say, visiting around, but whatever we can do in that way we'll 
endeavour to show those who are here for the first time. 

I think it will bring our efforts—at least I hope so—to a very successful 
conclusion may I say, although it will take some time to cover all of the rami- 
fications involved in this great problem. 

We are just about to call our first witness, but again may I say thanks. 

Mayor HuME: Thank you, sir. Thank you. 

The CHAIRMAN: Gentlemen, our first witness this morning is Dr. R. G. D. 
Stevenson. Dr. will you come forward and— 

Mr. A. H. Lierr, Q.C.: Doctor, I understand that we have been getting 
your initials wrong, that the name is George H.—is that right? 

Dr. STEVENSON: That is right, sir. 

Mr. Lierr: And for the record, perhaps you will correct me if I 
haven’t the information correctly doctor, but I understand that for the past 
thirty-five years you have been a practicing physician, specializing in psychiatry. 

Dr. STEVENSON: That is right. 
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Mr. LieFF: And that for some eighteen years you were Professor of Psy- 
chiatry at the University of Western Ontario, and that most recently you are 
the Director of the narcotic drug addiction study at the University of British 
Columbia. 

Dr. STEVENSON: That’s right. 

Mr. LierFr: That is correct. And associated with that, you are the Research 
Professor of Psychiatry at the University of British Columbia. 

Dr. STEVENSON: That is right. 

Mr. LierF: Thank you very much. 

Senator BEAUBIEN: May I point out that we were handed an article—a 
paper, written by Doctor Stevenson at the first sitting of the Committee in 
Ottawa. It has not been made officially a part of the record, but perhaps we 
might now make that particular paper— 

The CHAIRMAN: Have we any extra copies? 


Mr. Lierr: Perhaps we have. Perhaps there are some available that could 
be gotten before too long— 


Dr. STEVENSON: Yes, Mr. Hossick has five hundred of them. 


. Mr. Lierr: We have five hundred in Ottawa, but what I mean are there 
any available readily here. 
Dr. STEVENSON: Yes, we can get some if you need more. 
Mr. LigFF: Very well, perhaps we might— 
Dr. STEVENSON: A dozen— 


Mr. LiEFF: A dozen or more. Thank you doctor. So that we are now pro- 
ducing this paper to make it officially part of the record. 


The CHAIRMAN: Is it agreeable that we put this as an appendix to our 
proceedings. 


Several SENATORS: Agreed. (See Appendix A) 


Mr. Lierr: Dr. Stevenson has suggested that there is another paper by the 
doctor entitled “You Can Prevent Drug Addiction—and Cure Victims of Habit”. 
This is a paper that we might put on the record now, with your permission, Mr. 
Chairman, and permission of the Committee, and there are copies available for 
everybody. 

Several SENATORS: Agreed. (See Appendix B) 


Mr. LierF: And perhaps at this stage, doctor, we might leave you at liberty 
to make a preliminary presentation in your own words and in your own way 
without any questions from me. 

Dr. STEVENSON: Thank you, Mr. Lieff, Mr. Chairman, Ladies and gentle- 
men. The two papers which have been mentioned, the one on the argument for 
and against the legal sale of narcotics was published in the bulletin of the 
Vancouver Medical Society in January of this year at the request of the 
editor of that Journal, Dr. MacDermid. The other paper was published in the 
Toronto Globe and Mail on the 8th of February; it was written at the request 
of the Canadian Medical Association as a part of a public education series of 
papers that they have asked us to contribute. 

Our Research project, under the auspices of the University of British Col- 
umbia was begun, as far as I’m concerned, the first of October 1953. That is 
the date I joined it. It had been set up originally at the request of the com- 
mittee on addiction of the greater Vancouver Community Chest and Counsel, 
who had made—which committee had made certain recommendations, among 
them being that the University of British Columbia do a research study. Asa 
result of that request, President MacKenzie of the University of British Colum- 
bia, set up a University committee and this committee—University Committee 
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—applied to Ottawa for funds to finance it for approximately a three-year 
period and Ottawa has supplied the funds and is continuing to supply them. 
And we are also receiving financial and other help from the Province of British 
Columbia through the Attorney General’s department and Oakalla Prison Farm, 
through the courtesy there of the Attorney General and Warden Hugh Christie, 
from whom we have had very fine assistance and cooperation at all times. The 
Research team, as such, began on October 1, 1953, with my appointment. I 
was joined later—within the next few months—by a psychologist, Mr. Lingley, 
and a special worker, Mr. Fogarty, who has since taken another position and 
has been replaced by Mr. Trasov. We also have a part-time physician, Dr. 
Stanfield, who does our physical examinations and advises us on physical 
aspects of the problem. And we have a secretary, Mrs. Agnes Lambe. We are 
doing most of our work on addicts at the Oakalla Prison Farm and we are—we 
have offices there, space there, facilities there, and we are making various other 
studies in the field of addiction there and wherever we can find the material. 


The project, as you will see, has been operating now about one and 
one-half years and it is expected to go on another year or so, so that we are 
in the position, perhaps, of giving you a report, some sort of a report, and 
answering your questions so far as we are able to, with our study only about 
half done. At the same time, we have quite a bit of material and quite a bit of 
work has been done in various aspects of the study. I should like to make 
it clear, however, that any opinions that I may be asked to express will be 
my own personal opinions and not necessarily the opinions of my colleagues 
as they may finally emerge when the study is completed. I take responsibility 
for them just as my own personal opinions at this time. 

I am not submitting any formal brief, but I tried to anticipate what fields 
of questioning you might be interested in from me and have suggested and 
discussed with Mr. Lieff and Mr. Kerr on this matter, and I am prepared to 
make certain statements and answer your questions in this field or in any 
other field you would like to question mie about, as far as I am able to answer. 

Mr. LieFF: Doctor, just by way of getting started, would you care to 
make a statement now on the following question. It’s a very simple question: 
Why do people use narcotic drugs? 

Dr. STEVENSON: Yes, I will try to answer that so far as I am able. With 
a number of these questions, I may say that the general public have certain 
ideas about them which are not always substantiated by proof and consequently 
I might deal first of all with some of the generally conceived ideas which in 
some cases, as I say, are not necessarily correct. For example, it is commonly 
believed that a lot of people get into the use of narcotic drugs by being 
seduced by avaricious unprincipled narcotic sellers. We haven’t run into 
that problem scarcely at all in the approximately three hundred addicts that I 
have interviewed since I have been here, and only one person out of all 
that I have interviewed has indicated that he was approached by a person to 
buy drugs. Then, another point that one has heard mentioned from time to 
time, that some of these sellers, or “pushers” as they are commonly known as, 
circulate in the neighborhood of high schools and other places. We have had 
just no evidence from all the addicts to support that opinion either. And, I 
know the school people are very much concerned about this problem. We have 
found no one person in Vancouver who has started his addiction while he 
was attending a Vancouver school. Only in two instances, out of more than 
three hundred people, have I been told that it was known while they were 
still in school, that drugs were available in the area and that was just hear-say. 

Senator Hopces: Could I interrupt, Mr. Chairman, at this point, to ask— 
you say no addict was found who started while in school. Would you extend 
that to say that no addict started while they were of school age? 
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Dr. STEVENSON: Well, I am not just sure what “school age” would mean— 
Senator Hopces: I mean high school age— 


Dr. STEVENSON: —we have had addicts who started their addiction at 
fourteen and fifteen and sixteen, but they were already out of school. 

Senator Hopces: That’s the point I wanted to have clear. Thank you. 

Dr. STEVENSON: That would bring me, perhaps, to some of the things 
that impressed me as having importance as to why people do start drugs, 
and the first point that I would like to mention is the peculiar quality of 
certain drugs in their attractive effects. There are a number of drugs that 
give a very comfortable and pleasant feeling to people who use them, and 
I think perhaps we ought to think of certain quite commonly used substances 
not necessarily narcotic drugs, such as tobacco and alcohol, which do give many 
people satisfaction. 

Senator Hopces: Tea and coffee? 


Dr. STEVENSON: Tea and coffee, and the barbiturates and many other 
things, some of which have addiction possibilities. 

Senator HORNER: Might I ask you—you are coming to that I suppose 
though—the question as I understand it, it is sometimes given in the case 
of pain and suffering and then, is that not the way the majority become 
addicts? 


Dr. STEVENSON: No, that’s the rarest way that people become addicted to 
drugs. 


Senator Horner: A doctor friend of mine told me that was the way— 
Dr. STEVENSON: At one time, seventy-five—one hundred years ago, it was. 

In England for example, but it certainly is not the case in Canada today. 
Senator LEGER: Very few cases. 


Dr. STEVENSON: Very few cases. It’s extremely rare. Now, you have had 
figures presented to you, showing that there are some five hundred people I 
think who are using drugs under doctors orders for medical reasons. 

Senator HorNER: In— 


Dr. STEVENSON: In Canada. But that doesn’t apply to the—that is, they 
may be getting it, I know nothing about those cases, but the addicts that we 
are seeing here and in other cities and the police see, very rarely start their 
addiction for any physical reason. 

Senator MacKEENn: Mr. Chairman, just a correction there. I think that 
the witness meant seventy-five to one hundred years, but he said seventy- 
five hundred years. 

Dr. STEVENSON: Well then the first thing that has to be emphasized is the 
drug itself. And the common drug of addiction in Canada and the United States 
is heroin, an opium derivative, and that people who take it for its pleasant 
effect find they need larger and larger doses and finally if they don’t keep 
taking it, find they are physically sick. But the very pleasant, seductive 
quality of the medicine itself, of the drug itself, has to be given a prominent 
place in any study of why people take drugs. 

Senator MacKEEn: Just there, Dr. Stevenson, supposing a person was 
in perfect health would they get any pleasant effect by taking drugs, or if 
they were depressed or worried mentally, or unstable, would they get it as 
an escape? 

Dr. STEVENSON: There is quite a variation in people and in the effect that 
a single dose of a narcotic drug has on a person. For example, morphine is 
given every day in general hospitals and the subject, sick person, taking it 
is conscious only of the relief from his pain. But these are the other people that 
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we are thinking about particularly here, they are not taking it for the relief 
of physical pain, they’re taking it for their own mental comfort or pleasure 
or thrill or some one of those terms. 


Senator MACKEEN: There is not much pleasure for a person in perfect 
health to take them— 

Senator GERSHAW: I wouldn’t say that—not in my experience. I think 
under any circumstances where morphine or heroin is taken there is a pleasant 
effect as a result. 

Dr. STEVENSON: I think that is correct. But when a person takes it for the 
relief of physical pain that is the experience he is especially interested in. 
And I think too, with the introduction of the drug itself, it should be made 
clear that there is nothing essentially evil about wanting or taking a chemical 
substance, whether that be aspirin, tobacco, alcohol or heroin. 

Senator HowpeEN: None of the substances, such as alcohol and tobacco are 
comparable in the least degree with the opiates. 

Dr. STEVENSON: I will come to that, sir. I am just saying that these are 
all medicines that people take for their own feeling of euphoria and that some 
people who don’t get enough satisfaction from these milder things go on to 
stronger narcotics. 

Senator HopGes: Would you include aspirin among that, doctor? 


Dr. STEVENSON: People take aspirin for such things as headaches and relief 
of pain. 


Senator Hopces: Yes, quite, but hardly for the pleasant feeling it gives, 
except for the relief from pain. 


Dr. STEVENSON: That’s it. Well that’s— 
Senator HopceEs: I mean it doesn’t give one a sense of exhilaration or— 


Dr. STEVENSON: No, it’s to remove an uncomfortable feeling. 
Senators Hopces: Yes, quite. 


Dr. STEVENSON: And narcotic addicts, of course, are trying to remove 


certain other uncomfortable feelings. They do have a lot of uncomfortable 
feelings. 


The second point as to why people take narcotic drugs is the fact that 
narcotic drugs are available on the black market and I think it would be 
agreed that if there is no availability that there would be no drug addiction. 


Then the third point, not counting doctors and nurses who have easy 
access to drugs, or people who are given narcotics for physical reasons, there 
are many people who begin narcotics from the, shall we say, the socially under- 
privileged group. Most of the addicts that we’re seeing, come from the under- 
privileged and socially under-privileged people. They are people who have 
a strong curiosity, they are looking for new experiences, new thrills, and 
they take it in the first instance because they are seeking a new experience. 
They like the experience and they repeat it for its pleasant effects and commonly 
repeat it in increasing dosage. And then, in the third place, they continue on 
drugs after they are addicted and partly because of the great craving and liking 
they’ve developed for them, but more particularly because of their fear of 


being deprived of them and the sickness symptoms which result when they are 
deprived. 


The next. point as to why they take drugs, there are perhaps special weak 
personality types. They are of average intelligence as a rule but they are 
emotionally immature, they have many child-like features, they want pleasure 
all the time, they live for immediate satisfactions, they have very little interest 
in planning tor the future, they are restless, inypatient, untrained and undis- 
ciplined peos:le, they tend to be selfish, lacking i). moral standards, lacking in a 
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sense of personal responsibility. They have expensive taste but lack the 

economic means to gratify them legally. Few of them have learned a trade, 

and they crave change and variety and independence of boring routine. 
Senator HOWDEN: You wouldn’t say that a certain individual would have 

to be such a subject as you mention in order to become an addict however? 
Dr. STEVENSON: No, addicts, however, largely have these characteristics, 

but there are other people too who have them who don’t become addicts. 
Senator HOWDEN: Yes. 


Dr. STEVENSON: Then, the next point, these people that we’re seeing who 
are using drugs have very largely been delinquent and poorly adjusted before 
starting drugs, and I suggest that the total causes of delinquency, whatever 
they may be, must be thought of as one of the predisposing causes of drug 
use, including poor home life and homes of low social and economic standard, 
delinquent and careless parents, depressed areas of certain cities and associating 
with delinquents personally. 

In connection with this pre-existing group of characteristics, we find in 
our observation that a large proportion of them have been delinquent before 
they start on drugs. For example, seventy-seven out of the seven hundred that 
we studied had been known juvenile delinquents, and thirty-eight of them had 
been in reform schools, and seventy-two of the one hundred had court convic- 
tions before they started on drugs, so that delinquency has been a common 
pattern in many of them before they started on drugs. I may say that of the 
others, it doesn’t necessarily apply that they hadn’t been delinquent but we 
just haven’t got sufficient data to say in which category they would be in. 


Mr. LIEFF: In other words, doctor, they were delinquents first, drug addicts 
next? 


Dr. STEVENSON: That’s right. 
Senator HopcEes: That pattern follows pretty well through, does it doctor? 


Dr. STEVENSON: Yes. You see here about three quarters of them had been 
delinquent or had definite conviction before they ever went on drugs. 


Senator Hopces: Yes, but I mean, you took one hundred and you found 
seventy-seven had been delinquent, does that pattern follow through? 

Dr. STEVENSON: It does, yes. 

Mr. LieFF: The chances are too, I suppose, doctor, that they would have 
remained delinquent whether they had taken drugs or not? 

Dr. STEVENSON: I am not prepared to answer that. 

Senator KING: Doctor, you made a statement there—some had been in 
reform school under care—were they addicted before that? 
Dr. STEVENSON: No, they had been there before they went on drugs. And 
then— 


Senator MACKEEN: Have you any check on other areas whether that same 
pattern is true. 


Dr. STEVENSON: We have certain figures because we are—but we’re study- 
ing another group of people who are not drug users at Okalla, and we have 
certain figures on them and it is not as high as the figures just given you. 

Senator MACKEEN: What I meant, say in Eastern Canada, for instance—? 

Dr. STEVENSON: No, I have no figures on Eastern Canada— 

Senator MACKEEN: Or the United States or England, or—? 

Dr. STEVENSON: No, I have no figures, Senator. 

Then, in addition to this common pattern of delinquency, there has been a 
large immoral tendency. This applies to both the men and the women— 
immorality—however one may want to define it—sexual immorality—has been 
common in a great majority of the group, and— 
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Senator HORNER: Would that be before or after— 

Dr. STEVENSON: Before, this is all before they went on drugs. 

Senator HORNER: Before they went on drugs? 

Dr. STEVENSON: Yes. And more than half of them have been heavy users 
of alcohol before they went on drugs. 

Senator LEGER: What percentage did you say there, sir? 

Dr. STEVENSON: Mcre than half. 

Senator KiInG: What age are they, the older group? 


Dr. STEVENSON: Well, I can give you figures as to the age they went on 
drugs too, but these are just figures—just a general statement as to their con- 
dition before they started to use drugs. And, of the people that we have 
studied at Okalla, not one, I would say, has been a well conducted, moral, 
socially well adjusted person at the time he started on drugs. Then the next 
point, no one seems to start on drugs who is not in pretty close contact with 
the drug users, or with the drug itself. I am thinking there, in that second 
statement, of doctors who are in close touch with the drug itself and as you 
know professional people have a fair number of drug addicts. So that is an 
important factor, the close association with drug users or with the drug itself. 

And then, the last point I would like to emphasize is that, although these 
points I have mentioned have all been on the surface, as it were, they have 
all been things that we are aware of, that some of these addicts for reasons, I 
might say deep psychological reasons which they don’t understand themselves, 
and which perhaps the general public doesn’t understand, dating from early 
childhood, perhaps as a result of faulty handling in the home, or inherited 
tendencies which they don’t understand, there are certain individuals who feel 
a strong urge to do the anti-social thing as they get older, and although they 


might not themselves realize it, these deep seated psychological factors can 
also be reasons. 


Senator Hopces: Doctor, what percentage would you say start drug addic- 
tion solely for the reason of a new thrill. I mean, in this day of tension, speed, 
and that sort of thing, do you find much of a proportion who don’t come from 
poor homes, who come from better homes but who go in for starting drug 
addiction just for the sake of acquiring a new thrill. Have you any idea what 
proportion there is of that? 

Dr. STEVENSON: Well, I don’t know that I could say very exactly. A great 
majority of the people we are studying started for the reasons I have given. 

Senator HopGEs: Yes, I see. 


Dr. STEVENSON: But about less than 10% start drugs to get away from 
alcohol. 


Senator Hownen: Is it true that a good many addicts are made addicts 
by accidents in life and that sort of thing? Such as periods in the hospital 
during which drugs are administered, and having learned the extreme efficiency 
of the drug in dispelling pain and mental disturbance generally, their tendency 
is to approach the drug and obtain more contact with it in the future. I mean 
to say, is there not a large proportion of people that become accidentally 
addicts as compared to those who start out definitely with the purpose of 


obtaining addiction. 

Dr. STEVENSON? Speaking from our experience at Okalla, I would say that 
very few have- started that way, or for that reason. Very few. 

Senator HOWDEN: Very few have started what? 

Dr. STEVENSON: Have started using narcotic drugs because they were in 


hospital or anything of that sort. They have started very greatly because of 
the desire for a new experience. 
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Senator HORNER: Isn’t it true— 

Senator HOWDEN: Doctor, I would take it—you mentioned there that under- 
privileged are the majority you thought. In my life-long experience there 
were a number of people without any reason in the world, who came from 
good homes, good education, druggists, and even some doctors I have known, 
and I would doubt that, throughout Canada, it is the under-privileged—perhaps 
more often it is the wealthy people. 

Dr. STEVENSON: The people that have caused the problem here in British 
Columbia are not of the group you are speaking of. They are the group that 
you have had figures on—doctors, nurses, dentists, etc., but the people who 
are— 

Senator HOWDEN: Druggists, veterinarians— 

Dr. STEVENSON: Druggists, veterinarians. But for the people who are the 
problem to the police and to the authorities here in Vancouver, most of them 
have been in the category I have been mentioning. 

Senator HOWDEN: Naturally, because they were unable to secure theirs, 
they hadn’t the wealth to secure it without becoming entangled with the police. 
But the others may be, perhaps, just as dangerous to society generally—I mean 
to say as far as the others commencing the use of drugs. 

Mr. LierFr: Doctor, would you care to say why drug addiction is so common 
in British Columbia? 

Dr. STEVENSON: Well, that is one of the projects we are supposed to be 
studying because the over-all objective of our University research is entitled 
“Factors Contributing to Drug Addiction in British Columbia’’. 


Senator HORNER: You say you have them from all Provinces in the rest of 
Canada here—is that not true? 


Dr. STEVENSON: I will give you some figures on that if you would like to 
have those too. 

Senator HorRNER: I would. 

Dr. STEVENSON: And here again I think we can take it for granted that 
drug addiction has a high incidence in British Columbia. That doesn’t have 
to be proven here—you’ve had figures given to you, I think. 

Senator Kine: Is that for later years, doctor? 

Senator MAcCKEEN: One Eastern paper had it 25% which, of course, is 
just ridiculous. 

Senator HopcEs: It’s a greater proportion than that, isn’t it? 


Dr. STEVENSON: Well, the figures which you were given in Ottawa, I think, 
indicated that something out of the twenty-three hundred criminal addicts, 
so called, eleven hundred of them, or more are in British Columbia. 

Senator MACKEEN: They took the total population—25 per cent of the 
total population. 

Dr. STEVENSON: Well, those figures you have been given, I have no comment 
on them of course, but we do know from the convictions, under the Opium and 
Narcotics Drug Act in each of the Provinces, we have those figures officially 
from Ottawa, for the last eleven years, and British Columbia has had the 
highest percentage of convictions, that is, with eight and one-half per cent 
of the population of Canada, British Columbia some years has had over 68 per 
cent of all the drug convictions in Canada. Yet that was the high point in 1952, 
because the percentage was a little lower in 1953 and lower still in 1954, but 
it’s still more than half of the convictions under the Opium and Narcotics 
Drug Act of Canada that are made in British Columbia. For the first time, 
for these eleven years, the actual number of persons convicted under the Opium 








1784 ILLICIT NARCOTICS TRAFFIC 


and Narcotics Drug Act of British Columbia showed a decline—figures dropped 
from a total of 265 in 1953. to 192 in 1954. 

Another figure that will give you some idea of the number we are 
seeing—drug addicts are being convicted in British Columbia of offences under 
the Drugs Act and of all other offences because more than half of them 
come into Okalla because of convictions because of other offences than drugs; 
that is, vagrancy, forgery, breaking and entering, and so on. But they’re 
coming into Okalla at the rate of 450 convictions a year. 

There are two or three misconceptions, I think they are misconceptions, 
but perhaps I am wrong; but, one, I have already mentioned in the first state- 
ment, that it is not due to high pressure salesmen and I dealt on that one. 
Secondly, I don’t think it’s due largely to migration from other Provinces 
because more than 75 per cent of the addicts we have studied began their 
addiction in British Columbia. And we are studying these in groups of one 
hundred each and in the second hundred and we’re up to—we haven’t quite 
finished the third hundred—but in the second hundred 82 of that hundred 
started their addiction in this Province. 

Senator Hopces: Doctor, could I interrupt at this point, Mr. Chairman. 
You say that it isn’t due to high pressure salesmanship. Doesn’t that rather 
contradict the assumption which is generally taken that it is the profit in the 
business which causes the growth of drug addiction? 

Dr. STEVENSON: Well, the people that sell—I think to be fair with them— 
are more concerned with selling to the addicted users than they are to getting 
new customers. 

Senator Hopces: That is your experience, is it? 


Dr. STEVENSON: Yes. It is the rarest thing to find an addict who will say 
that he started any other way than by chumming around with other addicts. 

Senator TuRGEON: Doctor, while we are on that point, I might say you 
have me worried. First, the large percentage of addiction that’s in the United 
States, compared to the rest of Canada—I mean in British Columbia, compared 
to the rest of Canada. Secondly, the fundamental cause which is delinquency 
in the home, or early association; and third, the fact that it is not due to sales- 
manship. Now, does that mean that in British Columbia we have generally 
speaking a lower grade of bringing up of childhood? If those three things 
are correct it must be. 

Dr. STEVENSON: No, no, I would disagree, Mr. Senator. I will explain 
that though if you would like me to. 

Senator TuRGEON: I would like you to. I am, frankly, worried. 

Dr. STEVENSON: Now, I wouldn’t say that at all. 

Senator TURGEON: That would be the impression taken from that state- 
ment; the three statements together. 

Dr. STEVENSON: I am giving statements now that it’s things that drug 
addiction in B.C. is not due to, and then I’ll say what I think it is due to in 
my judgment. 

It is not due essentially to migration from other Provinces because 82 of 
this 100 started their addiction here. Third, it is not due, in my opinion, to 
Vancouver being a seaport town. A lot of people have suggested to me that 
this might explain it, but when one thinks that in the four Maritime Provinces 
at the eastern side of Canada, there are no convictions to speak of at all, I 
think that rules out that particular argument. a 

Senator HorNER: Might I just say though, that do the ships from the Orient 
not call as often— 


Dr. STEVENSON: Next point is it not due to the proximity to the Orient, in 
my judgment, either, as most—this is what I am told by addicts themselves, 
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as well as by the police— that most of British Columbia drugs come from 
Eastern Canada via New York and largely originated in Europe. A certain 
amount of these drugs have come from Mexico and some have come from the 
Orient. I have no idea how much, I dare say that the R.C.M.P. and the city’s 
narcotics people can give more information on that than I can. 

Then, some of the points that perhaps might account—or account in part— 
for the high drug addiction incidents in B.C., and the first of these points is 
what is said to be the easy availability of drugs in Vancouver. Drugs are said 
to be easier to get here. We asked this question of any of the addicts that we 
interview, who have bought drugs in eastern Canadian cities and most of them 
say that it is easier to get drugs in Vancouver than other cities, but some say 
once you know your way around in Toronto, Montreal, Winnipeg, that they 
can get them just as easy when they know the ropes there as they can here. 

Senator HowbeNn: Dr. Stevenson, there did appear in a recent number of 
the Readers Digest an article which purported to say that at the present time 
China was financing its war through the sale of narcotics. That at the close 
of the last war they were manufacturing about twelve hundred tons a year 
and that the quantity had gone up from twelve hundred tons to six thousand 
tons a year. It also stated that that amount of narcotics was being dumped 
on the American market. I am just telling you about the article. 

Dr. STEVENSON: Thank you, sir. That could be quite so, but I have no 
knowledge of that and I am going—you see, we are also dealing with people 
who from time to time have been engaged in selling and they have been very 
frank with us, we’ve had very cordial relations with these three hundred 
addicts, most of them, and it’s their opinion too that the drugs they sell come 
largely from eastern Canada. Now, whether it comes from China and gets 
into Europe and is converted into heroin in Europe and then comes, I can’t 
answer that question. I just don’t know the answer to that, sir. 

Another feature which may account in part—I think each of these is just 
in part—is the historical tradition of the West Coast. The West Coast has a 
large number of Orientals here in the last Century; the United States brought 
out a great many to work on the railroads and they stayed, and the C.P.R. 
brought out Orientals and probably they stayed. And they were allowed in the 
early days to use their opium without hindrance and from them the white 
people started to use opium and consequently certain drugs of the opium 
drugs have had fairly common use on the West Coast for a great many years. 
And the figures which you were given in Ottawa by the Commissioner of the 
Mounted Police, as far back even as thirty years ago, that there were twice as 
many convictions for opium in Canada than as there are today. 


Senator HopceEs: Doctor, in that connection, you don’t find many Chinese 
in the narcotic trade here now, do you? 


Dr. STEVENSON: Not in the trafficking, no. 

Senator Hopces: No. Do you find it in the addiction? 

Dr. STEVENSON: There are afew We’re seeing a few, about four persons— 
Senator Hopces: A very small proportion. 

Dr. STEVENSON: Yes. 

Senator HopGEs: Practically died out? 

Dr. STEVENSON: Yes. And they are the older people— 

Senator HopcEs: Yes. 


Senator Kinc: Opium at that time was really the raw opium that they 
smoked. 


Dr. STEVENSON: They smoked the opium, yes. 


The CHAIRMAN: They wouldn’t be using the heroin? 
56140—2 
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Dr. STEVENSON: No. Heroin is comparatively recent. We have another— 

Senator BEAUBIEN: Doctor, with regard to these people that you inter- 
viewed, how many started to be addicts by starting to peddle the drug first— 
peddlers or ‘pushers’? as you call them? Are there any percentages of those 
people who became drug addicts and were convicted? 


Dr. STEVENSON: No. These three hundred people are all addicts and some 
of them have sold drugs since they became addicts, but I don’t think any of 
them sold drugs before they became addicts. At least I have no knowledge 
of it if they did. 

The next point about British Columbia is that British Columbia is a very 
large Province geographically, but a small Province in population with this 
very large city of Vancouver, I think it’s the third largest in Canada, is it not? 
But because of so many frontier areas in British Columbia, the transient work, 
huge industries started, logging, mines, and such, all these hinterland activities 
attract a large population, there’s been a large influx of people entering this 
province, and many of them have been hardy pioneer stock—the great majority 
doubtless have. But any frontier country attracts the adventurer and the get- 
rich-quick, the same as San Francisco was so well noted when it was in a 
somewhat similar stage of its development. And I think perhaps that answers 
the question that you wanted to raise, one of you, a few minutes ago, that 
there is, perhaps, a higher proportion of transient, unsettled, get-rich-quick 
element in this. Province than might otherwise be expected, but as the Mayor 
said this morning it is still a very young province. 

There is another feature which I hesitate to mention because I have been 
criticized when I mentioned it before, by one or two people, the fact that this 
is a new province and has a large number of new settlers, new citizens, and a 
large part of them that are a floating population, that British Columbia also 
has a very high incidence of a number of other conditions which may or may 
not be related to drug addiction. That is, there may or may not be some 
common factors and I don’t see why these shouldn’t be mentioned. They 
were mentioned in the press long before I mentioned them, by the Ottawa 
correspondent of one of the local papers. I think that’s where I got the idea. 


That British Columbia has the highest alcoholism rate of any of the provinces. 
And I think we should keep in mind that alcohol can be a narcotic drug too. 
So that, in two narcotic drugs, heroin and alcohol, British Columbia presumably 
takes the lead. 


Mr. Lierr: I don’t want to ask you this, doctor, with respect to any other 
figures which you may have, but with respect to that one point of statement, 
where do you get your figures from? 

Dr. STEVENSON: This figure is given from the report of the Ontario 
Alcoholism Foundation which is a public document. Any of the figures given 
here are given from either government documents or published documents 
of other bodies. 

Juvenile delinquency is reported by the R.C.M.P. report as being a very 
high rating, if not the highest in Canada. Indictable offences—convictions for 
indictable offences—is very high in the province in relationship to the popula- 
tion—perhaps the highest in Canada. The illegitimacy rate is the highest in 
Canada—up 6 per cent of the living births compared with about 4-5% of 
the living birth national average elsewhere. Divorce has the highest rating 
in Canada. Venereal disease is one of the highest rates in Canada, and suicide 
is at least twice as high in British Columbia as the national average. 

The CHAIRMAN: That is quite an indignity. 

Senator HORNER: You’ve got a high bridge! 
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Dr. STEVENSON: Well, I admit those are very challenging figures and I 
am not trying to prove anything by them, but one of our studies is, I think, 
is to try to find out if there is a relationship between those and the high 
narcotic usage. 

Senator Howpen: Dr. Stevenson, this city is still a pioneer frontier— 
a pioneer city—and there is always a very large proportion of adventurists in 
pioneer communities and I think that that perhaps explains some of the 
preponderance of, shall I say, illegal proceedings—? 


Dr. STEVENSON: I’m not saying what it’s due to—I don’t know. 
Senator HowbEN: In all pioneer places there are a lot of adventurers’, 
and those are the people who would go in for morphine. 


Mr. LierF: I suppose, doctor, you’re just pointing these out as being 
symptoms of something. 


Dr. STEVENSON: Symptoms of something. Whether it’s something in the 
circumstances of life in British Columbia, or whether it’s due to a higher 
proportion of unstable people, as I mentioned earlier, we haven’t got that 
analyzed yet. But the facts are there. 


Mr. LiEFF: I suppose that when we add drug addiction to that list we 


can bulk them all with being symptoms of something wrong with society 
somewhere. 


Senator Horner: Those figures that you gave will be chiefly Vancouver; 
Vancouver will account for the chief increase—Vancouver city alone. 


Dr. STEVENSON: I haven’t got the figures for Vancouver alone. These 
are given for the whole province. 


Senator LEGER: Most of the addicts, you’d get them from Vancouver and 
maybe Victoria as well. 


Dr. STEVENSON: Yes. The addicts themselves are largely Vancouver con- 
victions. : 

The last point of a general nature there is that Vancouver has established 
in it now what might almost be called a colony of addicts, or cult of addicts. 
This large number that you’ve heard about, and the point that I think is of 
significance there, is that once you get a large group established, that people 
move in to supply them with their drugs so that buyers bring sellers and 
sellers bring buyers. 

Senator Lecer: Mr. Chairman, at this point, may I ask a question? 
Do they all live more in one section of the city or are they spread? 


Dr. STEVENSON: Yes, they do. We did a map quite recently on that, our 
social worker, Mr. Trasov, prepared a very interesting map showing the 
census areas and they’re all, the police can tell you—at least the great 
majority—within a very small circumscribed area in the City of Vancouver. 

Those are my general comments, Mr. Chairman. 

Senator Krinc: Doctor, you spoke of the characteristics and kind of people 
that become addicted to drugs. Now, we have men and people working in 
lumber and mining camps and other industries. Do they feed into the city 
here largely? 

Dr. STEVENSON: Yes. I’m glad you brought that point up. Many of these 
men are loggers, and miners, some fishermen, some construction people— 

Senator HopGes: When you are speaking of many—you mean among 
the addicts? 

Dr. STEVENSON: Among the addicts, yes. And they do come back to 
Vancouver in between jobs, or when they are laid off, or if the job folds up, 
they come back to Vancouver and commonly rejoin their friends that they 
associated with before they went. But the point I would like to emphasize is 
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that there are some of these people who formerly came down to Vancouver, 
or whatever city they might go to for, perhaps, a holiday and a spree on 
alcohol—some of them now come down for a spree on heroin. 

Mr. LigeFF: Come down with a pretiy good supply of money. 

Dr. STEVENSON: That is right. 


Senator Horner: Is it possible, doctor, for a man, a woodsman or a miner, 
to do that—to go without it, come down here and have a “spree” as you say, 
and then go back to the woods and work without it? 

Dr. STEVENSON: Yes. If he isn’t off too long. That’s being done right along. 

Senator Kinc: They come in and have a spree. 

Senator LecerR: How long would that be? 


Dr. STEVENSON: Some of them are down here a month or two. They don’t 
take it heavy, you see. They come down for a short time and they start with 
small doses—what they call “joy popping”’. 


Senator HorRNER: They wouldn’t need to if they were taking it al] the year 
round—they wouldn’t need to take light ones. 

Dr. STEVENSON: No. 

Senator Hopces: You call them addicts whether they’re regular addicts or 
spasmodic—? 

Dr. STEVENSON: Not necessarily. I think an addict should be a person who 
is physically dependent on drugs, but they are drug users nevertheless. 

Senator Hopces: You don’t include these people among what you call the 
addicts? 

Dr. STEVENSON: Well,- yes. They’re using narcotic drugs. 

Senator HopcEs: Yes. 


Senator BEAUBIEN: Do you find many of those loggers, etc., who go away 


for so long and then come back here? Do you have many of them in this prison 
of that type? 


Dr. STEVENSON: There are a fair number of them that have worked as 
loggers and as construction workers in other parts of the Province for varying 
lengths of time. 


Senator TURGEON: Would the percentage, doctor, of these outside workers 
you mentioned, loggers and miners, etc., be equal, greater, or smaller than the 
general percentage of British Columbia compared to the rest of Canada? That 
is the percentage of those compared of the number in British Columbia. 

Dr. STEVENSON: I don’t think I can answer that question. 


The CHAIRMAN: Your statement is rather interesting, doctor. Frankly, to 
me it is a new statement to me entirely that a man could take drugs, come 
down here for a joy trip and go back up to a camp and work. 

Senator HOWDEN: It’s very easy to understand because when a man goes 
back to where he has to work desperately hard, that takes the place of the 
narcotic. When night comes, he’s dead tired and he goes to bed and sleeps 
and in the morning he goes to work and he hasn’t got a chance to think about 
narcotics. 

Mr. Lierr: Doctor, that brings me to another question that I wonder if 
you care to deal with at this time, and that is this: What are the harmful 
effects of narcotic drugs on, first of all, the individual, and secondly on society 
which results from taking such. Would you care to deal with that? 

Dr. STEVENSON: This has been a very challenging and difficult problem 
for us because the general opinion has been that the taking of drugs is exceed- 
ingly harmful on the individual who takes them, and hard on society too, and 
when I came to undertake this study I thought we would have no difficulty 
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in finding a scientific study of the harmful effects of narcotic drugs. To my 
amazement we haven’t been able to find any. It’s the rarest thing to find— 
in fact we haven’t found one—real scientific study on the harmful effects of 
narcotic drugs. People have their opinions and general ideas, but to ask them 
to prove them, or to give you data for them, we just haven’t been able to get 
them. 

Senator McKEEN: There is one point you mentioned awhile ago addictions 
were less in 1954 than 1953. Have you any reason why they were less last 
year. 


Dr. STEVENSON: No, I haven’t thought that one through, and I haven't 
enough data to answer that, sir. 

Senator McKEEN: But there was a substantial drop apparently last year 
over the year previously, so something apparently is being done. I don’t 
suppose it just happened that way. 

Dr. STEVENSON: That was the first time there had been a drop in the total 
number of convictions for eleven years. 

The CHAIRMAN: Could one infer then, doctor, that the life of the drug 
addict is not affected; does he live as long as the other individual? You say 
there is no harmful effect. 

Dr. STEVENSON: Weil, I just haven’t said that yet, Mr. Chairman. Oh no, 
there are harmful effects, very definitely harmful effects, but the general 
concept of the effects. haven’t been proved scientifically. That is the point I 
want to make clear. We've been searching for scientific studies and haven't 
found any. And extreme claims that drugs ruin a person’s body, mind and 
soul, we haven’t been able to find scientific evidence to support that statement. 
This does not mean that there are not harmful effects, we know that there 
are, but they haven’t been studied scientifically and recorded, and that is one 
of the studies we are attempting to make in our three year study. 

Senator McKEEN: Doctor, of all these related things you mentioned about 
this delinquency, and immorality and everything else happens to be related 
to drugs, I would think there was a very decided bad effect to your individual 
who is taking drugs. 


Dr. STEVENSON: But you will remember what I said though, that 75% of 
them were in crime before they went on drugs. 

Senator TURGEON: That’s the point that worried me. 

Dr. STEVENSON: That’s the point that has to be emphasized. 

The CHAIRMAN: Tell me this, doctor, in your examination, if 75% of the 
criminals’ morals are all gone, will the stories and statements they make be 
on the high level of honesty. I’m just thinking of a man who has lived a life 
of crim® and who had been lying all his days, and putting it over on the 
police and putting it over on everybody all his life, then when he comes before 
you does he come as an honest citizen and tell you all the truth? 

Dr. STEVENSON: He tells us the truth—I’m satisfied we’re getting the truth 
in a general way from these people. I’m giving you the information as we 
receive it and believe it. It doesn’t mean we believe everything we're told 
any more than you would believe everything you’re told, Mr. Chairman, but 
the data, for example, about the convictions, that’s all taken from the official 
records. We know, for example, that 75% of these people were convicted and 
in delinquency before they went on drugs. We know that from the records, 
not because they tell us that. 

May I go on with this? I think this will enlarge on what you had in 
mind, perhaps. 

The CHAIRMAN: Yes. 
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Dr. STEVENSON: Moreover, heroin and morphine in small doses are 
sedatives and pain relievers and— 


Senator HowpEN: Anesthetics. 


Dr. STEVFNSON: Yes, analgesics. And they do not stimulate a person to 
crime or violence in small doses. We get them in hospital ourselves and we’re 
not affected that way. And the herion addict too, even when he’s taking drugs 
heavily is not converted into a “dope fiend”, that is, he isn’t a frenzied, wild 
person going out to do harm to people. Nor do large doses of narcotics of the 
heroin type stimulate him to crimes of violence. Rather they tend to keep 
him quiet and subdued while the drug is in him. 

Now, there are, as I indicated, certain harmful effects as a result of taking 
drugs, but I would like to discuss these in a physical, mental and moral field. 
The physical effects of narcotic drugs, the greatest danger appears to be death 
from over-dose. Also, there is the risk of infection from unsterile hypodermic 
needles, they become chronically constipated, there is a reduction in their sex 
urges and desires because of the sedative effect of the drug—those are what 
you might call direct effects of taking heroin. 

The indirect physical effects are poor hygiene due to neglect of their care, 
self-care, they lose weight due to their loss of appetite and their neglect of 
proper diet, their teeth become bad for the same reasons—don’t get proper 
food and vitamins—but the continued use of heroin, so far as we know here, 
from the studies I have made, does not produce perceptible brain damage, or 
liver damage, as alcohol addiction may do, along with other things, or any 
other marked, appreciable physical damage. 

Now the mental features. There being no perceptible brain change from 
taking heroin, the intelligence is not injured. We have recently studied a man 
who has been on drugs for thirty-five years who has an intelligence quotient 
of 135 still, whatever it may have been thirty years ago. These drugs are 
toxic agents nevertheless and, like alcohol, depending upon the amount in the 
circulation of the blood and in the brain, and so on, may interfere with his 
judgment, produce an artificial state of elation, may produce a feeling of 
indifference to proper standards of behaviour, and may slightly impair mecha- 
nical skills. I am not satisfied, however, that long continued use of narcotics 
produces of itself an appreciable personality change. 

Senator HowpEen: How about hallucinations? 

Dr. STEVENSON: They never have hallucinations. 

Senator Howpen: Or illusions? 


Dr. SteEvENSON: No, not from heroin. When they’re having withdrawal 
symptoms, when they’re getting it out of their system, they can be very sick 
then, but even then I have never seen one that was really hallucinated. Cocaine 
will produce hallucinations of course, but heroin and morphine in drug addic- 
tion quantities do not produce delusions or hallucinations. 

Senator HowveENn: Well, Chinese laborer, home in China where he smokes 
opium pipes all the time, that partially sustains him. He is very poorly fed 
and he works pretty hard but he must have his opium pipe in order to do so. 
And I have read that they were mentally comforted and saw things mentally 
in quite an illusion type, so to speak. 

Dr. STEVENSON: Well, I know what you mean, I think, and in De Quincey’s 
book, “Confessions of an English Opium Eater”, he speaks of his reveries; 
whether they were true hallucinations I think is very doubtful. My reading of 
the opium smoking in China doesn’t bring out true hallucination. The feeling 
of comfort you have spoken of, a person can have a pleasant reverie, but that 
is about as far as they’ll go. Not to the stage of true hallucinations. 


Mr. Lierr: I’d like just, while you’re in the middle of a paragraph, to 
ask: Cocaine of course is not the drug of addiction at the moment? 
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Dr. STEVENSON: Cocaine is used very rarely in British Columbia. 
Mr. Lierr: Yes. Thank you, I see. 


Dr. STEVENSON: The moral character—what are the effects of heroin addic- 
tion on the moral character of an individual? The common assumption that 
narcotics ruin a person’s moral character by changing him from a highly moral 
to a grossly immoral person also lacks substantiation in our studies. When one 
realizes that the criminal addicts, so-called (I don’t like to use that word, 
that phrase) that we studied at Okalla, were practically all immoral or 
delinquent or alcoholic before they started on drugs. And they continue in 
these ways after becoming drug users, one is not able to see that moral charac- 
ter has been appreciably altered. Moreover, there are records of some people 
who could get drugs legally in various ways, various countries, who are able 
to afford them, and their moral character has not been questioned after they 
went on drugs. I won’t take time to give you the names of some of these 
people but they are very well known to you—some pretty historical figures. 

Senator Howpen: They were addicts? 


Dr. STEVENSON: They were addicts. Jean Cocteau recently elected to the 
French Academy—one of his books on opium addiction is his own auto- 
biography. Falstead, the very famous American surgeon, was a cocaine addict 
—later he was one of that country’s most famous surgeons. And neither of 
these people, as far as I have any knowledge of, were immoral or delinquent, 
or anything of that sort. 

However, narcotics do have harmful effects on the addict, both directly 
and indirectly. : 

Directly: The first one tha} I'd like to mention is that the addict by 
becoming completely dependent on the drug thereby has to put drugs in first 
place in his life. They become not just an adjunct to living, but they become 
life itself to the addict and everything else has to take second place. This is 
socially undesirable and must interfer with the best possible achievements 
of the individual. 

Another harmful affect, there is very little margin of safety between the 
casual, or social use of narcotics and narcotic addiction. Few people starting 
on drugs expect to become addicted, but they soon find that the habit is out 
of control. Alcohol, on the other hand, dffers a fairly wide margin of safety 
between social drinking and alcohol addiction. It has been said that one has 
to work hard at drinking for several years to become an alcohol addict, 
whereas drug addiction sneaks up on you quickly before you realize it is there. 

The third harmful effect I’d like to mention is the craving for the drug 
when feeling the need for it and the enjoyment the addict gets out of it when 
he’s using it, and providing he cannot get his drugs within his means, will 
exert a strong influence on the addict to get money for it by illegal means. 
However, the addicts we see in Vancouver were very largely delinquent, 
immoral or alcoholic before starting on drugs. So drugs have not started them 
on delinquency and these other things so much as that they have increased 
their delinquency. They steal more than they previously stole; the women 
engage more in prostitution—they engage now as professionals rather than as 
amateurs previously—and drugs keep both these groups of men and women in 
delinquency. That is, there is no hope of them giving up their delinquency as 
long as they remain on drugs. There is amOther deleterious or harmful effect, 
and that is on the addicts’ employment record. Even if he has a steady job 
when he starts on drugs, the increasing dosage soon takes more money than 
he can earn legitimately. He may therefore give up his job—his legitimate 
job—to have sufficient time for the illegal search for funds. Moreover, even 
if he keeps his habit small, as many addicts do, and within his legitimate 
income, he still has to take several fixes a day. “Fix”, as you know, is the 
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term for a shot or drug. If he has drugs in his system he is apt to be indolent, 
careless, late for work, absent from work, and an indifferent workman. And 
then, at the same time, when the effect wears off, when he feels the abstinence 
symptoms beginning, the restlessness and the gastric disturbance, agitation, 
then he will be less efficient at his work in that stage too, he will have to 
absent himself from work to give himself a shot and in all these ways his work 
history suffers. He loses the confidence of his employer and they soon find that 
his services are no longer required. 

Now, those, I consider are the direct harmful effects of narcotics on the 
addict— on himself. 

There are also indirect harmful effects of addiction on the addict. First 
of all he becomes an object of fear and scorn and suspicion on the part of the 
general public. Secondly, an employer won’t hire known drug addicts, even 
if they’re not using it at the time, or rarely, because they are afraid of them 
relapsing and afraid of them returning to crime. Third, they are constantly 
being questioned and checked by the police if they are in a large city, whether 
they’re using drugs or whether they’re not using them. It is the duty of the 
police being carried out, but they are constantly being under surveillance. 

Fourth, if they are using drugs, they are almost certain to be constantly in 
crime and inevitably get sent to jail, with all the disrupting effects that being 
sent to jail may have on them personally, and their farzily relationships and 
in their employment record. Addiction also has some ha) mful effects on society 
generally; first, chiefly the economical loss to society through the depredations 
of addicts to get funds to buy their drugs. And in this cost should be included 
not only what they steal but the cost of the courts, the cost of the 
police, the cost of their care in prison. Secondly, perhaps still with the eco- 
nomic factor, it might be mentioned that the women addicts are largely 
prostitutes. They get their funds illegally it’s true, but they are donated to them 
by their clients. 

The second harmful effect on society is the fact that the addicts are in 
the community probably does influence some young people as they themselves 
were influenced to follow in the footsteps of addicts. That’s the fact that 
they’re there may influence the starting of other people on addiction. 

And the third harmful effect on-society, the addict prostitutes and prosti- 
tutes generally, are one of the chief means of spreading venereal diseases. 
It is estimated that about half, or more, of the prostitutes in Vancouver are 
drug addicts. Non-addicted prostitutes are not infrequently alcoholics but 
because their expenses are less they don’t run the risk of infecting as many 
customers as the addicted prostitute does. 

Senator TURGEON: In a rough estimate, doctor, what of the percentage 
between men and women addicts? 

Dr. STEVENSON: Three men to one woman. Almost exactly according to 
our figures. 


Senator Hopces: Mr. Chairman, time is getting on I imagine. I hope we 
are going to have an opportunity of hearing Dr. Stevenson say something 
about the suggestion which is often being made on the establishment of narcotic 
clinics? 

Mr. LieFF: Senators, I was just going to ask the following question of the 
doctor. I was going to ask what treatment plan you recommend for addicts? 
Is that what you had in mind, Senator? 


Senator HopceEs: Yes, I am very anxious to hear that. It has been suggested 
from various sources that if we had narcotic clinics where drug addicts could 
get their drugs either free or for very low cost and thus do away with the 
profit motive, that we would almost wipe out drug addiction. I’d like to hear 
the Doctor’s views. I know he has pronounced views on the subject. 
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Senator Howpen: I think there is a question preceding those questions 
that might well be asked. That is, Doctor Stevenson, have you any record of 
cured addicts? 


Dr. STEVENSON: Oh, yes. 

Senator HowpdEN: Definitely? 

Dr. STEVENSON: Oh, unquestionably. But I would like to discuss the 
concepts of “cure” as a part of my presentation. 

Senator HowpbEN: Yes. Well that, I think, is the all-important matter. 

Dr. STEVENSON: Oh, yes. 

Mr. LigerF: Mr. Chairman—with your permission Dr. Stevenson—I have 
three questions to ask, one of them is the one I just asked— 


The CHAIRMAN: Just a minute, please. I wonder, Senator Hodges, if we 
could leave your question and bring it up under a new subject so that we 
could go into it fully, because— 


Senator Hopces: Well, I was only thinking of the time. I didn’t know how 
long Dr. Stevenson was going to be here. 


The CHAIRMAN: He’ll be here this afternoon. 

Senator HopGEs: Oh, I beg your pardon. I did’nt know Doctor was coming 
here this afternoon. Oh, I’m sorry. The agenda has been altered likely— 

The CHAIRMAN: I’d like to review that the— 

Senator HopcEs: I say, the agenda has been altered. 

The CHAIRMAN: A little bit. 

Senator HopcGes: Oh, well, we prefer the question then, Doctor. 

Dr. STEVENSON: Thank you. 

Mr. LieFF: I just wanted to ask what you had in mind for a treatment 


plan, whether you had any recommendations to make with respect to a treat- 
ment plan for addicts, doctor. 


Senator HOwpDEN: That should be the very end—the finish. 
The CHAIRMAN: That is a very important subject. 


Senator Hopces: Mr. Chairman, may I interject a comment here? May 
we be told of the change in the agenda then? Because I was simply going by 
the agenda that we have before us. 


The CHAIRMAN: You have four names before you for Monday. 
Senator Hopces: Yes. 


The CHAIRMAN: Captain Leslie, Salvation Army; Doctor Ross MacLean, 
Vancouver Physician; Mr. R. S. S. Wilson— 


Senator HopcEs: Well, are they all speaking this afternoon as well as the 
Doctor? 


The CHAIRMAN: Mr. Wilson is off and Magistrate Orr is on. That’s the 
only change. 


Senator Hopces: Oh, I see. But Doctor Stevenson is going on this after- 
noon. 


Senator TURGEON: Dr. Stevenson will be on after two o’clock also. 
Senator Hopces: Oh, well, that’s the point I wanted to make. 
The CHAIRMAN: We are not putting any time limit— 

Senator Hopces: I just wanted to make sure. Sorry, Doctor. 
The CHAIRMAN: Go ahead. 

Senator HorNER: What is the question again? 


Mr. Lierr: The question is what treatment plan do you recommend for 
addicts? 
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The CHAIRMAN: We’ll defer that because there are one or two questions 
which should be asked probably dealing with the last matter that we touched 
on. We’ll come to the treatment plan and we’ll then deal with the statements 
made in his bulletin about the British system and the suggestion by the clinic 
that free drugs be given. That is a subject we are all interested in. 


Mr. Lierr: There is another question, of course, what about the legal sale 
of drugs and any other suggestions you might have doctor. It has been sug- 
gested that we perhaps take them in slightly different order from what we had. 
What you have in mind yourself I don’t know. 

Dr. STEVENSON: I just have two more subjects, or facets of the problem 
that I would like to discuss. One has to do with the whole problem of treat- 
ment and the other one has to do with additional points having to do with 
control of the narcotics. 

Senator Hopces: I would like to move that the Doctor go ahead then with 
his presentation. 

Dr. STEVENSON: This is a longer statement and I’m afraid you’re getting 
tired of listening to me here. 

Several Senators: No, no, go ahead. 


Dr. STEVENSON: This section of the discussion then, has to do with treat- 
ment for drug addicts. I would just like to preface that by saying that as a 
physician and my approach to the treatment is, of course, the treatment of 
the individual. At the same time I am aware that there are number of other 
aspects of treatment and control which other people will perhaps present to 
you differently than I will deal with the subject. 

The needs for better methods of treatment, better control of the whole 
narcotic problem, was uppermost in the minds of the Vancouver Community 
Chest committee, as well as the University Advisory Committee which organized 
this research which I have the honor of directing. 

The known high relapse rate, with all previous forms of treatment, even 
in so excellent a hospital as the Lexington Hospital. You know about the 
Lexington Hospital? 

The CHAIRMAN: I have heard of it. 


Dr. STEVENSON: It is operated by the United States Public Health Service, 
in Lexington, Kentucky, and is almost entirely for the treatment of narcotic 
addicts. 

The need for treatment has had a great deal of thought with all of us. 
It was recognized that getting the person off drugs is relatively easy. The 
problem is how to keep them off them—how to prevent them relapsing and 
what can be done to prevent relapsing. First of all it should be kept in mind 
all the forces which directed him towards drugs in the first place. Inherited 
instability, poor training, personality weakness, association with addicts, strong 
desires for sensory pleasures; unwillingness to accept social responsibility, easy 
discouragement—all had continued to exert their influence to push him back 
to drug usage. A drug which, for the time, seems to solve all his problems. 
Even a heavy alcohol use does the same for many persons who are addicted 
to alcohol. That is, the forces which led him to take drugs the first time lead 
him back to it again and again, reinforced now by his pleasant memories of 
what it did for him previously. 

The object of treatment, therefore, after realizing that the addict is a 
victim of his inheritance and faulty training and personality weakness, and 
poor habit formation, the object of treatment is to take such assets as he still 
has, (as one does, say, for the blind or an amputation case), take his assets 
and train him for social adjustment. Psychotherapy may give him a better 
understanding of himself and why he takes drugs. But he needs much more 
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than understanding. He needs training and retraining. He needs emotional 
maturing. He needs social acceptance. He needs occupational opportunity 
and he needs to give up his delinquent associates and his delinquent way of life. 

It should be made clear too that there is no magical cures of drugs even 
in this age of miracle drugs, such as antabuse, for example, for the alcoholic 
addict. That is a chemical substance which makes it impossible for the 
alcoholic to drink without becoming deathly sick. We don’t have such a drug 
to counteract heroin. At the same time, researchers should be constantly 
looking for a drug which, on the one hand might kill the desire for narcotics, 
or on the other give them sufficiently comforting effects without producing 
addiction or other socially or medically undersirable effects. 

The concept of cure for addiction should be a modest one, increasing 
the personality strength and social adjustment of the addict on the one hand 
and providing him with an environment in which he can work and live with 
reasonable happiness and without having recourse to unfavorable habits. 
That is just a social cure that I’m talking about, not a clinical cure, not a 
surgical cure, such as removal of an inflamed appendix, but a social restoration 
with the ability to control socially unsatisfactory forms of behavior. That 
is what I mean by a cure. A person can’t be cured of the desire for wanting 
drugs any more than those who don’t smoke are cured of the desire to smoke. 
Some of us have given it up but would like to smoke right now. But when 
we don’t smoke we’re not cured. 

When I came to Vancouver in November, 1953, I soon. learned of the 
large size of the addiction problem, but I also learned that there were no 
treatment facilities available to the average addict, many of whom came to me 
asking for treatment and many more left Okalla and British Columbia peni- 
tentiary only to relapse to drug use soon after leaving. 

As I have indicated, the Chest’s committee on addiction, University Com- 
mittee, were also much interested in the treatment centre. I approached the 
authorities at the Crease Clinic at the Essondale Hospital and was informed 
that they did not see their way clear to receive addicts for treatment. I ap- 
proached the Vancouver General Hospital and was told that they could not 
receive addicts even for withdrawal treatment because the British Columbia 
Hospital Insurance Plan would not pay them for the hospitalization of such 
persons. A private sanatorium which I approached was willing to accept 
addicts but the costs were so high that ordinary addicts could not afford it. 
Even small private hospitals were reluctant to take addicts and their fees 
were also higher than could ordinarily be paid. So, there was no treatment 
facilities, as such, available, in spite of the fact that there were so many addicts 
in British Columbia, many of them asking for help. 

Treatment for addicts falls naturally into two phases. A: the withdrawal 
treatment, and B: convalescence and rehabilitation. In the withdrawal phase 
the patient is very sick physically and mentally. He needs good medical and 
nursing care; he needs total security because of his not infrequent suicidal 
attempts, and his tremendous craving to seek out drugs. He needs security 
to be isolated from his well-meaning but misguided friends who might bring 
drugs to him. 

Senator Hopces: Excuse me, doctor. When you say “total security” do 
you mean segregation? 

Dr. STEVENSON: Yes. Such as the psychiatric ward at the Vancouver 
General, or at Crease Clinic where one is behind bars or locked doors, if you 
like, where he can be protected from himself and protected from his misguided 
friends. 

There are various methods of helping a patient through this withdrawal 
period. Usually the patient is over the physical suffering in five to fifteen days 
and is ready then for the convalescence and rehabilitation period. For what 
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I considered good reasons, I recommended that the rehabilitation treatment 
be taken in a centre completely separate from where the withdrawal treatment 
would be taken. I recommended, too, that the British Columbia Government 
be asked to change the regulations of the Insurance Act to permit General 
Hospital to be paid for withdrawal treatment of addicts for a period not 
exceeding three weeks. Even if this request is approved, and I haven’t learned 
yet whether the Government has taken any action on it, the General Hospital, 
because of their over-crowding, may still find it difficult to take addicts for 
withdrawal treatment. I have also urged, therefore, that pressure be kept on 
the Crease Clinic, or Essondale, to give withdrawal treatments there, and if 
financial arrangements can be made, that the private sanatorium previously 
referred to, or other private hospitals, might also assist with the withdrawal 
treatment. 

I should state here that because many addicts have “kicked” their 
habit—I don’t want to bring slang into this, but this is the phrase these use 
for curing themselves, or getting off drugs themselves, kicking their habit— 
with very little help and have gone to work immediately and without relapse 
for months or years, even permanently, and because long incarceration either 
in prison or hospital is no guarantee against immediate relapse I see little 
reason to commend the idea of a long and enforced incarceration in a narcotics 
hospital of the Lexington type. 


The Lexington Hospital, excellent as it is in every way, readily admits that 
its high percentage of relapses is in part because it lacks post-hospitalization 
rehabilitation facilities. I have therefore recommended that the addicts go 
direct from the place of his withdrawal treatments—General Hospital, Crease 
Clinic, private senatorium—to the rehabilitation centre. My idea of a rehabil- 
itation centre, having in mind that it would be a pilot plan and should not 
involve large capital outlay, was that a large rooming-house, or nursing home, 
or private hospital, be rented as a going concern, should have accommodation 
for fifteen to twenty men and be staffed by trained social workers and reha- 
bilitation officers, with medical consultants and other consultants and assisting 
staffs. I recommended that patients admitted to it should come voluntarily; 
that the expenses be taken care of for a maximum of four months, during which 
time physical and mental convalescence would be aided by psychotherapy, by 
occupational therapy, recreational therapy, by companionship of volunteer 
workers and that a job be found for the person as soon as possible after he 
enters, within a month, the patient continuing to reside in the rehabilitation 
centre up to the four month maximum, if his job was within the metropolitan 
area of Vancouver. 

On leaving the rehabilitation centre he would be expected to keep in touch 
with the centre, would report immediately any work lay-off or social difficulties, 
and would be free to return to the centre if he needed further help or if he 
returned to Vancouver from a distant part of the Provin¢e if he had gone there 
in search of work. 

For women addicts who exist in a ratio to men of one woman to three men, 
I recommended foster home care with the same program of rehabilitation, but 
only one or two women in a foster home. They would be paid—the hostess, the 
mother in the home, would be paid for at a reasonable rate for the one or two 
women she would have. And the women would be visited every day by the 
social workers of the rehabilitation centre. Jobs would be found for them 
in the same way as for the men. Because of their previous immoral habits 
it seems undesirable that women should be living fifteen to twenty in one 
house as was recommended for the men. 


The Community Chest committee accepted these proposals and incorporated 
them in briefs to the British Columbia Government. The Speech from the 
Throne in January, 1955, indicated that the Government agreed to offer assist- 
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ance, presumably along these lines, or some similar lines, and funds were voted 
for implementing these proposals. I have not heard yet if the Hospital Insur- 
ance regulations have been changed to permit payments to general hospital 
for withdrawal treatment. 

It is expected that a citizens organization, something like the Alcoholism 
Foundation, will be set up to receive the government funds for the operation 
of the rehabilitation centre. 

It should also be noted that addicts completing their sentences at Okalla, 
or the British Columbia Penitentiary, who will have had their withdrawal 
treatment in those institutions may be admitted to the rehabilitation centre 
after completing their sentence for rehabilitation. 

I have already indicated that I do not favor compulsory detention for 
lengthy periods in a Lexington type institution in a remote area of the Province, 
such as has been advocated from time to time by others, notably the police. It 
is understandable that the police, knowing that addicted persons are usually 
involved in crime to get funds for this expensive habit, would wish to have 
such persons away from Vancouver and safely under lock and key and getting 
treatment in some remote place. It is also argued that addicts at large are like 
cases of open tuberculosis in that they influence or infect susceptible persons to 
join the ranks of the drug addict. I think that statement would be difficult to 
substantiate except very rarely. 

From the standpoint of the individual addict it is a well known fact that 
long periods of incarceration, even in excellent hospitals such as Lexington, is 
no guarantee of abstention from drugs on release. A great majority of addicts 
leaving prison revert to drugs immediately, or within a short time, if rehabilita- 
tion and employment facilities are not available. That’s why we are emphasiz- 
ing so strongly the need for rehabilitation facilities. Moreover, if treatment 
were compulsory the addict would resent the incarceration as he now does his 
imprisonment and would show this resentment by returning to drugs even if it 
means re-arrest and return to prison. It should be noted that the addict does 
not really fear prison and in contrast with the life he lives on the street as an 
addict he may be much happier in prison than out of it. 

Senator Hopces: Doctor, may I interrupt there. Then why does he resent 
it, if he is happier in prison? 

Dr. STEVENSON: He doesn’t agree’ that he is happier. He still wants his 
freedom. At the same time, when one sees the addict in Okalla, how quickly 
they improve under the good care they get there, they really are much better 
off than they are in some conditions the way they have to live on the street, 
going out from day to day to steal, and things of that sort. They all recognize 
that it is a rat race with just a dead end street. 

The CHAIRMAN: Doctor, how do you separate the dual life the drug addict 
has? He is a criminal addict in the first instance, I am speaking of him. He 
is picked up for drug addiction. Now, would you say that a man who has lived 
a life of crime, and had been picked up for drug addiction, if you put him 
loose and put him on some kind of parole without anybody looking after him, 
would it cure his immoral life? 

Dr. STEVENSON: No, I’m not— 

The CHAIRMAN: You must differentiate. 

Dr. STEVENSON: I’m saying that he should have after-care, that he should 
go to rehabilitation centre and should have follow-up for an indefinite period. 
But there are addicts on the streets today—a woman was in to see me last 
week with no charge against her at all—but she’s an addict and she’s pleading 
for help but there’s no place I could send her. 
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Senator TuRGEON: Could I interrupt for one further question. Would 
what you are just saying now in answer to the last question or two apply to 
the statement made previously that the addict becomes an addict largely 
because of his life not being a proper one and he is criminally inclined to some 
extent before he becomes an addict—then, after he’s an addict, is he more 
criminally inclined than he was awhile ago? 


Dr. STEVENSON: Only to steal oftener or larger amounts than he did before. 


Senator TURGEON: The same person would be criminally inclined if he had 
never become an addict? 

Dr. STEVENSON: Well, as I mentioned earlier, they have had convictions but 
that doesn’t mean that those people are in crime all the time. They go years 
in between offences. A person may have only one offence and never again 
be in trouble with the police. There are many people, not only in Vancouver 
but every city, who had a conviction when they were young and then have 
straightened up and have kept out of trouble ever since. Some of these people 
could do the same. 

I’m glad you brought up the point though. In any treatment planned I 
think it has to be quite clear that it is not just a matter of relieving him of his 
addiction but a matter that he has to change his whole way of life. 

The general tendency to speed up and streamline hospitalization for most 
conditions these days might also be thought of as another reason for not 
assisting long, boring periods of relative inactivity in hospital, the high cost 
to the community for its upkeep and loss of potential wages. Most addicts 
do desire to be relieved of their affliction and the best results have been 
achieved when the addicts have had good work opportunities, good home life 
and absence from the drug-contaminated area of the city where he was 
formerly residing. 

If an addict refuses to take treatment when offered to him, or fails to 
cooperate with the treatment program, then he should be regarded the same 
as any other person if he breaks the law and be treated accordingly. At the 
same time there is the occasional case who is benefited by compulsory treat- 
ment and it would be desirable to have provision made in the statutes of this 
Province and all Provinces for compulsory treatment where especially indicated 
as is provided for in four Provinces—the only one I have personal knowledge 
of is Ontario—where provision is made for the treatment of both alcoholic 
and addicts in the Ontario Mental hospitals. 

A Lexington type maximum security hospital. would be costly to maintain, 
might be very difficult to staff, especially if the Williams Head site should be 
selected, and although British Columbia has roughly half of Canada’s addicts, 
I doubt if it wants the other half even in a maximum security hospital here. 
A maximum security hospital would still be a jail to the addicts. Moreover, 
the recommendation for compulsory treatment for long periods in a maximum 
security hospital only vaguely disguises the fact that the proponents of such a 
plan are greatly concerned with getting law-breakers away from areas where 
they have jurisdiction. Our society would be protected to some extent by the 
isolation of addict law-breakers. Their removal only leaves the field open to 
non-addiction law-breakers who, in Okalla, out-number addicts by thirteen 
to one. Moreover, the same reason then would apply to the women prostitute 
addicts. Why segregate them even for years, or for life, as is recommended by 
some people, and leave the field to the non-addicted prostitutes: It should be 
noted, too, that female addicts do not ordinarily engage in theft but receive 
fees donated voluntarily by their friends. Many of the non-addicted prostitutes 
are alcoholics—that is, they are addicted to alcohol. Why discriminate against 
the herion prostitute and favor the alcoholic prostitute. The same general 
eomment applies to the men. We have studied an alcoholic bad check passer 
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who had been sentenced five times in the past year to Okalla. Why don’t we 
isolate him for a year in a similar hospital for alcoholics. Or, to be logical, 
why not isolate all repeating law-breakers? 

I am not advocating any such plan, but use this argument to point up the 
essential unfairness of discriminating against the man who prefers heroin to 
alcohol. 

It should be recognized that long term isolation has not worked well with 
alcoholics. It certainly hasn’t worked well with drug addicts and it’s only 
justification, if applied to addicts, is that it would take one segment of law- 
breakers off the street as a protection to society but leaves the field open to 
all the other recidivists. 

The CHAIRMAN: Doctor, could I interrupt you right now. You haven't 
answered the question asked by Senator Hodges. I was wondering if we could 
adjourn for lunch now and come back at two o’clock? 

Senator Hopces: And then resume his evidence. 

The CHAIRMAN: I wonder if you would come with us and have lunch as a 
guest of the senators. 


Dr. STEVENSON: Thank you very much. I have another appointment, I’m 
sorry. 


The CHAIRMAN: We are adjourned until two o’clock. 
The Committee adjourned until two o’clock this afternoon. 


AFTERNOON SITTING 


The Committee met at 2:00 p.m. 


The CHAIRMAN: We will commence with Dr. Stevenson where he left off. 
He was going to deal, I think, with the free drug aspect. 

Mr. LIEFF: You were dealing with suggestions about treatment at the 
adjournment. I was just wondering, doctor, if you had any other suggestions 
for a more satisfactory way of handling the drug addict than we are handling 
them now, in addition to what you have already said. 

Dr. STEVENSON: Well, I have several other suggestions and in the course 
of these remarks I will have something to say about the legal sale. Un- 
fortunately, I lost my glasses during lunch hour. I had to borrow these glasses. 

In addition to the treatment features, then, that I outlined this morning, 
there are several other features that I would like to suggest for your con- 
sideration, and the first one is a repetition and emphasis on what I made this 
morning; namely, that maximum efforts to prevent drugs coming into Van- 
couver is tremendously important to prevent them becoming easily available 
to the addicts. The need for still greater concentration of police effort and 
total efforts against the trafficker and the smuggler, I think, are of paramount 
importance. 

Then, the second one, for uncooperative addicts who refuse treatment for 
their addiction or repeatedly break the laws, I would suggest that we stop 
thinking of them as addicts and think of them as we think of law-breakers 
generally, and that they be treated the same as any non-addicted law- 
breaker. 


Mr. Lierr: Has anybody else got a pair of reading glasses? 
Senators—several offers. 

Senator Horner: These are just an old pair of reading glasses. 
Senator LEGER: These are just reading glasses, too. 


Dr. STEVENSON: Lots of offers. That is swell. Senator Horner’s glasses 
are satisfactory. 
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They should not be excused from the penalties the law provides merely 
on their claim that they steal to support their habits. Addicts don’t steal to 
support their habits, they steal to support themselves and their expensive 
tendencies, and the habit can be broken by any addict fairly easily if he can 
be offered a better life or can develop a better value system. 

Then a third general ‘recommendation or suggestion is that anything 
that makes for better home life for children and adolescents is something that 
should be cultivated by all parts of the general public and better parents, 
better parent education, better working conditions, better attitudes to society, 
better mental hygiene training, better children and better education for life. 

The next point is a point on public education which is also a controversial 
point, and I think it needs to be emphasized that both the doctors who become 
drug addicts and the underworld or delinquent people who become drug 
addicts, all have had education on drugs. The doctors have had it through 
their medical schools, and yet some of them have become drug addicts, and 
so have some nurses and others. And the so-called criminal addicts, or the 
under-privileged addicts they have learned all about drugs in the communities 
in which they are raised, and as they become adolescent their association 
with people who know about drugs, but it hasn’t kept them away from drugs. 

Mr. Anslinger, the Commissioner of Narcotics in the United States is 
strongly against public education of school children on drug addiction because 
he says it’s apt to stir up their curiosity rather than appease it and he points 
out what I pointed out, that the people who become drug addicts have had 
plenty of education on the subject and still have gone on drugs. 

Then,—perhaps I’d better leave my comments about legal sale until the 
end. The question of the laws which pertain to narcotics and to addiction, 
and I may be treading here on ground of which I am certainly not an authority, 
but the laws pertaining to narcotics have been scrutinized and were amended 
at the last Session, they perhaps might be scrutinized still further. We’ve— 
speaking for myself rather—I would like to point out that the opium and 
narcotics drug act as it stands now is a pretty harsh law as it relates to 
people illegally in possession of drugs. The minimum compulsory sentence 
is six months in jail. The magistrate or judge has no—is not allowed to exer- 
cise discretion, is not allowed to give suspended sentence or probation or fines, 
but he is required by the Act itself to impose a minimum of six months. 
We recently studied a girl who, at the age of fifteen, in Vancouver, was 
associating with peeple who were drug addicts and she had some drug too and 
was caught and conyicted and sentenced to six months in jail. So that I am 
recommending that for first offences at least, there be—that the judge or 
magistrate have the power to use his judgment in the matter of probation or 
suspended sentence, possibly even a fine, rather than the compulsory jail 
sentence. 

Senator Hopces: May I interrupt here, Mr. Chairman? Doctor, in 
connection with that, wouldn’t you want to put in some proviso that they have 
treatment of some kind or would you just let them loose after finding them? 

Dr. STEVENSON: Well, it depends there what the charge is. There are a 
large variety of charges. I am speaking here of the Opium and Narcotic Drugs 
Act. I think that is a very good point, Senator, and I would agree that if the 
patient, or prisoner, is given suspended sentence or something else, that one 
of the terms of it should be treatment. 


Senator Hopces: Otherwise you have somebody—their first offence— 
when they are more amenable to treatment than rehabilitation. 


Dr. STEVENSON: That’s perfectly right. I’m glad you mentioned that. 
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Senator HorNER: Of course, the consideration could be taken as to what it 
would mean, perhaps a good home— 

Dr. STEVENSON: Yes. Well, if these treatment facilities that I was speaking 
of this morning, were set up, such a person could go there. As a matter of fact 
that is the next recommendation I was going to make for persons who have 
been sentenced to say second or third, or even further, offenders, that is that 
they should be given the same parole privileges as other prisoners. At the 
present time, a person convicted under the Opium and Narcotics Drug Act 
is not entitled to parole. He must serve out his full sentence without any 
usual time off for good behaviour. And there, I was going to recommend that 
one condition of the parole in certain cases might be that the subject agree 
to accept treatment for his addiction in a rehabilition centre. But that 
would apply to the point you made too, Senator. 

Senators HopcEs: In case of a first offender? 

Dr. STEVENSON: Yes. I’m glad you mentioned that. I overlooked that. 

I suggest too that the attitude of the law and society as expressed through 
the Opium and Narcotic Drugs Act, indicated that we have one law for the slum- 
born or under-privilege addict, socially handicapped addict and another for the 
professional addict. I am aware that it is not a crime to be an addict in Canada 
—it is a crime to be illegaly in possession of certain narcotic drugs. While in 
effect the law, as applied to illegal possession, is directed at the man for being 
an addict because the only reason the non-pushing, non-selling addict has 
heroin in his possession is to enjoy its effects. During the past year I’ve seen 
this fifteen year old girl I referred to, also seen a fifty-five year old woman with 
only a few cents worth or heroin in her possession at drug store prices intend- 
ing to take it for her own comfort, sentenced to five years in the penitentiary. 

Senator Hopces: Had she a record, doctor? 

Dr. STEVENSON: Yes, she had a record for which she had paid her penalty. 

Senator HopGEs: Yes, I know, but I mean— 

Dr. STEVENSON: She had a record. She had been convicted before for the 
same thing. 

Senator HopcEs: Well, was she simply as an addict or a pusher?— 

Dr. STEVENSON: No, just for simple possession. She wasn’t doing anything 
else except giving herself this injection of heroin. 

Senator LEGER: Was it bought illegally? 

Dr. STEVENSON: It was brought illegally. She was in illegal possession. 

I have also seen a man with a job to go to the next day, would come down 
to Vancouver for a holiday and was using heroin, sentenced to two years for 
possession of a dirty syringe—a syringe that is analyzed when sent to the 
laboratory for investigation. There wasn’t, I suppose, not a hundredth of a 
cents worth of heroin in it, but he got a two years sentence. 

At the same time there are physicians, nurses, druggists and dentists and 
veterinarians who are drug addicts who never get into jail, the excuse offered 
being that the doctor has a license to be in possession of narcotic drugs, but he’s 
an addict for exactly the same reason that the socially handicapped person is an 
addict. He is a weak personality who was curious to know what drugs were 
like and continued to use drugs because he liked them. The myth should be 
exploded once and for all that these doctors become addicts because of over- 
work in their practice. It just isn’t true. And a physician drug addict having 
the responsibility for the health and lives of sick people who go to them, is 
certainly a menace to society. But the physician addict is treated by the law 
and the narcotics division and the police with the greatest consideration and 
gentleness, in marked contrast to the way the socially handicapped addict is 
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used by the law and by the police. I am not finding any fault with the police; 
as a matter of fact I have been impressed with the earnest, humane and intel- 
legent way they carry out their duties, both the narcotic officers of the Van- 
couver police force and the narcotic officers of the R.C.M.P., but they have 
their instructions as to methods of search and they employ them con- 
scientiously. But, as a physician, I resent the fact that we physicians and 
other professional people are given preferred treatment as compared with the 
socially handicapped people, even though we have had many advantages in 
our homes and training and education that give us less excuse than they for 
indulgence in the narcotic habit. I am not suggesting that physicians who are 
addicts be treated as harshly as the other group, nor am I advocating that the 
socially handicapped group be treated as leniently as the physician group. 
But I am contending that the same general principals of law and treatment be 
extended to both groups. The physician addict can get his drugs cheaply, 
through legal or semi-legal channels and he has the money to buy them. He is 
not treated harshly by the law. The socially handicapped addict has to pay an 
enormous price for the same drugs and has to buy them with stolen money 
if he wishes to continue, get them through drug bootleggers, and is dealt with 
extremely harshly by the law. He is a very weak personality and in doing 
what he does as an addict he challenges the power of powerful drugs, the 
power of a harsh law and the power of a very capable police force. The 
outcome is inevitable but it should be kept in mind that a person doesn’t 
deliberately choose to be what he is. The delinquent person from whose ranks 
come the socially handicapped addicts is what he is because of inheritance, 
the type of parents and home in which he was raised, his economic and other 
social handicaps. The physician is what he is because of his inheritance, the 
type of parents and home in which he was raised and his economic and other 
social advantages. Weak personalities exist in both groups, some of whom 
become drug addicts. If compulsory treatment is to be applied it should be 
applied to both groups equally. If punishment in prison is to be applied it 
should be applied to both groups equally, modifying the law if need be to see 
that both groups are treated equally, in contrast to the extreme leniency now 
shown the professional group and the extreme severity now shown to the 
socially handicapped. I am not advocating compulsory treatment for addicts, 
except in very special circumstances. Much less am I advocating compulsory 
imprisonment for addicts. I am advocating a thoughtful and sincere 
re-appraisal of society’s attitude to the addict, all addicts, based on actual 
knowledge of the harmful effects of addiction to the user and to society. 

Senator GERSHAW: Is it not a fact, Doctor, that the drugs that the phy- 
sicians get are recorded very carefully and if he is using the quantity, or 
anywhere near the quantity an addict is using it would very soon be 
discovered and his source of supply would be cut right off? 

Dr. STEVENSON: I expect that’s so. At the same time he is given every 
opportunity by a very gentle and careful administration to try to get him off. 
He doesn’t have to put up with the problems and difficulties that the other 
group’of addicts have to put up with. 

Senator GERSHAW: The quantity he gets though is very strictly limited? 

Dr. STEVENSON: No, there are doctors who have been drug addicts for 
many years and are still drug addicts, where they are getting it I wouldn't 
know. 

Senator Hopces: Mr. Chairman, I’d like to ask the doctor, isn’t it a 
question—to the best of my knowledge—doesn’t the law say the illegal poss- 
ession—? 

Dr. STEVENSON: That’s the point— 
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Senator Hopces: What you’re suggesting is we should review our inter- 
pretation of “illegal possession”, as far as the law is concerned. 

Dr. STEVENSON: Yes. The whole thing might be reviewed in order that— 
We say there’s no law against being an addict in Canada and that is true. 
But after all that is the only reason a person is an addict, or has illegal 
possession, in order to take it for his own personal pleasure. 


Senator HOWDEN: It is against the British law to make fish of one and 
flesh of another. 


Dr. STEVENSON: That is the point I am making. 


Senator KincG: Doctor, I am surprised to learn that there are so many 
addicts among the professional class. I thought that had pretty well passed 
away. 

Dr. STEVENSON: The figures were given to you in Ottawa which showed 
three hundred thirty-three members of the profession in Canada are known, 
to Ottawa, as drug addicts. 


Senator TuRGEON: Are all those three hundred thirty-three medical 
doctors? 


Dr. STEVENSON: No, about half of them. 

Senator TURGEON: What are the other half, nurses—? 

Dr. STEVENSON: Nurses, dentists, druggists, veterinarians. 

I have nothing else written out about legal sale, or the arguments for and 
against legal sale. The paper which I wrote and which was published a couple 
of months—two or three months ago, is before you. (See Appendix A.) How 
do you wish me to deal with that? 

Mr. LIEFF: What about legal sale? In a word— 

Senator HORNER: Would you express your opinion? 

Mr. LIEFF: Just in a word. 

The CHAIRMAN: There are two matters mentioned particularly in your 
bulletin here that are of great interest to our committee. One is the legal sale 
and also you mention the English system. Apparently you have some infor- 
mation on that which you wouldn’t mind touching on after you complete the 
previous subject. It’s most important that we hear all we can about the 
English system and the free sale of drugs. 

Dr. STEVENSON: When I came out here from the East in November, 1953, 
there was evidence presented to you that a strong recommendation had been 
made for legal sale of narcotics by the Community Chest’s committee on 
addiction, and it had met with a good deal of discussion. I told the committee 
when I first met with them that this would be one of the subjects which 
we would study, the pros and cons of legal sale, so it has been studied now 
for well over a year before this paper is written. The suggestions made by 
the committee and by some of the addicts themselves were that legal sales, 
as a part of a general controlled plan, if you like, a clinic should be set up 
where registered narcotic users could receive their minimum required dosage, 
and that this register would maintain a constant check up on the number of 
addicts in the community, the protective life of the addict and support him as a 
useful member of society, the assistance he would get would hasten his rehabi- 
litation, or at least reduce the amount of his addiction since many of the 
stresses of the addict’s life would be reduced, and that this action of setting 
up clinics would ultimately eliminate the illegal drug trade. Some of the 
additional points made by the addicts in discussing it with them, that if drugs 
were easily available the cost would be nominal and the addict could support 
a modest habit from his wages. He would not be in constant conflict with the 
police, nor would he be sent to jail. Absence of police arrest and jail sentences 
would enable him to work steadily and maintain his home and family and 
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respectability. Employers are reluctant to employ anyone with a record of 
jail sentences so that if drugs were legal it would enable him to avoid them 
in that way too. 

If he could buy drugs legally he wouldn’t have to pay the exhorbitant 
prices of the black market. And addicts claim that they are less of a danger 
to society than people are with alcohol in their circulation. He contends, that 
is, the addict contends that with herion he only wants to be quiet and relaxed 
whereas the alcohol user is apt to be agressive and dangerous. Also, if drugs 
were legal, they would lose their glamour and adolescents would not be 
attracted to them as they are now. Some addicts complain too that having 
learned to like narcotics they resent the legal prohibition and are all the 
more determined to get them in much the same way as in the days of alcohol 
prohibition when people thought it smart to out-wit the police, patronize boot- 
leggers and generally show their defiance of the alcohol prohibition law. 

Now, these arguments sound attractive when you read them and hear 
them in this way. The addicts quote them and believe them and various books 
have been published advocating legal sale— 

Senator Lecer: May I ask a question at this moment? How would you 
go about having these clinics? The patient, for instance, who has to take four, 
or five, or six injections a day? 

The CHAIRMAN: He is just outlining the recommendation of another 
group— 

Dr. STEVENSON: You understand, I am not advocating legal sale, I was 
reading out their statement, and I discuss that a little further in the paper 
here. That is, I think, one of the difficulties, that, even if it were the wise 
thing to do, it would be very questionably impossible. 

Senator HowneEn: It’s not the wise thing to do, doctor, I don’t think. 

Dr. STEVENSON: No, I’m quite satisfied that it isn’t too. But legal sale— 
I discuss here two possible means—one is the setting up of narcotic clinics, 
such as they had in the United States thirty years ago, and you have that 
pamphlet now which gives the history of those clinics. In that pamphlet too 
is an article by Mr. R. S. S. Wilson who replied to the Chest’s recommendation 
for legal sale, a very fine paper it is too. 

The CHAIRMAN: As a matter of fact, that idea caught like wild fire, I’ve 
received all kinds of letters saying that is the cure; you remove the top men 
from it if you do that. 

Dr. STEVENSON: That is what I am going on to say, that in countries where 
legal sale has been used it has never reduced the profit motive, it has never 
reduced the illegal sale, illegal sale has increased, whether it’s China or other 
oriental countries, or in the United States when they had clinics, where addicts 
could get their drugs legally thirty years ago, the number of addicts increased 
and the amount of illegal drugs increased and the criminal population and 
prostitute population from all over the United States flocked to the centres 
where these clinics were set up, increasing— 

Senator Horner: A question there doctor. Did they not, in the United 
States, did they not allow the addicts to take the drugs away with them? 

Dr. STEVENSON: That’s right. They were allowed to take it home with 
them. 

Senator Horner: Well, of course, I’d never be in favor of that. I would 
expect that would be the result. 

r. STEVENSON: I don’t know what the recommendation would be of any 
people here, about that, but the point the other senator raised, it would mean 
that the addict would have to go down five times a day, that the clinics would 
have to be open twenty-four hours a day, seven days a week, and be staffed. 
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You would have to have them in all parts of the Province—you’d have to 
have them in all parts of Canada probably, because it would be a Canadian 
law, or possibly each Province might have the right to implement it or not 
as it saw fit. 

Senator LeGcer: Several parts of a city, too. 


Dr. STEVENSON: Yes, and addicts who are addicts in Vancouver and have 
a chance to go to a job away up in some far part of the Province, they would 
have just as much legal right to their drugs there as they would have in 
Vancouver. 

Senator Lecer: It is hardly feasible. 


Dr. STEVENSON: There is an endless series of obstacles to that sort of clinic 
and they are covered in this paper. Well, then, incidentally, I make a point 
there which is interesting to me at least— 

Senator Hopces: Could we ask the page you are on, doctor? 

Dr. STEVENSON: I’m on page five right now. 

Mr. Lierr: Top of the page. 

Dr. STEVENSON: I haven’t been following it too much in detail. 


The point I just want to make is this wide divergence of opinion as to how 
harmful drugs are, when some people advocate the most punitive measures 
towards the addict, and other people want to give them drugs free. 

The CHAIRMAN: Was the drug thirty years ago heroin in the States when 
the clinics were put in? 

Dr. STEVENSON: No, it was largely morphine. But that’s another point I 
make, that if an addict prefers heroin, or cocaine or marijuana, does he have 
the right to get the drug of his choice at the proposed free clinics? In other 
words, you’d have to stock up a variety of brands, as it were, as is done in 
the liquor dispensaries. 

Senator Hopces: Yes, but in the liquor dispensaries you don’t provide it 
free to alcoholics. 

Dr. STEVENSON: No, that’s why I don’t see why they should get their 
favorite drug free. Nobody gives me free coca cola. 

The CHAIRMAN: Don’t tell me you’re taking drugs, doctor. 

Dr. STEVENSON: On page six I discuss some of the defects of those earlier 
clinics in the United States, some of which I’ve already mentioned. I won’t 
repeat them all again. Criminals were coming from all parts of the country— 
no attempts were made to cure the addict, the clinics were merely dispensaries 
for issuing the drugs, there couldn’t be a basic minimum dosage as the Chest 
brief recommended because addicts are only satisfied that is a starting point. 
The mere fact that they are heroin users means that they almost have to 
increase their dosage and what they can’t get legally then they would still 
patronize the bootleggers for the amount he wants. More than one addict 
has told me that they wouldn’t be interested in getting a minimum amount, 
they want enough to get real high on. 

Senator Howpen: Is marijuana as narcotic a drug as opium? 

Dr. STEVENSON: No, it isn’t, and it doesn’t build up tolerance. The person 
doesn’t have to take larger and larger doses of either marijuana or cocaine, 
and it can be stopped much more easily than the heroin habit can be stopped. 
There is no marijuana in this area to speak of at all. In the United States— 

Senator Howven: I didn’t think it was. 

Dr. STEVENSON: In the United States marijuana is a very popular drug 
of addiction. 


Mr. Lierr: There are no withdrawal difficulties? 
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Dr. STEVENSON: No, there are no withdrawal difficulties. 


Senator BEAUBIEN: Doctor, suppose if you establish these clinics, just for 
arguments sake, and all the narcotics would go to this clinic, how would the 
bootleggers get any to peddle around? 


Dr. STEVENSON: The same way they do now. All the heroin they’re selling 
now is made in secret factories in Europe mostly and it’s handled entirely by 
the underworld syndicates. That is a point I thought of during the lunch 
interval. The question was raised about-all the opium in China. It has to 
be converted into heroin and a lot of that is shipped to Europe to be converted 
into heroin in the clandestine factories and then crosses the ocean to New York— 
that’s how it gets from China to New York, and then back to— 


Senator TURGEON: It comes into New York illegally, does it? 


Dr. STEVENSON: Yes, entirely. Fifty countries in the world have now ag.eed 
not to use heroin legally, Canada being one of the last, as from the first of 
January last, no new heroin could be imported into Canada for doctors to use. 
They can only use up existing stocks. 

Senator Kine: And fifty nations have— 

Dr. STEVENSON: Fifty nations have agreed to ban heroin even for doctors 
uses because there are other drugs that are as good or better than heroin. 

Page seven takes me to the English system, because so many addicts have 
the idea—and the general public too—they say why can’t we have the English 
system. And they’re under the impression that the English system involves 
the legal.sale of narcotics to any one who wants to buy it and that he even 
gets his drugs free from the Government, under the Government health scheme, 
but that isn’t so. 

I’m sorry, I need to go back a page or two also about these clinics. A 
second method of legal sale that’s been advocated by some people in this 
Province is that, don’t set up clinics, let the doctors themselves be the clinics. 
Doctors are in all parts of the Province, they work twenty-four hours a day, 
let them supply the drugs at any addicts request. And the medical profession 
resent that strongly, that they should be vendors of narcotics simply for the 
perpetuation of a vicious habit. 

The English system, which I go into a little more on page eight, the laws 
there are pretty much the same there as they are here. They have a dangerous 
drugs act corresponding to our opium and narcotic drugs act and the same 
regulations apply that people have to have a license to be in possession of 
drugs and that drugs cannot be supplied to an addict simply for the perpetuation 
of his addiction, they can only be given for sound medical purposes. But they 
have so few addicts in England, only about three hundred are known to the 
authorities, and under certain conditions addicts can and do get narcotic drugs 
from doctors. If an addict goes to a dottor, say an addict from Canada would 
go to England and had a supply with him which he got here illegally, he could 
go to a doctor in England but he cqulidn’t demand a constant supply of narcotic 
drugs. It would be the duty of the doctor to try to cure him. That’s the 
doctor’s job, to treat and try to heal such people. The doctor is obliged under 
his medical ethics ta try to cure this man, not to perpetuate his addiction habit, 
but under two conditions the doctor may give—three conditions—he may give 
the man drugs. He may give any patient drugs of course if the patient needs 
them for sound medical reasons. But if a man is just an addict, then there are 
just two conditions. One is, if he thinks, if he gets the patient (we’ll call him 
a patient) reduced to a very minimum amount and the patient shows signs cf 
collapse or if the doctor fears the man is going to die, then he is authorized to 
give him what drugs he thinks will keep him alive rather than have the man 
die on his hands. We know in this country that addicts don’t die from with- 
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drawal symptoms—lI’ve never personally known an addict to die from being 
deprived of his drugs. But they have this extremely cautious attitude in 
England so that the doctor who perhaps may see only one or two addicts in 
a lifetime protects himself by being allowed to give very small quantities until 
he gets a man cured, or until the man goes some place else. 

Secondly, if the patient is working at a job and he gets so jittery and gets 
withdrawal symptoms and he comes to the doctor and pleads that he can’t 
hold his job because of his symptoms, that he must have some drugs to keep 
him going, a doctor is authorized again to give him minimum quantities of 
drugs until, again, the man is cured or leaves. The doctor is not authorized 
to give him drugs permanently merely for the sake of continuing his addiction. 
That is the English system. 

The CHAIRMAN: What drug do they use, doctor, mostly? 


Dr. STEVENSON: Heroin is still available in England so whether it be 
morphine or heroin I wouldn’t know, but it would be one or the other. 


Senator Hopces: Doctor, there’s one point—I have your pamphlet here— 
I notice you say, quoting from page seven, it says, “If Britain has an under- 
world, narcotics have never been common among its members and are virtually 
unknown among the prison population of Britain. British authorities have 
never allowed narcotics to get a foot hold on the people.’ What exactly does 
that mean? What steps did they take? 


Dr. STEVENSON: Well, they never nad the oriental influx that we had on 
this continent for one thing. 


Senator Hopces: They had a big population though, and anyone who 
knows England and the dockland areas knows they get a great many Asiatics. 


Dr. STEVENSON: There is an oriental population in Liverpool which still 
smokes opium and gets opium illegally and if they get it illegally they are 
punished, they are punished by fines as a rule. Because smoking opium is 
not one of the things a doctor is allowed to give. Any drug has to be given under 
doctors’ orders. In London, England, there are some colored people who bring 
in marijuana or even demerol around some of the cheap dance halls and places 
of that sort, and they try to sell it ‘to the adolescents and young people there 
who are looking for a kick and a thrill. If they do that, they are punished 
by the law. But here, you see, in our B.C. Penitentiary here, there are a large 
number of addicts, and in Okalla a large number, but in the prisons in England 
(I’ve had correspondence with them in England) a drug addict is a rarity— 
extremely rare—however, firstly, they don’t send them to jail as a rule, even 
these people who get it illegally. They’re usually fined or something of that 
sort and then they disappear or leave the country or move to some other part 
of the country. Whereas, the other people that are getting—these three 
hundred who are getting their drugs from doctors, where the doctor is supposed 
ultimately to get them cured, they don’t go to jail because they’re in legal 
possession of their drugs; it has been prescribed by the doctor. 

Senator HopcGes: Yes, but there are forty-eight million people there and 
people concentrated in small areas, large concentrations of population, and the 
curious thing is that, although you say there are drug addicts—marijuana and 
the other opiates—it’s a curious thing, and they also have situations which 
we have in British Columbia where you get maladjusted people in poor homes 
and that sort of thing, and yet the spread of it hasn’t been comparable. 

Dr. STEVENSON: That’s it. That’s the’ point I made this morning. Buyers 
bring sellers and sellers bring buyers. If there are no sellers there, there 
can be no buyers of the drugs. If there are no buyers there, there’s no business 
for a person to go in and try to sell drugs. He’d be caught by the police very 
quickly. It’s much the same as it was in Japan. One of the most interesting 
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historical features is to compare China with Japan. China had a teriffic opium 
smoking addiction problem as you know, during the latter part, all during the 
nineteenth century into this century. Japan has never had a drug problem 
at all, for the same reason that England has had no problem. They wouldn’t 
let drugs illegally into the country, so no Japanese ever became addicted. 
When I say “no’—I don’t know of one. Even here, in British Columbia, 
where we have fifteen thousand Chinese and seven thousand Japanese, still, 
even after those who left the province, there have been something like one 
hundred and fifty Chinese since 1937 have been convicted but only one Japanese 
in British Columbia in that whole time. There is a cultural tradition in favor 
of opium, if you like, in China. There has been a cultural tradition opposed 
to narcotics in Japan. 

Senator Hopces: The point I’m trying to get at doctor, is you say British 
authorities have never allowed narcotics t6 get a foot hold. 

Dr. STEVENSON: That’s right. 

Senator Hopces: You are inferring by that, that it has been a laxity on 
the part of the authorities which has allowed drug addiction to become, to 
assume the proportions it has here. 

Dr. STEVENSON: No, I wouldn’t say a laxity on the part of the authorities. 
It was perfectly legal, nobody thought there that there was anything wrong 
with the Chinese who were brought in to build the railroads a century ago. 
Nobody thought there was anything wrong in them having opium and thousands 
of tons of opium were imported for the Chinese’ use, and having got so many 
orientals into Canada and the United States, then it spread from them to the 
white populations. That’s one of the points I mentioned this morning. 

Senator HopGcEs: Yes, I remember your saying so. 

Dr. STEVENSON: And much the same in Japan. Formosa had a somewhat 
similar problem when Japan took over Formosa at the end of the last century. 
There was a large addiction problem in Formosa. Of course it had previously 
been a Chinese domain and Chinese people largely. Well, the Japanese started 
to impose the same rules they had in their own country—Japan. But they did 
something which is now being recommended by the Chest committee and 
others. The people who were addicts in Formosa, Japan said we will let 
them, above a certain age continue to get it legally, we will register them. 
And that was the plan, I think, as long as Japan was in control of Formosa. 
So there was a gradual reduction, but at the same time, there were some years 
in Formosa when the illegal supply of drugs smuggled in exceeded the legal 
supply. The same thing applied in Hong Kong, as I mention in this paper. 
Far more people got their drugs, even when it was perfectly legal to get it, 
far more of them got it through illegal channels than through legal channels. 

Senator TuRGEON: Returning to England for just one question, would it 
be fair to assume that part of the record for so few cases in England, compared 
to Canada, would be because so much fewer are recorded there as criminals? 

Dr. STEVENSON: You mean of the total criminal population? 

Senator TURGEON: Yes. 

Dr. STEVENSON: No, — 


Senator TurRGEON: In connection with drugs. There are so many fewer 
drug addicts in England, would that be because, I notice here, that there is not 
the same recording made of all addicts. 

Dr. STEVENSON: Addicts are not registered in England. If an addict goes 
to a doctor the doctor has to report him by name to the home office in London. 

Senator TuRGEON: So that there would be a record of it, then? 
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Dr. STEVENSON: Yes, but they don’t call it a register. A person isn’t 
officially on a black list as it were. 


Senator TURGEON: When we’re talking about the English record, would 
that be the official record or the total record? 

Dr. STEVENSON: Well, that’s the total record. That is all they know about 
The number has gone some years from two hundred and fifty perhaps to four 
hundred and fifty and it’s gradually coming down, even those that are known 
to the medical profession and reported to the home office. 

Senator Hopces: It doesn’t necessarily follow that those are the only 
addicts? 


Dr. STEVENSON: No, there are secrets here, there are probably secret 
addicts there, but— 


Senator TURGEON: I meant the system there. 


Dr. STEVENSON: The system takes care of all of them so far as they know 
and so far as anybody else know. 


Mr. LiEFF: Those are the white drugs we’re talking about now, the figure 
of three hundred? 

Dr. STEVENSON: Yes. 

Mr. LieFF: Have you any idea what the figures are on the dark drugs, 
marijuana, hashish, and so on? 

Dr. STEVENSON: No, I have no figures on them at all, except the ones I 
saw from recent reports from London, England, was that marijuana and 
demerol are circulating in the black market in London, England, but, in what 
we would call here, very small quantities. 

Mr. LierF: You have no idea how extensive the use of marijuana is in 
England? 

Dr. STEVENSON: Except that I think it’s very small. 

Mr. LierFr: I see. Could you tell us anything about seizure. We read 
about rather substantial seizures of narcotics in the ports there. Do you know 
anything about that? 

Dr. STEVENSON: Yes. I have seen the English report. All the countries 
that are members of the United Nations send in annual reports, as you know, 
and I have seen these reports. They do make seizures and there again the 
drugs that are seized are usually for the Oriental population of Liverpool or 
London or whereever the groups are, or for the people from India or Africa 
who are in the habit of using marijuana or hashish, or some of those drugs. 

Mr. LierrF: Have you ever heard it said by people in explaining the 
number of seizures, substantial seizures, that this is stuff in transit to America 
or other places? 

Dr. STEVENSON: I don’t think I can answer. I just don’t know. I don’t 
remember anything about that. The police force would know much more 
about that than I would know. 


The CHAIRMAN: Doctor, how is Japan able to make such a good job of 
keeping drugs from entering Japan illegally? 

Dr. STEVENSON: Well, they adopted that in the very early days when 
Japan opened its country to foreign trade and with the knowledge of what 
had happened in China through the so-called opium wars and the large use of 
opium there, the Japanese said we want no part of opium addiction in Jap.n 
They said that in effect, and consequently, not having any addicts to start 
with, they didn’t let their people become addicted. They kept out any drug 
that might have been smuggled in. And there again, if somebody had smuggled 
in drugs into Japan, they wouldn’t know who to sell it to because there was 
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nobody with the habit or knowing about it or wanting it. So, Japan has been 
virtually a non-addiction country. More recently, of course the Japanese during 
the recent war and since, I am told that benzadrine has become a popular 
drug of addiction among adolescents in Japan. 

The CHAIRMAN: It’s amazing, doctor, because Japan herself went out to 
conquer China by opium. 

Dr. STEVENSON: I’m sorry, I didn’t— 

The CHAIRMAN: She went out to conquer Manchuria, China with drugs. 

Dr. STEVENSON: Who was that? 

The CHAIRMAN: Japan. 

Dr. STEVENSON: Oh, yes. 

The CHAIRMAN: It is strange that she kept her own country free and yet 
she used these drugs to conquer China. 

Dr. STEVENSON: That’s right. 

The CHAIRMAN: It’s well known that Japan went out on a world conquest 
with opium. 

Senators Hopces: One thing I would like to find out is whether the supply 
creates the demand or whether the demand creates the supply. 

Dr. STEVENSON: It works both ways, Senator. Here in Vancouver, as I 
mentioned this morning, there are a thousand people who want drugs. That 
brings the merchants in—illegal merchants. And we have a stable market 
here and a number of merchants selling drugs, people from other provinces, or 
people already here, they say, well, we know where we can get it; they want 
it every day, so they know where they can get it. Buyers bring sellers, sellers 
bring buyers. I think it’s about as simple as that,—that part of it. 


Senator HopceEs: Yes. 

Senator STAMBAUGH: Doctor, do you think the method of keeping track of 
addicts in Great Britain is as effective as it is here? Do you think, for instance, 
that three hundred is practically all the addicts there are there? 

Dr. STEVENSON: I’m satisfied that’s all there are. 

Senator HoRNER: What about the cocaine leaf? Is it the Asians who chew 
that and get— 

Dr. STEVENSON: No, that’s used down in South America, in Peru, Equador 
and Bolivia, especially. Much the same argument is used there as was used 
about opium in China fifty to one hundred years ago, and the point was raised 
this morning—that the poor people of—with a lot of hard work do do, that 
if they can get opium they work so much better. Well, that argument was 
used in South America and the wealthy people even paid the poor peasants 
in cocaine to keep them addicted and everybody is opposed to that method now. 
Cocaine is not needed by them, they don’t have it for their troups in South 
America and the South American countries realize that it was a trick—if you 
like—to keep people in poverty and subjection by giving them narcotic drugs. 

Senator Hopces: Doctor, one thing I was interested in, I think you said 
this morning that in your opinion most of the drug addicts become drug 
addicts through associating with other addicts, not necessarily through 
pushers. 

Dr. STEVENSON: That is right. 

Senator Hopces: And yet, at the same time, you said a few moments ago, 
that buyers come in, sellers come in. Well, don’t you think that the seller of 
drugs is like the seller of any other merchandise? He’s going to do all he can 
to increase his sale? 
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Dr. STEVENSON: Well, the police will know the details of that better than 
I, but addicts tell me—there is the wholesaler, the middle-man, the retailer, 
a whole chain of people. The people who peddle it on the street are mostly 
addicts. But the people in the upper brackets don’t use drugs at all. 

Senators HopcEs: No, quite. 

Dr. STEVENSON: And in between you may have people who don’t use and 
some, as they get down to the street level who use it, and that’s about the 
situation. 

Senator Hopces: But the pusher, the so-called pusher, isn’t he the man 
who creates new addicts? 

Dr. STEVENSON: No. 

Senator HopGes: You don’t think so? 

Dr. STEVENSON: No, I have no reason to think that. The addicts take a 
peculiar pride in saying, (How true it is I don’t really know of course) but 
they like to say that they’ve never tried to sell drugs to anybody who wasn’t 
already using them. And when you ask most addicts, “Well, how did you get 
your first fix’’—well, I told the people that I was with that I had used it before, 
is their answer. Something of that sort. 


Senator HopGes: Well, do you think you can put any reliability on their 
statements? 

Dr. STEVENSON: I think so. I'd certainly accept that preferably to think- 
ing that anybody is going around trying to seduce or solicit new customers. I 
think the police, their evidence, will support that point of view. 

Senator Hopces: And yet we’re told on the other hand, we hear of drug 
rings which make tremendous profits and it seems to me, it isn’t human to 


suppose that they are not going to try to make more profit and get more 
customers, if one could use that word. 


Dr. STEVENSON: Well,— 

Senator HopcEs: I would like to believe that they didn’t, but I mean— 

Dr. STEVENSON: Well, I believe it. I haven’t been told, as I mentioned this 
morning, only one addict out of three hundred I’ve interviewed, has ever 
indicated that an attempt was made to get him to buy. Most addicts, too, 
claim they try to persuade young people to stay away from it. I don’t know 
how much drug is available but the profits—take ten cents worth of heroin 
selling for four or five dollars, the profits are enormous, and with the amount 
of heroin that is available and the number of people there are to buy it, 
apparently they are satisfied. So far as I know, there is no pressure on any 
non-using group to buy drugs. 

Senator LEGER: They are afraid to get caught. 

Senator McKEEN: Your point is that the man selling drugs is trying to get 
a larger share of the market that’s already there? 

Dr. STEVENSON: Yes, whatever competition there is, and I have no personal 
knowledge of the syndicate, so called, but it seems to be that that is the 
answer. 

Senator McKeen: Something like a firm selling gasoline, they don’t 
create more gasoline customers particularly, but they try to get the biggest 
share of that market that they can. 


Senator HopceEs: At the same time they try to get more customers judging 
by the advertising. 


Senator McKEEN: Yes, but from people who are already using gasoline. 
Senator Hopces: To use more gasoline? 
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Senator McKrEEn: They don’t tell you to go buy an automobile to use 
gasoline. 

Senator Hopces: I don’t know. I wouldn’t put that past them. 

Dr. STEVENSON: That’s the English system so far as I know it. On page 
eight I give some of the details which I have already mentioned; page nine I 
mention certain other people who have given excellent papers including Mr. 
R. S. S. Wilson who is listed to be one of your witnesses. I may not be present 
when Mr. Wilson’s evidence is given, I might say it is a fine paper although he 
favours compulsory, long detention in a penitentiary narcatics hospital which, 
of course, I don’t go along with. 

Senator Horner: You don’t agree that it helps better in prison. You think 
it should be some other method? 

Dr. STEVENSON: Imprisonment doesn’t help an addict. It may keep him 
off the street, it may keep him out of crime, and for whatever that is worth, 
that’s all it does. 

Senator Lecer: You don’t favor clinics either? 

Dr. STEVENSON: Legal sales clinics? Drugs by legal sale? Oh, no, I’m 
very much opposed to legal sale in any form. 

Senator HorNER: You’re in favor of a clinic, though, doctor? For treatment? 

Dr. STEVENSON: The term “clinic’”— 

Senator LEGER: Cure clinic— 

Dr. STEVENSON: The term “clinic” is a misnomer when it is applied simply 
to a legal outlet. That’s one of the curious sort of twists of logic when we 
speak of narcotic clinics. They’re not clinics, they’re just dispensaries. 

Mr. LieEFr: Filling station— 

Dr. STEVENSON: I wouldn’t call it a filling station. I’d call it something 
same as a beer parlor. It’s the same thing. You might as well call a beer 
parlor an alcoholic clinic. It’s just as logical. 

Senator HorNER: A rehabilitation centre— 

Dr. Stevenson: A rehabilitation centre. I am strongly in favor of that. 

Senator LEGER: But you are not in favor of these clinics? 

Dr. STEVENSON: No, I’m not in favor of legal sale in any form, because I 
think it would not solve the problem, I think it would make the problem worse. 

I think that’s about the story, Mr. Chairman. 

The CHAIRMAN: Any other questions you would like to ask Doctor 
Stevenson. If not, doctor, may I thank you most sincerely for your splendid 
presentation you have made. 

We have with us Doctor MacLean. Doctor MacLean, will you come 
forward, please? 

Dr. MacLean: Mr. Chairman, Senator Hodges, and gentlemen. I would 
like to say that I consider it a privilege to appear before you. I feel the appoint- 
ment of such a commission is a major step forward in the social progress of 
this Country and I am happy to render such assistance as I am able. I would 
like to make it very clear that I speak as a general practitioner who makes 
no claim to expert knowledge in the field of narcotic addiction. However, 
I have had some personal experience with narcotic addicts and in 1951 I was 
privileged to serve on the first committee established by the Community Chest 
and Council of greater Vancouver to study the drug problem. 

Bearing in mind the ethics of my profession, I would also like to make it 
very clear that I do not represent any organized medical group and the opinions 


which I propose to present afe my own and are not necessarily shared by others 
in the profession. 
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I first became interested in narcotic addiction through the efforts of a 
private detective and a well known Vancouver reporter who were patients of 
mine. 

They outlined to me the difficulties faced by addicts in securing treatment 
to help break the drug habit, and, over a period of time, the decision was 
formed to try an experiment in treating seven addicts. 

The organizing group was strengthened by the addition of a clinical 
psychologist whose task it was to carefully screen the addicts to determine their 
suitability for this type of experiment. We wanted to assure ourselves that the 
addicts were sincere in their desire to break the drug habit. 

My previous experience in treating drug addicts-in private hospitals and 
sanatoriums had led me to believe that the interest of most of them was only 
to reduce their drug habit to a point at which it was possible to maintain it 
within their economic limits. In other words, how much they could steal or 
raise by prostitution. They were not really concerned about breaking the habit 
entirely. 

Senator Hopces: Doctor, excuse my interrupting here. Are you referring 
to that group of seven or speaking of addicts generally? 

Dr. MACLEAN: Right now I was speaking of addicts generally. 

In our experiment, we wanted to avoid this type, if possible, and for that 
reason set up the screening process with the psychologist who made use of 
various psycho-diagnostic tests to help us select the group of seven. 

Detailed accounts of the social, economic, educational, and criminal back- 
ground were taken and checked as closely as possible. All, told, some fifteen 
to twenty addicts were tested before the group of seven finally was selected as 
the best suited for the program we had in mind. 

It was our intention to discover, if possible, if a chronic drug addict, with- 
out being rigidly controlled in an institution, could he freed of the drug habit 
and returned to a useful role in society through his own desire and effort with 
the help of limited treatment and rehabilitation. 

We realized our facilities were limited, but as far as we knew, it was a 
new approach and we felt it would at least shed some light on the problem 
and provide us with further knowledge relative to the problem. 

The treatment consisted of gradually diminishing doses of heroin by in- 
jection twice daily in my ‘office. The addicts were pledged not to take any 
more drugs by self-injection. The intention was to gradually reduce the daily 
intake over a period of several weeks or months, depending on the severity 
of the individual addict’s habit. It was hoped that this method would bring 
the addict to the stage where the habit could be cast off without the occurrence 
of the -distressing symptoms associated with an abrupt withdrawal. As you 
gentlemen probably know, these symptoms can be terrifying and horribly 
painful when withdrawal is abrupt. The addict’s bodily functions over a long 
period of taking drugs have been drastically changed. For example, bowel 
habits diminish to as little as once weekly; desire for food is reduced to the 
point where the addict finds a chocolate bar or two a day will satisfy his or her 
appetite, but with consequent detriment to their health. In the case of women 
addicts, menstruation slows and in some cases stops. 

Then on sudden withdrawal of drugs, there is a great surge of activity 
in these functions, so that gastro-intestinal contractions become almost un- 
bearably severe. Violent cramps, nausea and vomitting, diarrhoea, streaming 
eyes and nose, and in the women, menstrual hemorrhage, are commonly 
experienced by the addict at this time. 

It was our thought that the severity of withdrawal without treatment 
might be one of the reasons why addicts did not attempt to rid themselves 
of their affliction. 
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The treatment also included individual and group psycho-therapy of a 
very limited nature and all the addicts obtained employment. All members 
of the treatment group made a determined effort to encourage the addicts in 
their endeavor and to establish friendly relations with them. 

At one stage in the experiment three of the group of seven lived in my 
home. This served the dual purpose of giving them a new experience of 
family life and giving us a chance to make sure they were not taking drugs 
in excess of the controlled dosages. 

We carried the experiment to the point where all the addicts were down 
to a twelfth of a grain of heroin per day after several months’ treatment and 
at this stage it was decided that withdrawal should be complete. Two of the 
seven, a married couple, at this point came to me and said they could not 
continue, that they felt it was beyond their powers. However, the husband, 
as far as I konw, is still employed on the job which our committee obtained 
for him and in spite of taking drugs has not been in trouble with the police. 

Another woman stopped taking drugs, continued on her job and within 
a few months was happily married. However, shortly after her marriage, 
her husband was killed in an industrial accident and she was not emotionally 
stable enough to take this bereavement without returning to drugs. 

Another married couple entered a nursing home for a few days to undergo 
the final withdrawal, which they successfully completed. Then they obtained 
out-of-town employment and we lost contact with them. I have heard since, 
however, that both have been taking drugs again. 

One man completed his withdrawal in my home for ten days. We obtained 
for him an out-of-town job, which he successfully held for five months, but 
was dismissed when local R.C.M.P. officers informed the employer he had been 
a narcotic addict. 

Senator Hopces: May I interrupt you there? Why did they inform? Did 
the man do something, commit a crime? Was there anything wrong? 

Dr. MACLEAN: Well, he was a known addict and criminal and from what 
I understand, when this became known to the officer he made it known to the 
employer. 


Senator Hopces: He hadn’t done anything in his current ‘job. 
Dr. MacLean: No. 


Senator Hopces: Thank you. Excuse my interrupting. 


Dr. MACLEAN: We have not had direct contact with him, but again I 
learned indirectly that he, discouraged by this turn of events, had reverted 
to drugs. 

I would like to make it clear at this point that there is no criticism of 
the police implied in the above reference. It is their duty to inform employers 
when men with criminal records are found on the payroll. But I also would 
like to point out at this time that this constitutes one of the major stumbling 
blocks in the rehabilitation of drug addicts, or, for that matter, any criminal 
I would suppose. 

The seventh addict, a man, took a job and held it successfully as long 
as he was on a minimum dosage. But he could not complete the withdrawal 
and reverted quickly to his former status when we decided to discontinue 
his limited supply. 

You will remember that our purpose in this experiment was to discover 
if a chronic addict could with limited help, and without strict control in an 
institution, stop taking drugs and rehabilitate himself. 

In this respect, our experiment seemingly produced a negative result. 
But this experience, together with other addict problems I have encountered, 
brought to light what appear to be some basic facts about drug addiction. 
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Whether these facts would be applicable to drug addicts in general is impos- 
sible to say without wide scale study. But in view of the limited knowledge 
of drug addiction at present, I believe these observations are pertinent. 

The outstanding fact is that.all the addicts I have encountered are people 
with marked emotional maladjustment. 

In every case, they had very bad family backgrounds. For example, one 
of our girls at twelve years of age was sleeping in the same room her aunt 
carried on prostitution in. Because of this type of background, we found that 
without exception, these people were emotionally unstable, mostly neurotic, 
and some exhibiting psychopathic personalities. 

Setbacks, difficulties and disappointments which the average, emotionally 
stable, and mature person takes in his stride, prove a crushing burden to these 
people and they turn to narcotics as a medium of escape much as the alcoholic 
turns to liquor. 

This was glaringly apparent when our addicts tried to make their way 
without drugs as was exemplified by the woman who lost her husband, and the 
young fellow who lost his job. These are admittedly serious setbacks for 
most people, but only the very emotionally insecure need a crutch like narcotics 
to see them through the time of difficulty. 

Because of this marked emotional maladjustment, we feel that the chronic 
drug addict is not curable in the sense that they can stop taking drugs for the 
remainder of their lives- 

But it is apparent that many of them, in fact most of them, can fill a 
useful role in society, some in better-than-average fashion, if they have access 
to drugs. This is substantiated not only by our limited experiment, it is a 
well known fact that there are many addicts who either through wealth or 
position, are able to obtain supplies of drugs without getting into trouble with 
the police. 

And to keep drug addiction in what I consider a truer perspective than 
that commonly extant, I would like to point out that it is not the only form 
of addiction afflicting numerous people today. There are at present in B.C., an 
estimated two thosand drug addicts. At the same time there are an estimated 
twenty thousand alcoholics of various degrees—and the term alcoholic is just 
another name for a person addicted to liquor. There are food addicts—people 
who ruin their lives and sometimes the lives of their loved ones because they 
cannot control their appetite for food and will gorge themselves into a state 
of ill-health of serious proportions. There are people addicted to promiscuity, 
and this is becoming an increasingly serious problem. 

Basically, emotional instability underlies all these problems and the point 
that I am trying to make is that the problem of drug addiction, while singled 
out as a particularly heinous crime, is not necessarily so. 

Drug addicts are popularly saddled with the blame for most of our petty 
crime. But a learned magistrate in our city recently said that eighty-five 
percent of the cases which appear before him are in court because of alcohol. 

It is also a generally accepted fact that heroin addicts do not commit 
violent crime. While there recently has been in Vancouver an upsurge of 
violent crime, it must be borne in mind that as far as we know, these shootings, 
bombings and killings were not committed by the addicts, but by the unscru- 
pulous drug traffickers fighting with animal-like ferocity for control of the 
lucrative illegal drug market. 

Bearing these things in mind, it seems to me that a more realistic approach 
is needed to the problem of drug addiction. 

No one suggests that the alcohol addict should be thrown in jail every time 
he is found buying his favorite drug; none suggests that the food addict should 
be jailed for indulging beyond reason; nor is it suggested that the promiscuous 
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man or woman be imprisoned for their actions, detrimental though they may 
be to themselves, their loved ones, and society as a whole. Why then, single 
out the drug addict for incarceration. 

Why not accept the fact that the majority of the estimated five thousand 
addicts in Canada are suffering from an incurable disease, and then go on to 
deal with the problem. 

Because drug addiction is incurable, a huge and sordid racket has flourished 
for years, not only in Canada, but in other parts of the world. I refer, of 
course, to the traffic in illegal narcotics. Because it is the only source of supply 
available to the majority of addicts, and because its price is exorbitant, most 
of the addicts are forced to turn to crime and prostitution to meed their needs. 
In consequence the pattern of crime and vice is compounded many times over, 
and the cost of coping with it through jails, law enforcement bodies, and the 
loss of productive labor, runs to many thousands and probably millions of 
dollars annually. 

But much of this enormous cost, which must be borne by the taxpayers 
of Canada, could be abolished if drugs were available to addicts at the legitimate 
price. A drug habit could then be supported for about the same cost as a 
cigaret habit and the addicts, or at least the majority, could perform some 
useful job and lead a more or less normal life. 

I am not suggesting that legal supplies of drugs alone would solve the 
problem. But it would cut the ground from under the drug profiteers and 
eliminate much of the vice and crime connected with drug addiction. 

And from that point we could go on to make sure that drug addiction 
would not become a perpetual problem. It could not be solved overnight, but 
in my view it would be possible to end it as a serious social menace within 
the life span of the present known chronic addicts. 

As things stand now, the problem, in the face of present methods of 
dealing with it, is not getting better. It is, in fact, increasing. 

This problem, as I see it, breaks down into three main phases. First there 
is the problem of dealing with the present five thousand known chronic addicts. 
Secondly, there is the problem of illegal traffic and its attendant vice and crime, 
both springing from a greed for high profits, and thirdly, there is the problem of 
the newly created or potential addict. 

The first two phases of the problem, namely the existing chronic addicts and 
the illegal market, can be met through the establishment of a legal distribution 
of drugs at prices which normally prevail. This would supply the needs of the 
chronic addict, free most of them from a life of crime and permit them to per- 
form some useful job. The racketeers, with their enormous profits gone, would 
be forced to close up shop. 

That leaves us with the third phase and it is possibly the most difficult 
problem to handle because of all the factors involved. 

But I believe that a new medical and legal approach to it would produce 
results which we are not getting under the present system. 

Medically, we should establish drug addiction as a reportable disease, as is 
tuberculosis, typhoid, syphilis, and many others. This would give us a degree 
of control over the disease which we do not have at present. We would know 
the number of cases, and discover many of them before they became chronic or 
incurable. In addition, the establishment of drug addiction as a reportable 
disease would tend to change the public attitude toward it. It seems reasonable 
to suppose that in a short time drug addiction would be recognized as an illness 
not necessarily associated with crime, but as something that was basically the 
result of an emotional problem. 
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On the legal side, we should take steps to make sure that the illegal traffic 
is thoroughly suppressed. In addition to legal distribution undermining the 
profit motive, penalties for trafficking in any form should be drastically 
increased. 

If the traffickers knew that they faced penalties of twenty or more years— 
and the certainty that these penalties would be imposed—then I doubt they 
would attempt to create new markets by encouraging new addicts. 

Given this combination of circumstances, I feel that the addict problem 
would be reduced to a minimum. I say minimum because human nature, 
emotional sfability, and the complexity of modern civilization being what they 
are, I am not optimistic enough to forecast a complete end to the problem. 

In other words, I feel that there will be people who will tend to turn to 
drugs and who may be able, in one way or another, to establish a habit in an 
illegal way despite all safeguards we may devise. 

Because of this, I suggest it is necessary to establish a procedure for treating 
these people. This would entail changes in existing legislation so that they 
could be admitted to hospitals as are other sick people. I do not think they 
would become a burden on hospital facilities because I feel that their numbers 
would be few and that under this new approach the chances for rehabilitation 
would be much greater than they are now. 


To sum up, I would like to recapitulate what I consider the main points; 
these are: 


1. An addict forced to depend on the illegal market for his supplies is a 
menace to society in that he or she will steal or prostitute themselves. 


2. The illegal market, because of the greed of its manipulators, tends to 
create new addicts. 


3. An addict, given access to legal drugs, can perform a useful job and lead 
a more or less normal life, despite his affliction. 

4. Methods of rehabilitation presently proposed do not take into account 
the enormously complex nature of drug addiction and therefore are successful 
in only a limited way. This was true not only of our little experiment, but has 
been true with only a few exceptions, in larger rehabilitation projects. 

5. Present methods of coping with drug addiction in Canada are not 
working. There is a feeling in many quarters that it is, in fact, increasing. 

6. That the problem of drug addiction has been over emphasized in com- 
parison with other addiction problems—notably alcoholism. 


Therefore, gentlemen, I submit that a more realistic and practical approach 
to the problem of drug addiction is essential. 

I realize that it is a tremendously complex problem and I daresay that 
after hearing all the evidence across this country you learned gentlemen do too. 


I would, in conclusion, like to offer my best wishes for your success in a difficult 
undertaking. 


Thank you. 


Mr. Lierr: Thank you, doctor. I wonder if I might ask just one question, 
doctor. We are setting up some mechanism whereby an addict will be able to 
get drugs cheaply without going to the illegal market. Now, I wonder, doctor 
if you could help the committee by telling us whether you have considered who 
is to be the judge as to how much you would give the addict; how much dosage 
you would give him? 

Dr. MACLEAN: Well, I think I would answer that at this time in this way. 
It is going to require medical teams in such a distribution centre to control 
the distribution of this drug. For example, in tuberculosis sanatoriums the 
team of doctors will meet every sixty days possibly, or every ninety days, to 
discuss each patient under their care; their problems and their course of 
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treatment for the following sixty or ninety days, or whenever the periodic 
checkup occurs. I think probably the doses, etc., would have to be determined 
under conditions such as those. 

Mr. Lierr: Do I gather from what you say, then, we would have to have 
a medical setup where addicts would be examined from day to day, week 
to week, time to time, to see what the doctors thinks the addicts needs. 

Dr. MACLEAN: Nods head. 

Mr. LieFF: Supposing now that there is disagreement between knowing 
what we know about tolerance in the matter, would you go along with that, 
that there should be an unlimited supply for the addict, at his request? 

Dr. MACLEAN: No, certainly not. I don’t claim to have all the answers as 
to the way these clinics should be set up. It’s going to require an awful lot of 
study by experts, but I certainly feel there is—it is able to be determined 
how much of the drug an addict will need in order that he may cope with his 
job or with his daily stresses and strains. He should be given the opportunity 
to see whether or not he can work out the problem in that way. If he finds 
that he cannot get by with what the group of doctors feel that he should have, 
and if he should then turn to the illegal market, if there is one, then he should 
be punished unmercifully. 

Senator HORNER: You don’t believe,—you approve of sending him to jail? 

Dr. MAcLEAN: If he has been given the opportunity first of all to have a 
legal supply of drugs and he abuses that privilege, then I feel he should be 
incarcerated. 

Mr. LierF: Just one further question; I’m sorry, did I interrupt you I’m 
SOrTy. 

Dr. MacLean: I was just going to say, it’s a very difficult problem and no 
solution is an easy solution, but I do feel that these people, if we realize that 
they are incurable, should be given some opportunity such as this to find out 
whether or not they can live useful lives with a legal supply before they are 
incarcerated or sent away to an island or a community of that nature. 

The CHAIRMAN: Would you, doctor, have the doctors administer the drugs 
or would you just have the doctors supervise and hand out the drug? 

Dr. MACLEAN: Never hand it out. 

Senator Hopces: I would like to ask the doctor one question there. 
Doctor, do you consider it consummate with medical ethics to perpetuate a 
habit in a man which you yourself know is a bad one, by giving him legal 
drugs in preference to taking curative measures. For instance, I mean, you 
have a lot to say about alcoholics—woud you treat an alcoholic by giving him 
all the free liquor he wants. 

Dr. MACLEAN: Certainly not. No. 

Senator Hopces: But you don’t think that same principle applies to drugs, 
you’re not doing the same thing by suggesting that they have legal nurses 
through these clinics. I mean, to a lay-mind like myself, I can’t see that there 
is any great deal of difference between the two things. 

Dr. MACLEAN: I feel there is a great difference. I feel the chronic addict 
is, in ninety-nine per cent of cases, absolutely incurable. 

Now, we’re faced with a problem which is then very difficult. He has an 
incurable diSease. If we do not give him his supply of drugs, legally, then he 
is going to get it illegally. How, then, can we compete with these illegal 
racketeers? We will perpetuate this illegal traffic in that manner. 

Senator STAMBAUGH: All addicts are practically chronic in a very short 
time, aren’t they? In a matter of a few months? 
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Senator Horner: Doctor Stevenson believes that they could be with- 
drawn and could be cured, as I understood. 

The CHAIRMAN: That was his evidence this morning. 

Senator STAMBAUGH: Do you think there are any large percentage of 
doctors that agree with you that in giving it in small doses—most of them we 
have heard believe the best way to do is to cut them right off. 


Dr. MacLean: Is that a cure? 

Senator STAMBAUGH: Well, if you take it out of their system one way or 
the other the effect is the same, isn’t it? You would prolong it over five or 
six months and they would do it in five or six days. 

Senator HopcEes: But your idea, doctor, is not to cut it off at all? 

Dr. MACLEAN: No I’m not saying it should be cut off at all. 

Senator Hopces: That’s my point. You aren’t prepared— 

Senator STAMBAUGH: Never entirely cut off. 

Senator Hopces: You are prepared to give it to them for as long as they— 

Dr. MACLEAN: Live. 

Senator Hopces: Yes, that’s the point. 

Dr. MAcLEAN: My feeling is that your youngest chronic addict, we’ll say 
today is twenty years of age. Now, let us accept the fact we have five thou- 
sand of these addicts. We’ve got to do something with them. My feeling is, 
the best thing to do is to give them their drugs until the youngest of them has 
passed away but, at the same time, take your steps to prevent a new addict 
population. 

Senators HopGes: How are you going to prevent it, doctor, if you’re giving 
free drugs to these people—young people for instance—who probably tell others 
of it. Don’t you think you’re going to create new addicts, just out of sheer 
curiosity among your young people? 

Dr. MACLEAN: Well, we’re not going to give—we’re going to set up a date, 
we'll say, by which time every addict must register themselves. Beyond that 
we will not take any new addicts. 

Senator Hopces: No, but you set up a date, say, for the sake of argument, 
September. Are you pretty sure that by the time September comes that there 


won’t be more addicts formed just out of sheer curiosity for a new experience 
among young people? 


Dr. MACLEAN: You mean after that date? 
Senator Hopces: Or before that date, with the idea of getting free drugs. 


Knowing that curiosity is the thing that stimulates so many of these young 


people to try these things. I’m merely asking your point of view as a medical 
man, whether you think that— 


Dr. MACLEAN: I don’t think that would be any influence to start. 
Senator HORNER: You didn’t recommend free drugs? 


Dr. MACLEAN: Not necessarily free, but where they could get them at 
cost. 


Senator HORNER: Legally. 

Dr. MACLEAN: Legally. 

Senator Lf&cER: Are you in favor of a clinic? 

Dr. MACLEAN: What do you mean by a clinic? 

Senator L&écer: Places where they could go and get their drugs. 
Dr. MACLEAN: Distribution centres, yes. 


Senator LEGER: You believe in that. The drugs should be administered by 
a doctor. 
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= Senator STAMBAUGH: They would have to have a prescription, is that the 
idea? 

Dr. MACLEAN: Well, those are details I think, probably, which would 
have to be worked out when the time came. There are many different ways 
and means of giving the drugs. I know when we did it in my office, originally 
we had them come in twice a day, early in the morning (eight o’clock, I 
believe) and eight o’clock in the evening. 

The CHAIRMAN: Even then you had failures, doctor. But I was going to 
ask you, what was wrong with the experiment in the U.S., where they were 
trying out and advocating giving drugs under doctors’ prescription. They 


brought them from all over the country and it rather increased drug addiction 
rather than solve it. 


Dr. MACLEAN: Well, in the first place, I believe, from what I’ve heard, they 
gave the addicts the drugs to take themselves. Secondly, you must remember, 
I am not only advocating this phase, but at the same time, a markedly increased 
penalties to prevent this illicit traffic from that point on. Possibly the legal 
side wasn’t taken into consideration in the United States at that time, and 
I think if we didn’t change our criminal code here we’d run into the same 
difficulty. 

Senator Hopces: Another thing you say, doctor, we should take steps to 
make sure that the illegal traffic is thoroughly suppressed. How would you 
take steps? I mean, it seems to me that every step has been taken now, but 
the very nature of heroin itself is confined in such a small space, it seems to 
me it would be terrifically difficult to even suppress. 

Dr. MACLEAN: What I mean is this. If we were to establish that all 
present addicts beginning tomorrow could obtain their supply as I outlined 
then we would have no, shall we say, illegal problem at that particular 
moment. As of from then, if every person involved in the illegal traffic or 
using of heroin was, shall we say, given a sentence of twenty years— 

Senator Hopces: Ah, but you’ve got to get them first. The thing is to find 
them. 

Dr. MACLEAN: Very true. But we get them today and they don’t get 
sentences such as that. I mean, when we've given them the opportunity to 
do it legally, then we can honesly turn around and punish them for doing it 
illegally,— 

Senator HoRNER: You have an argument there— 

Dr. MacLEAN: —but today we are not giving them the opportunity of 
doing it legally, we’re punishing them because they’re doing it illegally of 
necessity. 

Senator BEAUBIEN: Doctor, may I ask this one question? Suppose that 
you establish this system that you are advocating here, and a drug addict or 
aman comes in and he wants his drugs, how do you decide whether he is an 
addict or not? Somebody else might go there. How would you decide that, 
through medical examination, would you? 

Dr. MACLEAN: Oh, yes, we could determine. 

Mr. LieFF: You say, doctor, that eventually— 

Senator HorNER: He might have a registration card. He might have to be 
forced to carry a card, would he, the drug addict? 

Dr. MAcLEAN: Oh, yes, there are many, many ways. I think those are 
details, of course,— 

The CHAIRMAN: Doctor, not being facetious or unfair, there is an old 
adage that says when doctors fall out who is to decide, I’m afraid it will be 
left to the committee to decide. When doctors fall out, that is, there are 
different views. 
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Mr. LigFF: Would you continue to give the drugs in the way you suggest 
to an addict who will not work? 

Dr. MACLEAN: Yes. You're going to run into this problem. Some of these 
people are psychopathic personalities. We've found several of them. I’m 
sure Doctor Stevenson found many too. The type of person who could not fit 
into society with drugs, without drugs, or in any other way, shape or form. 
The person who is physically capable to work but possibly, we'll say, is on 
social assistance and hasn’t done a day’s work for twenty years. Some of 
these type of people are drug addicts and they would never work. 


Senator STAMBAUGH: Would you lock them up? They’re stealing now to 
get along. What would you do with them? 


Dr. MACLEAN: Psychopathic? Give them social assistance, support them, 
we do with lots of others. 


Senator STAMBAUGH: In an institution, or— 


Dr. MACLEAN: No, not necessarily, unless they engage in crime after this 
legal opportunity. 

Senator TURGEON: Doctor MacLean, as Senator Hodges has suggested in 
her questions, you’re planning that the number of addicts now, say roughly 
five thousand, would be the ones under consideration. 

Dr. MACLEAN: Yes. 


Senator TurGcEon: And when they are treated and are finished their stay 
on life, I gather that you imply that the problem would be more or less solved. 
Now, we’ve been told at different times that those who eventually become 
addicts are not due from any particular craving for drugs, but because their 
whole surroundings have been bad, their family life has been bad, the juvenile 
delinquent or anything you like. Now they, then, if that second statement is 
correct, they would be craving for drugs or something. Now what about 
that problem? 

Senator HowpEN: Craving is putting it mildly. 

The CHAIRMAN: A new crop would come up. 

Dr. MACLEAN: I beg your pardon? 


The CHAIRMAN: In other words, a new crop would arise with the craving 
of the former group. 


Senator TurGeon: That group would be craving for it. What would 
happen? Wouldn’t something bring about the sale— 


Dr. MacLean: My experience with these people has been somewhat similar 
to Doctor Stevenson’s, and that is that the young people of today, possibly, 
let us say for example that a young seventeen or eighteen year old has been 
caught stealing an automobile. He is sent to Okalla where his cell mate we 
will say is a narcotic addict. He associates with that narcotic addict for a 
period of six months. I know that doesn’t take place today, there is segre- 
gation now, but they did some years ago. So they haven’t a great deal to 
talk about and they talk about drugs, etc. Now, this young man gets out; in 
his mind is the idea he’d like to try taking narcotic drugs. So, eventually, 
he either badgers this friend he met or some other acquaintances whom he 
knows are taking drugs, into arranging that he can have a fix, and so he 
carries on in that way. 


Up until recently, a great many of these people told us that they had their 
first association with narcotics in jail. Now, I think if drug addiction is 
legalized, if it’s put on the basis of being a chronic illness, if it’s treated in 
clinics, and so forth and so on, it isn’t going to have the glamour or the thrill 
that it has had in the past. And I don’t think, probably, young people will 
turn to it— rather they will use one of the other more socially acceptable 
things, such as alcohol. 
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The CHAIRMAN: You don’t think, doctor, giving it the look of respectability 
by the law would not have just the opposite effect? 


Senator Hopces: That’s the feeling I have. 

The CHAIRMAN: You are giving it respectability by making it legal. Then 
it would be no crime, you see. The one who is using it might go and say to 
others, oh, I’m getting it legally, you should try it. 

Senator HORNER: Doctor, do you— 


Dr. MacLEAn: I believe there’s a small danger there, certainly. Of course, 
we're not going to have, we hope, after this is set up, this criminal illegal group 
where it will be obtainable. 

Senator Hopces: My point is, you get young people, you say a young 
criminal goes into prison and talks to another one and he is told of the wonder- 
ful effects of taking the drugs. Well, isn’t that going to be increased a thousand 
fold if you give it free or practically for nothing. Aren’t they going to talk 
just as much of the exhilirating, stimulating effect of these drugs and so 
encourage others to do it? 


Dr. MAcLEan: I don’t really believe that the addict tells the other person 
about the exhilirating effects. 

Senator Hopces: Well, what is it that causes the young person in jail to— 

Mr. MacLean: Simply curiosity, I think. 

Senator Hopces: Well, that’s the point. Don’t you think—that’s the point 
I tried to make before—don’t you think that youthful curiosity will be even 
more avid in a situation of that kind? 

Dr. MacLEANn: Where are they going to come in contact now with that? 

Senator HopceEs: In every day life. They won’t have to go to jail for it. 
If you legalize the distribution of drugs. 

Dr. MacLean: Well, we hope these people aren’t going to be down in the 
underworld and so forth and so on. 

Senator HopGEes: Yes— 

Senator Horner: Might I ask, doctor, what is your opinion of the number 
of people through painful accidents and painful illness are administered the 
drug until they become addicts. Do you think there is any formed in that 
way? Any addicts? 

Dr. MacLEAN: Not of any significance, no. When a person is taking a 
drug for a reason, or for pain, he doesn’t become so readily addicted. 

Mr. LieFF: Doctor, do I follow you, are you going to take the present 
number of five thousand, just freeze it at that, and let them look after them- 
selves until they die out and that’s it—that’s the way we solve the problem. 

Dr. MacLean: You must remember, I proposed other ideas here as well 
as that, and I want to make that very clear. There has been too much mis- 
interpretation in my belief, for example, of this Community Chest effort. 
Everybody says, oh, that’s where you are going to give free drugs to all 
addicts, that sort of idea, but there is a lot of good, sound information, I think, 
in that report, other than that. 

Senator HopceEs: I don’t think anyone is criticizing that, doctor. I think 
it’s just that we’re trying to get at your ideas in connection with that. 

Senator GeRSHAW: Would you not be afraid, doctor, that those dipensaries 
would simply be an additional source of supply for the addicts and that they 
would take what they could get there and if they feel they need a little more 
and that would create a demand which would ultimately be met by some 
pusher or supplier. Would you not be afraid of that? 
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Dr. MacLean: I think that is a possibility, if these distribution centres 
and if our laws are not changed to cope with the situation. In other words, I 
have heard it recommended that we should incarcerate all these people for 
ever and a day, that we should put them away on islands and so forth and 
so on. I think probably I would almost agree with that, or could almost agree 
with that, after these people have been given the opportunity, first of all, of 
leading a reasonably normal life and getting their drugs legally. I couldn't 
believe that now. 

Senator Hopces: Would you do that for the protection of the public or for 
the protection of the addicts themselves. 

Dr. MacLEANn: Which, Mrs. Hodges. 

Senator HopGes: To incarcerate them, put them away on an island. I 
mean do you consider that would be for the protection of the public? 

Dr. MacLEaANn: Economically, yes. 

Senator HowvEn: Doctor MacLean, I believe there are two types of addicts, 
some of which wish honest to God they could get away from the drug. If you 
have the cooperation of those people, then you can cure them. I know you 
can cure them! Because I am a medical man and I know it. They can be 
cured, but you can never cure confirmed addicts because he’ll get back to the 
drug no matter how ever often you try in a hospital. The only thing to do 
with that fellow is to put him on an island and keep him there. And perhaps 
after he has been there ten or fifteen years he won’t take any more drugs. 
What? 

An Hon. SENATOR: He might be dead. 

Senator HowpDEN: He might be dead. Well, he’s better dead. 

The CHAIRMAN: One of the questions, doctor, that’s puzzling me, at the 
beginning of this enquiry, you mention leading a “normal life”. I’m thinking 
of the great number of addicts who since childhood are criminals, and have 
lived the life of crime, perhaps alcoholism and they take to drugs, I’m wonder- 
ing how, when you say you cure them of drugs, that they are living a normal 
life, what kind of normal life would a man who has lived the criminal life— 
what would he become, just simply by dropping the drugs. You have two 
phases of a man’s life there. 

Senator HOwDEN: I think you are pre-supposing too much. I don’t think 
there are half so many criminals who are addicts as you think. 

Mr. Lierr: Mr. Chairman, gentlemen, I don’t want to break in but we 
are at ten minutes to four. We have arranged to hear Magistrate Orr and the 
representative of the Salvation Army this afternoon. I don’t know when we'll 
get them in if we don’t hear them today, and I was just wondering if we find 
time perhaps the doctor would be good enough to come back and we could 
ask him anything else that we may want to. 

The CHAIRMAN: We do appreciate the doctor coming and on behalf of this 
committee I wish to thank you most sincerely, for taking the time. 

Captain Leslie of the Salvation Army, may I greet you, sir, on behalf 
of the committee. 

Mr. Lierr: Mr. Chairman, and gentlemen. One wearing that uniform 
doesn’t need an introduction to this committee. It is obvious that this witness 
is interested in the rehabilitation of men and perhaps we could leave the 
introduction at that. 

Captain BrLL LESLIE: Thank you. Mr. Chairman and members of the 
Committee, may I just say that—excuse me if I sit— 

Senator Hopces: Please do. 
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Major STEELE: I am the Public Relations officer of the Salvation Army. 
Captain Leslie is here with me at this hearing and he is the officer in charge 
of our Harbour Light Centre, which deals with men in the Skid Road area. 
We also have with us Brigadier Hector Nyrerod who is our prison and police 
court officer who attends city jail daily, Okalla and New Westminster peni- 
tentiary. These two officers are standing by and I have been delegated to 
read to you this statement in response to the request to appear before this 
committee, as the voice of the Salvation Army. I do so, sir, as the Public 
Relations officer. 

Senator STAMBAUGH: Have you further copies of that, please? 


Major STEELE: I am very sorry, I was not advised that I was to have 
them, and as soon as I entered the room I saw my error but I didn’t foresee 
the need of it and I only have one copy in my hand and I believe the 
secretary has another. 

Senator Hopces: Would it be possible to get copies afterwards? 

Major STEELE: I shall be very pleased to provide them. 

Senator BEAUBIEN: It will be printed in the record. 

The CHAIRMAN: Proceed, sir. 


Major STEELE: Social service for men as conducted by the Salvation Army 
is the direct outcome of the social scheme of the Founder, William Booth, 
which was presented to the public in his book, “Darkest England and the 
Way Out”, published in 1890. His remarkable foresight in dealing with the 
welfare problems is testified to by the fact that reprint editions have been 
necessary as this book has been continually in use since first issued as a 
reference text book among professional social workers and welfare agencies. 

The primary function of the Salvation Army Men’s Social Service Centres 
is the moral, mental, physical, social and spiritual rehabilitation of men. It 
provides the men who, having lost grip on himself, has become incapable 
of functioning as a reasonably adequate and self-supporting citizen, with the 
opportunity to regain a measure of self-mastery, and to acquire such moral 
and spiritual principles of conduct and habits of industry as will enable him 
to take his rightful place in society. 


The Salvation Army welcomes this opportunity to make this contribution 
before this Senate Committee in its study of the serious social problem of drug 
addiction. For over seventy years our Officers have been at work in the skid- 
rows and prisons of the world’s great cities, in daily contact with human 
derelicts who sometimes are spoken of as the very dregs of society. Regarding 
these debased, weak-willed, vicious, alcoholics and slaves to the disease of drug 
addiction, we labor under no delusion that a utopia can be introduced by any 
social welfare program alone. In the struggle of life the weakest go to the 
wall, and there are thousands who are weak. What we can do is to alleviate 
the lot of the unfit, and make their suffering less horrible than it is at present. 
However, no amount of social assistance will give a jellyfish a backbone. 
No external propping will make a man stand erect. All material help from 
without is useful only insofar as it develops'moral strength within, and some 
men seem to have lost even the very faculty of self help. There is an immense 
lack of common sense and of vital energy among many men. But how can 
we wonder at the lack of common sense on the part of those who have had no 
advantages in life, the illiterate, the uncouth and the moron, when we also 


see an absence of sense amongst many who have had all the advantages of 
life. 


Everything that the Salvation Army does is governed by the principle 
that there is no complete solution to social reformation of the individual other 
than the bringing of a new moral life into the soul of these people. To get a 
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man fully reclaimed it is not enough to give a man clothing, shelter, food, 
medical care or even a University education. These things are all outside of 
a man, and, if the inside remains unchanged your labor will be largely, if not 
completely, lost. 

I wonder if I may have a drink of water, sir? 

There must be grafted into the man’s nature a new nature which has in 
it the element of the Divine. 

This statement, sir, is endorsed by the following testimonies, in support of 
what we propose or present as actual facts of restoration. 

Ernie found himself enslaved by alcohol. While being treated for this 
problem in a Sanatorium, and being weaned off it by shots of morphine, Ernie 
became addicted to drugs. He soon found himself enslaved by this terrible 
habit, and was absolutely powerless when it came to living without it. Fourteen 
months ago he found himself in the Vancouver Skidroad, a poor, helpless, 
hopeless wreck of humanity, a physical, mental and spiritual wreck. Ernie 
heard about the Harbor Light, and it’s program for Addicts and Alcoholics, 
and came into the service one morning, and after listening to the sincere 
testimonies of men who had been enslaved by like evils, but who had found 
deliverance through a sincere faith in God, it was not long until Ernie was 
found seeking counsel and guidance from the Officers of the Harbor Light Corps, 
and, like many others, he put his trust in God, and he put his faith into practice. 
He found that through this simple trust, and the program outlined by Harbor 
Light, he was soon on his way back up the social ladder, delivered from the 
habit of drugs and alcohol. Ernie is now taking his place in society, again, 
and has his own business again in the Okanagan Valley. 

Graham bears the scars of many a dirty needle on his arms. The fingers 
on both hands are crippled from taking the needle so often over a period of 
years. But all this came to an end when Graham walked through the doors 
of the Harbor Light, eighteen months ago. He, like so many other men, heard 
how the power of God could give him release from these habits that had bound 
their lives, and that evening Graham knelt in prayer and found deliverance 
from the terrible evil of drug addiction. After eighteen months, Graham has 
never had to go back to this habit, and he is now taking his place in society, 
steadily employed, and helping other men to find a new way of life. 

George had been an alcoholic for years, but had managed to keep himself 
clean, and always had a job, even if it was only for a short period of time. 
His work was always as a hospital orderly. But he worked himself into a 
responsible position in a hospital where he had access to drugs. He had always 
heard of the “bang” or “lift” that one could get from narcotics, and after using 
the needle a few times, George found that he could not do without it. He was 
soon dismissed from his job, and lost many others after this. Then he found 
himself stealing and conniving—doing anything to obtain that all important 
shot. After a period of so many years at this, George began to wonder if 
there was any permanent release from this problem. He found the answer at 
the Salvation Army Harbor Light Corps, as he listened to the testimonies given 
by men who had been enslaved by the same evils. George found deliverance, 
and he is now on the staff of the Harbor Light, helping other men to find a 
way of escape. 

Charlie had always been able to hold his own as a lawyer in an American 
city. That is, up until he took his first shot of morphine. Shortly after this, 
he began to realize that he could no longer hold his own without that all 
important shot in the arm. After a few years of this kind of living, Charlie 
soon found himself disbarred from the law, and a helpless drug addict, shuffling 
the skidroad, trying to make a fast dollar to get that next shot. He entered a 
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Salvation Army centre, and sought guidance from the Officers in charge, and 
was told that faith in God, and by the help that he would receive in the Centre, 
he would soon be on his way back and he so did. 

Leo was given up as absolutely hopeless by doctors and psychiatrists 
and other agencies who tried to help him with his drug problem. He had been 
at it for years. His arms were knotted and scarred from dirty needles. Was 
there any hope for him? He found that there was when he came to the centre 
and through the kind and patient help received there, he found himself able 
to break his drug habit. He found the rehabilitation helped himself and 
helped him to help other men. 

In consideration of the difficulties with which this committee has to grapple 
with, we make no appeal either to the emotionalists or to the headlong un- 
informed enthusiasts who would suggest this or that untried remedy for a long 
standing vicious habit of drug addiction. The Salvation Army makes no pre- 
tense of having diagnosed the physical character of the drug habit or the 
complete physical program to be carried out to reclaim these men, but it is 
our sincere hope that the sum total of this investigation will result in early 
active provision to meet this challenge to society. We would further add that 
we would stress the urgency of this problem. The presentation of plans which 
are more or less visionary with regard to reclamation may become incapable 
of realization for a long time to come. We feel the problem is acute and 
demands considered action now. 

The Salvation Army believes that 90 percent of our vice, crime and other 
social evils stem from the poisonous tap root of alcoholism. Alcohol and drugs 
go hand in hand. Sometimes drugs lead to drink and vice versa. A necessary 
part of the study of drug addiction is the accompanying problem of the alcoholic. 

In some parts of the world the Salavation Army operates inebriates’ 
colonies. These are segregated places where men go of their own free will, 
for cure and treatment. Voluntary segregation is the basis of the success of 
these projects. Men who are kept under guard or lack self-will to conquer 
their evil habits are not very likely to become reclaimed. Drug addicts and 
alcoholics kept in involuntary segregation in prison invariably return to their 
former habits and companions just as soon as released. It is possible that the 
same result would be evidenced in any compulsory segregation centre regard- 
less of the location. 

This is not to suggest an attitude of despair, but we must face the facts 
that altogether too few show any signs of heart desire to make a fresh start, 
and we also acknowledge that not many, in comparison to the thousands 
afflicted, are fully restored spiritually and physically. 

The rehabilitation of men through the social work of our organization is a 
two-fold operation. The first essential is spiritual reclamation, and the second 
is a work program. 

We are at present planning the erection of a workshop centre in Van- 
couver to extend our program. During the past year over 70,000 attendances 
have been registered, of men attending our Vancouver Harbour Light Centre. 
Of this number, over 400 made a fresh start in life through the spiritual and 
material assistance and guidance given there. 

Included in this number of restored men are those who have held leading 
positions in the professions and industry. Over 35 per cent of these men are 
young enough to be veterans of the last war. Some of these men are already 
employed in our Industrial Salvage Centre, and it is our plan to extend these 
facilities. Not only will this Centre meet a specific need of the Salvation Army 
but we visualize its value as a workshop to serve as an auxiliary to any official 
institution by governing bodies for the care of men undergoing medical treat- 
ment for the drug habit. We might also add that the provision of free clinics 
and free drugs is not in our opinion the solution to this problem. 
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Our Social Service Centres provide an organized opportunity for a man 
who has failed, to try again. This work leads to his becoming self-supporting 
while we strive to remove his handicaps. We have one goal—helping a man to 
face the problems of finding a job through various channels.- The Social Ser- 
vice program does not pauperize men, it helps them to help themselves. 

All of our measures are’ hopefully directed to the final establishment of 
men as good citizens of their community. But no amount of hopefulness can 
blind our eyes to the fact that some men are helped to their feet only to 
relapse time and time again. These often become totally incapable of self- 
control, and as such are a menace as they prey upon society, infect others, 
and multiply their kind. Such men should be the object of compassionate 
care, and be segregated without being denied the advantages of moral, mental, 
and religious influences. Settlement of these men on a remote penal colony 
is not the complete answer to their problem. 

The Republic of France operated the notorious Devil’s Island for a cen- 
tury. Criminals, drug addicts, and social outcasts to the number of 70,000 
were isolated on the Island. Very few ever returned to their native France. 
The government of France eventually permitted the Salvation Army to 
establish its work on Devil’s Island and after years of representation to the 
French Government by our organization the detention colony was finally abol- 
ished. When some of these men were finally discharged and made ready to 
take their places in society again, they were faced with the final obstacle 
of their social readjustment. The Penal Administration had no interest 
beyond seeing that the prisoner served his sentence. It made no provision for 
what might follow and it simply did not envisage the day when a man might 
be free. Further, a man returning to society would be physically weaker 
than the average, with a mentality warped by his separation from a normal 
world. When not apathetic, he could be vicious. The scales were heavily 
weighted against a successful rehabilitation. We did not hide these difficulties 
from these men, but so great was their desire to return to their native country 
that they would not dwell on these problems. The French Minister of Justice 
stated “one can sentence a prisoner to life imprisonment but our hearts and 
our feelings and our Christianity, in particular, forbid us to crush a man any 
lower than he actually is. After fifty years as a Magistrate,” the Minister of 
Justice stated, “I sum up my convictions in one sentence, ‘there is no justice 
without humanity’. Punishment must have not only deterrent but moral 
power.” The President of France also declared, “the Prison Colony on the 
Island of Guiana does not appear to have provided them with any means of 
moral reformation or of rehabilitation.” 

In summary, the Salvation Army recognizes that all too few of the large 
number of drug addicts reported to live in Vancouver come, at any time, under 
its direct influence. Such persons usually do not have the force of character 
to readily avail themselves of methods for the deliverance from their habits. 
These men and women are the victims of an expensive habit. Money for 
their drug purchases is not available on skid row, and food and shelter pro- 
vided by voluntary agencies does not meet their peculiar physical needs. Our 
contacts with alcoholics are much more numerous; however, an alcoholic is a 
potential drug addict, and his reclamation undoubtedly reduces the sum total 
of drug cases. 

It is the hope of the Salvation Army that out of this study will come estab- 
ment by governing authorities of adequate facilities for the physical care and 
residual treatment of drug cases. In addition, after care, a work program 


directed to their reestablishment should be instituted and work placement 
secured. 
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These observations are respectfully submitted to this Committee by the 
Salvation Army. We are ready to continue our fullest cooperation in public 
service in assisting towards the removal of social welfare problems, the rehabili- 
tation of men and women and the social betterment of our community. 

The CHAIRMAN: I think, sir, and I am sure I voice the opinion of all the 
Committee, that you are to be complimented on the wonderful work The 
Salvation Army is doing to rehabilitate these men and women 

There is one question, Major, that I would like to ask. You said that drugs 
lead to drink and drink leads to drug. We were rather of the impression that 
drug addicts were formerly alcoholics, but I think this is the first time it has 


come before us that a drug addict will go back to liquor. What experience 
have you had in that sir? 


Major STEELE: Sir, as a Public Relations Officer I am responsible for the 
official attitudes of the Army in all public relations questions and I have read 
the paper because of that. May I have the privilege of calling an officer 
who is— 

The CHAIRMAN: It is an interesting point. 

Major STEELE: Yes. Would the brigadier and the captain come forward, 
please? 

Captain LESLIE: May I have that question, please? 

The CHAIRMAN: The question is, we have been told that drug addicts 
previously, many of them, were alcoholics, but we heard in the witness’s state- 
ment today that a drug addict will go back to liquor, and my question is what 
experience have you to make such a statement. 


Captain Lestre: As to the why and wherefore of why they do it, sir, I 
couldn’t answer that. 


Senator Horner: Have they done that to your knowledge? 

Captain LesLre: Most definitely. 

Senator STAMBAUGH: Both ways? 

Captain LEsLie: Did you say both ways? 

Senator STAMBAUGH: Both ways. 

Captain Lestre: My experience has been both ways, but you see the 
type of men we deal with at the Harbour Light are mostly alcoholics. For 
instance, we don’t find an actual drug addict in the actual skid road area of 
our city. An addict, as we read in the paper, has to have so much money 
to keep going, and keep him supplied with drugs, so you’re not going to find 
him down at the Salvation Army or any other Mission looking for a bowl 
of soup. But I find in our congregation a good deal of men who at one time 
were addicts but ended up in the skid row liquor addicts. 

Senator TurGEON: Free of drugs? 

Captain Leste: Free of drugs. 

Senator BEAUBIEN: Do I understand that these people probably couldn’t 
find enough money to buy the drugs and went to liquor which is the next 
thing to it? 

Captain LESLIE: Yes. 

Senator TURGEON: They were then cured of the drugs? 

Captain LESLIE: Pardon me? 

Senator TuRGEON: They were then cured of the drugs? 

Captain LesLie: They weren’t taking it then, at any rate. 

Senator STAMBAUGH: Perhaps they weren’t able, to get them, I suppose. 
The CHAIRMAN: They actually left the drug and took to liquor. 
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Captain LESLIE: Yes. 

Senator HoRNER: Perhaps forced to because of lack of funds. 
Captain Leste: That is right. 

The CHAIRMAN: That is a most interesting statement. 


Captain LEsLie: Oh, definitely, we have proof of it right there in our Centre 
every day. 


Senator STAMBAUGH: Now, have a very large percentage of alcoholics once 
been drug addicts? 


Captain LESLIE: I won’t say a large percentage—a percentage of them. 
Senator STAMBAUGH: Large or small? 


Captain LESLIE: A small percentage. 


The CHAIRMAN: Are these cases quoted really cured? 
Captain LESLIE: Yes. 


Senator Hopces: The question is would you call that a cure, Mr. Chairman. 


The CHAIRMAN: I’m sorry, I was speaking of—he mentioned special cases 
that have been cured. 


Senator HopcEs: Oh; I see. 


Senator HowpEN: The way they were cured of the drug habit was that 
they couldn’t find money to procure drugs but they could find the money for 
whisky. 

The CHAIRMAN: He mentioned certain cures in the reading of the paper, 
people who came in to your association and became cured, who didn’t go to 
alcohol or anything else. 

Captain LEs.ie: That is right, sir. We have had men who were given up as 
absolutely hopeless, turned out of institutions and centres right here in this 
province that medical science couldn’t do anything for them, but when they 
came and put their faith in God these men have been delivered. 

Senator Turceon: And they are getting no treatment for drugs in the 
meantime? 

Captain LEsLie: No treatment, whatsoever. I might mention this, that 
one of our leading Christian men in the Salvation Army today was given up 
as absolutely hopeless, he has proof from doctors to show that he was absolutely 
hopeless; he’s been in all kinds of sanatoriums and hospitals being treated for 
drug addiction and was turned out because there was nothing they could do 
for him. He came in to one of our Centres. His body was so saturated with 
drugs that he fell three times coming down to the altar, trying to get to our 
altar at the front of the church. He just dropped there and prayed and asked 
for Divine help and he got it that night. That’s fifteen years ago and that man 
last year was—or just two years ago was voted the Chicagoan of the year in 
the city of Chicago. He’s a personal friend of mine so there is— 

Senator Hopces: That man had something in his character. 

Captain LESLIE: Anything that he ever had in his character was beaten 
out of him after thirty-five years tramping on the skid row. 

Senator LEGER: He came back to faith. 

Captain LEsLIe: That’s right. He came back to faith. 

Senator STAMBAUGH: What drug was de addicted to? 


Captain LESLIE: Morphine, heroin—Tom would take anything—just any- 
thing at all that he could get at. Anything he could get a bang out of and 
get the money to get it. We're seeing it every day and every week. I’ve 
seen men who have come there almost extremely out in agony and pain from 
trying to get off drugs, but kneeling there in prayer and putting their faith in 
God, they found that to be the answer to their need. 
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Now, I’m not saying that that will work for everybody. It will work if 
they want it to work. 


Senator LEGER: That man had faith in his younger days. 
Captain LESLIE: More than likely. 

Senator LEGER: Then he came back. 

Captain LESLIE: Most of us go to Sunday School in our— 
The CHAIRMAN: Early training. 

Senator LEGER: Yes. 


The CHAIRMAN: Any other question you would like to ask? I think the 
answers cover just about everything. Faith is everything. 

Thank you very much. Continue the good work. 

Mr. LierF: Magistrate Orr. 


Magistrate Orr: We don’t usually get called. It’s usually the other way 
’round. 


The CHAIRMAN: On behalf of the Committee may I welcome you. 


Magistrate Orr: I haven’t prepared a brief or anything of that sort. I 
thought I would just like to give you some information that I have prepared 
and I also have a letter from the Secretary. I brought some figures with me. 
I don’t want to take up much of your time. I just want to tell you my own 
background. 

I am a member of the Police Commission as well as Police Magistrate of 
the City of Vancouver. I have been a member of the Bar about thirty-nine 
years, and all of my professional life I have been connected either with prose- 
cutions or with the office of Magistrate. 

I don’t claim to have any specialized knowledge of the drug question at 
all, other than the course of my professional duties, having come in contact 
with some thousands of cases, either of users or traffickers. 

The problem of course is getting bigger every day and one can’t be in 
contact with a large number of cases of that sort without finding out something 
about it. 

In the year 1952 I did (at my own expense, incidentally) visit the Public 
Health Narcotic Institution in Lexington, but unfortunately I was unlucky 
enough to be stricken with some local complaint while I was there and I didn’t 
get an opportunity to get as much out of the visit as I should have, had I been 
in better health, at the time. 

During my practice in Vancouver I have seen all the changes in drug 
addicts over the course of the years ranging from opium smoking, opium 
drinking, eating, sniffing cocaine, taking morphine—I have seen practical 
elimination of cocaine as a drug on this—in this locality and I have seen the 
practical elimination of the use of opium in this locality and then I saw the 
extremely serious rise of codeine in the early thirties, when almost every 
young person was taking it, of a certain class, and then I’ve seen its complete 
decline. That is, when I say complete, it doesn’t mean 100%, but to all 
practical purposes its decline. Then I’ve seen the decline of the use of morphine 
and its replacement by heroin. Heroin, of course, seems to be a more deadly 
thing and a greater problem than any of those that we have experienced before. 

The Federal authorities have been very slow to try any new approach to 
drug addiction—we are all aware of that. In about fifty years the only remedy 
has been to put them in jail, take them out and put them in again. Many 
addicts, after serving long sentences are back within weeks. Even this morning 
I had to deal with a case of a young man who had just been charged with 
possession again, told me, I think, he had been out three weeks since his last 
conviction for drugs or for some other crime. 





{ 
4 
3 
+ 





—Oos 8 OD =H ww 


R2ermaxs< 0 "<0 


A ne aS NES 


ta akin tin tha 


ILLICIT NARCOTICS TRAFFIC IS31 


Now, I don’t know whether drug users are sick people or not; I'm not a 
doctor. But if they are sick people we have been treating them very much 
like animals. And if they are merely habitual criminals as some other people 
will allege, then I think that perhaps Mr. Mulligan’s idea of perpetual 
quarantine is not too wide of the mark under the circumstances. 

The Judges and Magistrates, of course, have been complaining about this 
for a long time and I would like to, myself, congratulate the Vancouver Com- 
munity Chest and Council for the efforts they made to stir up public interest 
to the point where a sense of urgency was felt and this Committee is one of 
the indirect results, probably one of the direct results, and then the research 
being conducted by Dr. Stevenson I think is an absolutely direct result of the 
efforts of that Committee. 

I would like to say one or two other things. I definitely disagree with the 
suggestion that has been made in the press and before this committee that 
sixty per cent or any other major percentage of crime in Vancouver is due to 
drug addiction. You have heard two witnesses this afternoon—one of them 
probably quoting me, I’m not sure—who mentioned the figure, a large figure 
for alcoholism, both in its criminal incidence and in other ways, and personally 
I agree with that, that the use of liquor is a far greater cause of major crime 
in Vancouver than drugs. Some figures claim that B.C., has the largest per- 
centage of alcoholics of any other Province, but these figures again are not 
accepted by everyone. But it is a fact, however, that our arrests for drunken- 
ness in Vancouver for last year would be approximately five times the arrests in 
the City of Winnipeg. Of course, there is a slightly different population but 
it is a fairly good comparison. However, Winnipeg, in its annual report which 
I have here from Chief Taft, of the Winnipeg police, which I received last 
week, indicates that they only had one narcotics case in 1954 as against the 
hundreds which we have had here. 

I have taken the liberty of bringing with me to the Committee the Court 
list of the Vancouver Police Court for the present month, of cases that I have 
dealt with and I will give them to the Secretary. Mr. Dohm will bring the other 
lists that he deals with when he testifies. We are sorry we didn’t start to keep 
this list earlier, but we just started on the first of April when I heard that I 
was to be asked to come here. We have marked these lists—we have only 
marked the major crimes—we have marked them with the letter “C” meaning 
that the person mentioned has had a previous drug conviction, and the letter 
“D” meaning that the case involves a drug addict or trafficker who may not 
have had a conviction. Then we have added the letter “L” to those cases where 
the basic cause of the crime was liquor. We've gotten to the point in Van- 
couver where we're testing burglars and holdup men on the drunkometer— 
the apparatus for testing drunkenness—and we’re finding that in some cases of 
people committing holdups and committing burglaries are very much liquored 
up. In fact, last month I think three men were convicted of a holdup, (pleaded 
guilty to it) in which they were each tested on the drunkometer and each of 
them (incidentally, there was a shot fired in that case) showed an alcohol 
percentage in the blood which would have caused them to be convicted of 
drunken driving or impaired driving. In fact, one of the men was really a 
very high percentage and would have been drunk in anybody’s dictionary. 

In examining these lists that I have produced and will leave with the 
secretary, you will find that the percentage of major crimes involving drug 
users is reasonably small—I don’t think it’s more than 10%, but unfortunately 
because of the change in the date that I was to appear, I haven’t had time to 
work these out for myself and I wouldn’t want you to think that I was under- 
estimating. I would prefer probably if you would have the secretary of your 
committee work the figure out himself. Some of the names appear more than 
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once because the cases have been adjourned. But, now, of course, this list 
which I am going to give you, will only show people who have been arrested. 
It won’t show the character of the people who have committed crimes and 
haven’t been discovered—there are lots of them, of course—it’s a fairly good 
reflection, when the people that the police arrest for crime should be a fairly 
good reflection of the class of people who commit the crimes. 

I understand that the population of the Penitentiary is about six hundred. 
I’m giving you round figures and Mr. Douglas will no doubt give you other 
figures, more accurate, but I understand the population of the penitentiary, for 
drug act offences is about 25%. There’s an additional 5% of other criminals 
in there for other crimes are also drug users or traffickers. So, it would give 
the population in the penitentiary of about 30% connected with drugs. I 
think that’s fairly accurate. And that leaves 70% of the inmates of the 
British Columbia penitentiary without any drug association. Okalla will vary. 
I haven’t got the exact figures; you’ve probably heard them from Doctor 
Stevenson. I’m not sure whether you did or not. But Mr. Christie, I under- 
stand, or Doctor Richmond, will be able to give them to you. 

There is one other thing I definitely disagree with these astronomical 
figures given by the press and some police officers, about this ten million 
dollars annually stolen in Vancouver by drug addicts. I’ve often heard these 
statements and I’ve often read them, and I’ve often argued with people about 
them, and I think the last argument I had was with a well-known drug addict 
who was trying to persuade me that it was true. He should, of course, know 
better than I do. As against that I am going to produce to you figures of the 
total value of all the goods reported stolen in the City of Vancouver in the 
last six years—the official figures. Now, mind you, I’m dealing with Vancouver 
but that’s the hub of the Universe as far as Canadian drug traffic is concerned, 
and I think our figure there is as good for anywhere else. 

During the past six years, from our annual reports, exclusive of auto- 
mobiles, the annual loss in goods of all classes that are reported stolen to the 
police is $544,000. 

Senator Hopces: Is that in Vancouver or greater Vancouver? 

Magistrate Orr: Vancouver, the City of Vancouver. 

The CHAIRMAN: That is the annual, is it, your Worship? 

Magistrate Orr: That is the average for six years, senator. Some years 
it will go higher and some less, you see, but that is the average. 

Now, of course, you know, as I say, that’s a far cry from ten million 
dollars. 

The CHAIRMAN: It sure is. 

Magistrate Orr: I know that lots of people have goods stolen, I know 
that much. They have goods stolen and they don’t know they’re missed for 
a time and some, in fact, never know. For example, in the fifteen cent stores 
I have no doubt that many articles could be stolen, the proprietors never miss 
them. But when you come to imagine that nine and one half million dollars 
could be stolen in Vancouver and not missed, I just can’t believe that Vancouver 
merchants are such slow-pokes or that their bookkeeping is so bad that they 
won’t miss it. 

Senator MCKEEN: That five hundred thousand is all types of theft, not 
drug— 

Magistrate Orr: Excluding automobiles. 

Senator McKEEN: Yes, but not just drug addicts. 

Magistrate Orr: Oh, no, that’s stolen by everybody, because when a person 
reports goods stolen he doesn’t know whether it’s stolen by drug addicts or not. 
Now,— 

Senator HowpEen: That is a yearly average, $544,000? 
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Magistrate Orr: $544,000 is for the last six years and prior to that, less 

Now, other cities have lower than that probably. 

There are some factors that I want to deal with this figure because it’s so 
commonly expressed and it just doesn’t make sense to a person who starts to 
analyze it. There are some factors that I want to deal with in that figure and 
these factors surely couldn’t have been taken any account of by the persons 
who estimated them in that way. 

Now, the first thing is that many drug addicts exaggerate their habits. 
For example, a man caught with a fair amount of drugs will claim that he has a 
habit requiring ten to fifteen capsules a day. It may be true, or it may not. 
On the other hand, he may be saying that in order to induce the Court to 
believe that he is not engaged in peddling but is really getting a large supply 
for his own use. That has happened twice within the last week in Vancouver 
In fact, it happened this morning, where a man said that he was taking, I 
think, six at a time—six capsules at a time—I don’t know whether that’s true 
or not, but I do know that it’s a common device used by persons caught with 
large quantities of drugs, to excuse themselves, and to take themselves out 
of the category of trafficking or peddling because they know the punishment 
for large quantities of drugs is going to be harder than a small quantity. If 
they can persuade the Court that they are using large quantities, so much the 
better for them. 

Now, there’s another factor that it seems to me has been lost sight of 
in all this arithmatic and that is that your figures of inmate populations of 
the jails show that about five hundred addicts, at least, are in jail all the time. 
They can’t be stealing when they’re in jail. And the figure that was assumed 
was $2,000.00, I think, if I read the press correctly (and, of course I’m assuming 
that the press was correct as usual). They used the figure of $2,000.00. 

Senator Hopces: Two thousand dollars? 


Magistrate Orr: Two thousand people—addicts, multiplying that by the 
number, and so on and so on. Well, if five hundred are in jail that reduces the 
number of addicts available for stealing by 25 per cent. That’s 25 per cent 
off the figure right there. 

Now, there is another thing. Many addicts are from time to time—that is, 
many of the criminal addicts—are from time to time off the habit for periods 
of years, I say, even years, although generally much less time than that 
I heard Captain Leslie and I heard also Major Steele speaking. Some of 
the people I know, in fact, I shouldn’t say some, that would be guessing, but 
one of them he mentioned I know very well and I have known him for twenty 
years and he was, at one time, a very fine man, and they do go off drugs 
sometimes and on to alcohol. Many of them do though, go off the habit for 
periods even up to a year. Now, I don’t suggest that a year is usual, gener- 
ally it’s much less time than that. But they are off and in many cases before 
the Courts they are able to prove they have been working at useful work for 
a period of some months anyway. They have their unemployment books to 
show it, and so on. They’ve been working at useful and hard work. It 
doesn’t mean that they’ve reformed but they are out of this number that 
are doing the stealing. 

I think Captain Leslie covered the question about people going from 
drugs on to alcohol sometimes, not often, but there is a small percentage. 

I agree probably too that, as some of the other speakers said today, I 
don’t recall any cases of a reformed addict in the sense of a complete moral 
and physical reformation, but I have come in contact with several people 
who have succeeded in getting off drugs for, as I say, varying periods. Within 
the last month I had a case where a former addict was found supplying, 
that is, he was supplying, not selling, narcotics to a prostitute who was an 
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addict. He didn’t seem to be acting in any more than a friendly way, he 
didn’t seem to be a dealer, but was merely helping her to get drugs. And 
even though the drugs in this particular case were administered in his 
presence, and he had a long record as an addict, it was quite apparent that 
he didn’t partake in the administration of the drugs. An examination of 
his body revealed no needle marks. Now, this man, of course, had not reformed, 
but he was certainly off drugs for the time being. 

I regret that I have no constructive suggestion to make to this honourable 
Committee, sir. I don’t know what the answer is. I only hope something is 
done, because up to now nothing has been done, except the last couple of 
years the research that is being done by Doctor Stevenson, and this Com- 
mittee. And I certainly welcome any new effort to find a solution. 

I trust that what I have said here will not be understood in any way to 
minimize this terrible situation we have in Vancouver. But I do think it’s 
bad policy to put the thing in a wrong light, to exaggerate it. I think that I 
shouldn’t allow the Committee to go away without, at least, my view that it 
is a terrible evil; I think it’s increasing in spite of probably what our figures 
show, but I do say that if we look at it in its proper perspective it will be 
better than getting any wrong ideas about its extent or the persons involved 
in it. 

There has been a good deal in the press lately about ‘syndicates this and 
syndicates that’, fighting each other and that probably is true, but we’ve 
never run into any concerted effort to push the drug, to sell it to new customers. 
I will say that there have been cases where an attempt has been made to get 
new customers in the sense that addicts have. I can recall cases where, in 
spite of what you may have heard today (I’m not contradicting the witnesses, 
mind you. I’m just probably adding something that they hadn’t heard about), 
there have been cases where people have induced others to take drugs, 
especially young people. But it’s not wide spread. I think it’s fairly well 
under control in that respect. 

However, before I finish, I thought it would be useful, and I thought 
the Committee might like to hear some of the close relatives of persons 
afflicted with this terrible habit; that is, to show its impact on family life and 
I have here in this envelope, which I will give to the secretary, I have here 
letters from two fathers, a wife, and a sister, each offering to appear before 
this Committee, providing they can be heard in camera and in the absence of 
the press. 

Now, Mr. Chairman, I think that is all I have to say on the subject. I 
will leave these figures, these letters, with the secretary, if I may. I don’t 
know if you want to examine them now. 

Senator Hopces: Mr. Chairman, may I ask the Magistrate a question 
before he goes? 

What is the average age? Those drug addicts who have come under your 
jurisdiction, are they young people or what is the average age? 

Magistrate Orr: Madam Senator, in general, the juvenile court deals with 
cases up to eighteen. 


Senator HopcEs: Oh, yes. 

Magistrate Orr: —and unless, very rarely, that a juvenile would become 
addicted to drugs under that age would be sent before me by the Juvenile 
Judge. 

The age group varies. I think you could get statistics on that. I have 
had them pretty young and I have had them pretty old. In fact, I brought up 
some old records but you haven’t had time to— 


Senator Hopces: But the majority, are the majority young or— 
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Magistrate Orr: I wouldn’t say that. 
Senator HopGes: You wouldn’t say that. 
Magistrate Orr: No. I think Doctor Stevenson would be your very best— 


Senator Hopces: Yes. I just wondered whether in your particular court 
you would know. 


Magistrate Orr: No, there are some young and all ages. I dealt with some 
cases this morning which—a girl was probably twenty, I think the young man 
said he was twenty-two, twenty-three, and so on, and another one forty. 

The CHAIRMAN: Magistrate Orr, with the changes that were made in the 
Opium and Narcotic Drugs Act last year, do you find any difference in the 
cases coming before you, had they a splendid effect or— 

Magistrate Orr: Well, the answer to that is, so far, the only cases of 
trafficking (I may say that i switched with Mr. Dohm in February of this 
year. He had been taking the drug cases before that, and I switched with him) 
I’ve had since that, they have been preliminary enquiries. I haven’t had the 
trials, I’ve just had the preliminary enquiries and it would be hard to say 
whether they—what the effect is yet, do you understand? Because the sentences 
in most cases haven’t all come down. But I would imagine anything along 
that line would be good. 

Senator Hopces: You think it would have a deterrent effect— 

Magistrate Orr: Oh, certainly,— 

Senator Hopces: -—harsher punishment and longer sentences? 

Magistrate Orr: On traffickers? 

Senator Hopces: Yes. 


Magistrate Orr: Oh, I think so. The difficulty, of course, is this. We 
always speak of traffickers, but you heard Doctor Stevenson when he men- 
tioned that the average person who sells it on the street is himself an addict, 
and it just doesn’t sound right to treat him in the same category as the person 
such as the, well, let’s say, the notorious Mallock case. I think it’s over, 
we can talk about it now. That would be in a different category. Whether it 
would make much difference to an addict himself, I don’t know. 


Senator HORNER: Would you comment at all on your trip to—what you 
saw or heard of Lexington, Kentucky? 


Magistrate Orr: I would be glad to, sir, but Doctor Stevenson was there 
after I was there as he would tell you. But I will tell you anything I can. 
I did think it was a marvelous sort of penitentiary, because I saw the prisoners 
playing golf and things of that sort. 


Senator Hopces: Marvelous sort of club. 
The CHAIRMAN: They found a real home, hey? 


Magistrate Orr: Well, it sounds that way, but it wasn’t. The day 
I got there I saw a large party of men taking down barbed wire. I thought 
they were putting it up and when I was discussing affairs with the director, 
he was more or less putting his best side forward and I said, but I still see 
you are putting up more barbed wire. No, he said, that gang is taking it down. 
They were taking it down and they have a very small number of guards 
compared to the number of—but, of course, it’s a combined penitentiary and 
hospital. Four hundred are prisoners and I think nine hundred were volun- 
tary committals. 

Senator Hopces: Are they all together? 


Magistrate Orr: They’re not treated the same. They’re all in the same 
building, yes. But, of course—I wouldn’t like to say for sure—lI don’t think the 
prisoners are allowed to go out beyond the wire. I’m not sure about that. 
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Senator McKeen: Are the prisoners the golfers? 

Magistrate Orr: Well, they’re all prisoners in that sense. I wouldn’t like 
to say that. I did see them coming in with golf bags over their shoulders, and 
their little golf course. 

The CHAIRMAN: You had a question, doctor? 

Senator HowpDEen: Yes, I have. You are a man of great experience, I 
appreciate that fact. Now, I have been asking this question today. Have you, 
to your knowledge, ever encountered reformed addicts? 

Magistrate Orr: Reformed addicts? 

Senator HOwDEN: Yes. 

Magistrate Orr: No, I said so. I already said so in my presentation. 

Senator HowpDEN: Yes, I heard you say you thought one man had been 
off a year. 

Magistrate Orr: No, I said that I had never found one who had completely 
reformed morally and physically to my knowledge, you understand? But I 
do know of a case—one of the cases that Captain Leslie or the other gentleman 
from the Salvation Army read out—and there isn’t any doubt that that man, 
up to the present time, is okay. Now, whether he stays or not that’s—I think 
he said eighteen months and I think that’s about my own impression of it. 
I have found lots of people— 

Senator HowpEn: If he wants to be free and he has been freed for 
eighteen months he’ll go on for eighteen years or perhaps eighty years if he 
lives that long. 

Magistrate OrrR: He may, I don’t know. 

Senator HOWDEN: They’ve got to have the will to be free from addiction, 
if they’e going to get through with their own effort. 


The CHAIRMAN: Any other questions, Honourable Senators? 

Senator STAMBAUGH: Just for our information, these letters you’re leav- 
ing, are these from drug addicts or the families? 

Magistrate Orr: No, these are not from drug addicts. They’re from the 
parents, wife and sister of drug addicts who have been a great problem to 
their families, and these people will tell you, if you want to know, the impact 
of having to live with a member of the family who is a drug addict. If you 
want them, I’ll leave these letters. They are addressed to me—with the 
secretary—and you can perhaps read them. 

The CHAIRMAN: On behalf of our committee I thank you most sincerely, 
Magistrate Orr. 

The committee adjourned until tomorrow, Tuesday, April 19, 1955 at 
10.00 a.m. 
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APPENDIX A 


ARGUMENTS FOR AND AGAINST THE LEGAL SALE OF NARCOTICS 


By G. H. STEVENSON, M.D. 


Drug addiction has been an increasing problem in British Columbia in 
recent years and a cause of concern to the general public, the merchants, the 
police, the courts, the provincial government and the medical profession. In 
spite of very diligent efforts on the part of the police and the courts, the 
number of addicts in the province appears to be on the increase and there is 
obviously a large illegal traffic in narcotic drugs to supply their demand. It is 
estimated that there are 5,000 addicts in Canada, nearly 2,000 of whom are 
located in British Columbia. Convictions in British Columbia under the 
Opium and Narcotic Drug Act amounted to 265 in 1953, and were 66 per cent 
of all such convictions in the entire country. Ontario, with 34 times the 
population of British Columbia, had only 99 convictions in 1953 (and only 70 
in 1952). The reasons for the unduly large proportion of addiction in British 
Columbia are complicated and need not be gone into fully in this paper. 
However, it should be noted that more than 70 per cent of British Columbia’s 
addicts began their addiction in this province (almost all of them in Vancouver) 
and there now exists in Vancouver an increasing colony of addicts who have 
what appears to be a dependable black market supply of their drug addiction— 
heroin. Most of the men of this colony support themselves by illegal means— 
shop-lifting, theft, breaking and entering, and by selling narcotics periodically, 
whereas the women, who constitute one-quarter to one-third of the total 
number, support themselves largely by prostitution and by assisting the men 
in criminal activities. There are some addicts who hold regular employment 
for varying lengths of time and most addicts have had periodic employment. 
However, it is obvious that such a large group of relatively unemployed and 
delinquent people must cost the citizens a large annual sum of money in 
stolen goods, police and court prosecutions and maintenance in prison. 

It might be mentioned at this point that some people believe there is a 
large body of non-delinquent addicts in the community, who are presumed to 
work steadily and to be otherwise well-adjusted persons. The writer has not 
been able to find heroin or morphine users in this category. There doubtless 
are a few such persons, chiefly in the medical and related professions, but 
anyone who has had professional relationships with such persons realizes their 
erratic undependability and the hazard they are to their patients when under 
narcotic influence. There are also non-delinquent persons addicted to the 
barbiturates and pethidine (demerol), who secure their supplies on medical 
prescription. These substances are highly addictive and physicians need to 
be aware of these dangerous features in prescribing them. As addictions, they 
can be more damaging to the unfortunate user of them, than the more common 
drugs of addiction—alcohol, morphine, heroin. 

The failure of the police to prevent a steady flow of illicit narcotic drugs 
to the addicts and the failure of prison sentences to cure them (most addicts 
return to narcotics soon after leaving prison), coupled with the steadily 
increasing numbers of addicts in British Columbia, have led the public to seek 
some other solution to what has so far been an insoluble problem. The methods 
proposed by the Committee of Addiction of the Vancouver Community Chest 
and Council!, in their report of July, 1952, supported in December, 1952, by 
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a brief to the Federal Government were mainly (1) amendments to the Opium 
and Narcotic Drug Act to make a distinction between traffickers and users, 
(2) the setting up of treatment and rehabilitation facilities for addicts who 
want to be cured, and (3) the establishment of “narcotic clinics” where 
registered addicts might legally receive narcotic drugs in “minimum required 
dosages”’. 

At this point it might be stated that the Federal Government has increased 
the penalties for illegal trafficking in narcotic drugs?. A request has also been 
made recently to the British Columbia Government by the Vancouver Com- 
munity Chest for the authorization of payment to hospitals for withdrawal 
treatment of addicts and for the setting up of rehabilitation facilities. No 
action, however, has been taken by the Federal Government to permit the 
establishment of “narcotic clinics’ where addicts might obtain drugs legally. 
What are the arguments for the establishment of such “clinics’’? 

The Chest’s Committee Report states sorne of them: 

“3. The Federal Government should be urged to modify the Opium and 
Narcotic Drug Act to permit the provinces to establish narcotic clinics where 
registered narcotic users could receive their minimum required dosages of drug. 

“The establishment of this register of narcotic addicts would maintain a 
constant check-up on the number of addicts by any community. It would also 
protect the life of the addict and support him as a useful member of society. 
The assistance would hasten his rehabilitation, or at least reduce the amount 
of his addiction since many of the stresses of the addict’s life would be reduced. 

“This action would within a reasonable time eliminate the illegal drug 
trade. The decision to modify the Opium and Narcotic Drug Act in this way 
would be most violently opposed by those who profit from drug trafficking, 
and one should expect opposition and interference from such criminals. Never- 
theless, no addict will willingly strive for $20 to $50 per day through criminal 
activities, if unadulterated drugs could be obtained for a few cents at a govern- 
ment-operated clinic. The operation of such clinics would not entail any reduc- 
tion in the vigilance of law-enforcement agencies.” 

Addicts themselves enlarge on or add to these arguments as follows: 

1. If drugs were legally available, the cost of drugs would be nominal and 
the addict could easily support a modest habit from his wages. 

2. He would not be in constant conflict with the police nor would he be 
sent to gaol. 

3. Absence of police arrests and gaol sentences would enable him to work 
steadily, advance in his work and maintain himself and his family in 
respectability. 

4. Employers are reluctant to employ anyone with a record of gaol sen- 
tences, especially addicts, a situation which legal sale would obviate. 

5. If he could buy his drugs legally, he would not have to pay the exorbi- 
tant prices demanded on the black market (the only market now available) 
and which, to pay, he has to secure money illegally, as the average habit of four 
or five capsules a day costs him at present at least $15 a day and up to double 
that amount. 

6. Lengthy gaol sentences interrupt work and family life and force the 
addict into a continuous life of crime. 

7. The addict states that he is less of a danger with heroin in him than 
he or other people are with alcohol in their circulation. He contends that with 
heroin he only wants to be quiet and relaxed, whereas the alcohol user is apt 
to be aggressive, quarrelsome and dangerous. 

8. If drugs were legal they would lose their glamour and adolescents would 
not be attracted to them as they are now. Some addicts claim, too, that having 
learned to like narcotics, they resent the legal prohibition and are. the more 
determined to get them, in much the same way as in the days of alcohol prohibi- 
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tion, when many people thought it smart to outwit the police, patronize the 
bootleggers and generally show their defiance of the alcohol prohibition law. 

These arguments sound attractive. Nearly every addict quotes them and 
believes in them. Many people believe that legal sale is the answer to them. 
Books and articles favouring legal sale have been published. The Chest’s 
recommendations were supported by quite a number of groups, as well as 
certain newspapers, some newspapers, some members of parliament and of the 
provincial legislature. Support of the plan of legal sale rests on the apparent 
reasonableness of these arguments, the increasing number of addicts in British 
Columbia, the increase in crime which is attributed to addicts, and the failure 
of the police to prevent a large black market in Vancouver. A part of the 
support may be due to the belief that narcotics may not be as harmful as is 
commonly believed. There are those, too, who, holding such a belief, consider 
it only fair and right that a person who prefers morphine or heroin to alcohol 
has as much right to them legally as he has to alcohol legally. 

It should, of course, be stated that this recommendation of the Chest’s com- 
mittee was not a de novo recommendation. Legal sale in various forms has 
been known and practised in various countries for many years, even centuries. 

The best known example of extensive legal use of narcotics (in this case, 
opium) is China5 678910, where over 200 years opium smoking was openly 
indulged in. True, from time to time, Imperial edicts were issued forbidding 
the smoking of opium, but: these were never seriously enforced, and by the 
treaty of 1858 between China and England. opium was legally imported into 
China for smoking, and continued to be legally used until well into the 20th 
century. 

It might be mentioned at this point that the actual deleterious effects of 
narcotic drugs, on the individual user as well as on society generally, are also 
a matter of controversy. That the Chinese government should repeatedly try 
to stop opium smoking by its nationals implies that the government must have 
come to the conclusion that opium smoking was a bad thing. They believed 
it exerted a deteriorating influence on the users and that it conduced to national 
poverty and social degradation. Suffice it to say here that the habitual use of 
narcotics has unfavorable effects on both the individual and society, but that 
these effects have been largely over-stated by the opponents of the use of 
narcotics. Compared with a very commonly used narcotic, alcohol, the dele- 
terious effects of the opium derivatives may be qualitatively and quantitatively 
less than those of alcohol. In their habit forming propensities, however, and 
in the narrow margin of safety between social use and addiction, the opium 
group is more hazardous than alcohol, but in all other respects, alcohol may 
be the more dangerous of the two. 

This uncertainty concerning the actual deleterious effects of the opium 
group is responsible for the two extreme points of view held in Canada at the 
present time. The Opium and Narcotic Drug Act has been framed with the 
concept that narcotics are highly dangerous, that society has to be protected 
against them, and that persons who illegally secure narcotics, even minute 
amounts, must be punished severely, a minimum compulsory gaol sentence of 
six months being mandatory, with maximum sentences up to seven years for 
illegal possession of drugs, and up to 14 years for trafficking. 

On the other hand, people who favor legal sale of narcotics have presumably 
come to the opinion that narcotics use per se is not too serious a matter, to 
either the individual or society, and that people who prefer heroin to alcohol 
should have the legal right to the drug of their preference, under properly and 
legally supervised conditions. In this connection, it might be noted that many 
careful observers in China were of the opinion that opium for the Oriental 
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was much the same as alcohol to the Occidental, that either could be abused, 
but that the majority of both races used their favorite drug in moderation 
without unfavorable consequences. 

Reverting to previous experiences with legal sale of narcotics, it might 
be noted that the United States had no national law prohibiting narcotics until 
early in the present century (the Harrison Act was passed in 1914!!), and the 
use of drugs was completely legal (except for local ordinances) all during the 
19th Century. Whatever drug addicts there were in the eastern United States 
during much of that time had become so largely through medical treatment of 
physical disorders, whereas on the west coast, drug addiction was largely con- 
fined to Chinese, who had been admitted to the country as a labor corps, and 
who had brought their opium smoking tendencies with them. They were 
permitted to import all the opium they wanted to use, with only a customs tax 
on it. Opium smoking spread in the 1860’s and 1870’s to the west coast under- 
world, and drug addiction as an acquired habit was quickly adopted by them!?. 
The reasons for the very severe legal penalties adopted in the early part of 
the present century are not clear, but fear and horror of drug addiction appear 
to have been partially responsible, as well as the belief that the use of narcotics 
not only branded the user as a worthless and vicious person, but also was 
responsible for causing much crime. 

The remarkable difference of opinion in the U.S.A. as to the actual 
deleterious effects of narcotics was shown by the setting up of “narcotic clinics” 
in many cities of the United States about the year 19181%. Much the same 
reasoning was given then, as now, that legal sale of narcotics to registered 
users would reduce crime, would enable the user to get his favorite drug at 
reasonable cost and would allow him to work regularly, and illegal sale of 
drugs would be abolished. These “clinics” functioned until about 1923 and 
were finally all abolished, the results having been unsatisfactory. It is only 
fair to state that there were some people who felt the experiment had not 
been tried long enough and that the results were not invariably unfavourable. 
In those “clinics”, too, the addict was given a supply of drugs to take with 
him, to be self-administered when desired, a situation which led to abuses, and 
might not be a part of the thinking for the “narcotic clinics” as envisaged by 
the Vancouver Chest’s Committee. . 

The chief defects of these earlier narcotic “clinics” might be listed as 
follows: 


1. “Clinics” brought criminals and drug addicts from areas where no 
“clinics” were available, increasing the number of idle, delinquent and pros- 
titute classes in the cities where there were “clinics”. 

2. No attempt was made to cure addicts. The “clinics” were merely dis- 
pensaries for issuing drugs. Because of the peculiar need for increasing the 
dose of the opium products to get a pleasurable effect, addicts were constantly 
demanding larger and larger amounts. There could be no “basic minimum 
dosage” which would satisfy the addict. 

3. The illegal drug traffic continued to flourish. Addicts who wanted more 
drug than the “clinic” would allow, patronized the illegal trafficker. 

4. As the addict group were not generally employed, crime continued to 
supply addicts with additional money for their added drug supply. 

5. Prostitution flourished openly in the areas where “clinics” were located 
as most women addicts, then as now, were prostitutes and supported them- 
selves in this way. 

6. Addicts would register their non-addicted wives and friends as addicts 
in order to get the supplies which would be issued to them. 

7. Addicts would move from “clinic” to “clinic”, or from town to town, 
where “clinics” were located, hoping to increase their drug allotments. 
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It will be noted that the word “clinic” is used in quotation marks in these 
comments. This word ought to have some medical or treatment connotation, 
but as used in the “clinic” experiment in the United States it had no such 
meaning. True, these so-called clinics were operated under medical super- 
vision but no attempt was made to treat the addict for his addiction. They 
were, in fact, nothing more than legal outlets for the sale of narcotics to 
addicts. It is likewise difficult to see how the “clinics” advocated for Canada 
could be anything different. One might as well call a beer parlor or a 
liquor store by the name of “alcohol clinic’. 

Another nation which is commonly quoted as proof of the workability of 
legal sale is Great Britain. Addicts frequently ask, “Why can’t we have the 
same system they have in England?” The implication is that addicts can get 
their drug requirements in England legally (and without cost through the 
National Health Scheme) and that they can be employed regularly and avoid 
the hazard of arrested imprisonment. 

What is the English “system”? 


In the first place it needs to be remembered that Britain has never had 
a drug addiction problem of comparable size with that of Canada or the 
United States, reporting to the U.N. Commission on Narcotics only about 300 
recognized addicts in a population of 45 million. It has never had a large 
influx of opium-using Chinese, as have Canada and the United States. Britain 
has an underworld, but narcotics have never become common among its 
members, and are virtually unknown in the prison population of Britain, as 
contrasted with the prison population of Canada, where 15 per cent or more 
of prisoners in British Columbia are or have been drug addicts. British 
authorities have never allowed narcotics to get a foothold on the people, 
other than those who became medically addicted by physicians as a part of 
their treatment for physical diseases. For example, in 19th Century England, 
opium was freely administered for tuberculosis and not a few people became 
chronic drug users as a result. Also in the 19th Century, a few literary people 
became self-addicted, usually claiming physical reasons for starting, and De 
Quincey’s “Confessions of an English Opium Eater’’* is a good study of a 
member of this group. The point to be emphasized is that there is no real 
parallel between the drug addiction problem as between Britain and Canada, 
and there need be no similarity in the methods of handling their respective 
problems. 

But it is important to understand the English “system” for the additional 
reason that some advocates of legal sale of narcotics do not favor the “narcotic 
clinic” idea but favor legal sale through physicians. One of the most earnest 
advocates of legal sale in British Columbia invariably emphasizes and recom- 
mends what he calls the British “medical treatment” method. He would have 
addicts get their required supplies through physicians who would be authorized 
to supply prescriptions for them. That is, of course, a serious debasing of the 
concept of “medical treatment”, as it is the duty of physicians to treat patients 
in the hope of ameliorating or curing the pathological condition. To ask 
physicians to be dispensers of narcotic drugs is to ask them to take on the 
function of the “beverage room” or liquor store. That this plan has earnest 
advocates is due not only to their belief in its efficacy and to their belief in the 
non-injurious effects of the usual opium group, but also because these persons 
realize that the “narcotic clinics” plan advocated by the Chest’s Committee 
on Addition would present tremendous difficulties of operation. Where would 
such “clinics” be located? Would every town be required to have one? Would 
they be open 24 hours a day? Who would pay for their upkeep? Would they 
be in every province? If a person lacked funds to pay for his drug would he 
be given it without charge? Would the addicts have to be given the drug in 
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the “‘clinic’’ itself, or would he be allowed to take drugs to his home for self- 
administration? Even if Parliament approved such a plan, it would probably 
be the responsibility of each province to implement it or to decline to imple- 
ment it, and what would happen if British Columbia alone implemented it 
and set up “clinics’ in the larger centres? Would drug addicts come to 
British Columbia from all other provinces not having such “clinics”? If an 
addict wanted cocaine, could he get it from the “clinics”? If an addict moved 
from Vancouver to a small town in the interior, how would he get his drugs 
in this new location? Would the proposed register of addicts be closed when 
all current addicts were registered, or would it be opened periodically to 
include new addicts who had become illegally addicted in the interval? 
Moreover, if legal sale were approval for Canada, would this mean that ex- 
addicts, having completed their sentences in gaols and penitentiaries, would 
be permitted to resume their addiction legally through “narcotic clinics” or 
by physicians’ prescriptions? Why should ex-addicts be encouraged to resume 
their addiction? 

The alternate proposal of making the medical profession the official 
dispensers of drugs would do away with all these problems just enumerated, 
because physicians are located in all parts of all the provinces. In other words, 
drug outlets would be already established in the physicians’ offices, if physi- 
cians were authorized or required to supply narcotics to addicts. Is it 
conceivable that the medical profession would consent to become a legal 
outlet for narcotics to addicts, merely to perpetuate their addiction? The only 
proper relationship of the-physician to the addict is that of helping the addict 
to overcome his addiction. Physicians are entitled to treat addicts, but treat- 
ment can rarely be expected to be successful by the ambulatory method or by 
office practice. Hospital facilities with security provisions, skilled nursing, 
constant medical supervision and treatment are all essential, followed by an 
adequate rehabilitation program. 

To return to the English “system”, it should be stated at once that England 
does not encourage, or even permit, the administration of narcotics to addicts for 
the purpose of addiction only. There must be sound medical reasons for a 
physician to administer narcotics to a patient, or to issue a prescription for them. 
If prescriptions are issued, they are treated the same as any other prescription 
and are filled by the druggist without direct charge to the patent under the 
provisions of the National Health Scheme. 

Nevertheless, it is true that under certain circumstances drug addicts can 
receive regular supplies of narcotics on medical prescription. No register is kept 
(as is recommended by the Chest’s Committee), but each physician treating an 
addict must report the addict by name to the Home Office, and the physician is 
obligated to do his best to cure the addict of his addiction. If narcotics are to be 
administered over a considerable time, the physician is expected to have a 
second physician consult with him on this matter. If he learns that the addict 
patient is getting additional narcotics from another physician as well, he is 
expected to discontinue treatment and report the circumstances to the Home 
Office. These regulations are related to the “Dangerous Drugs Act’, under 
which act narcotics are controlled. Under this act a ““Memorandum as to Duties 
of Doctors and Dentists”’® has been prepared which instructs such persons on 
their responsibilities in prescribing narcotics to addicts. The following quota- 
tions are from this “Memorandum”: 

p. 4. “The continued supply of drugs to a patient, either directly or by 
prescription, solely for the gratification of addiction, is not regarded as a 
medical need’.”’ 

p. 8—sec. 28. “A doctor who obtains, attempts to obtain, or who admin- 
isters or supplies them (i.e. narcotics) otherwise than for the purposes of bona 
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fide medical treatments commits an offence against this act. The abuse of this 
authorization in order to obtain drugs for the gratification of addiction is an 
example.” 


p. 10—sec.51. “Morphine or heroin may properly be administered to 
addicts in the following circumstances, namely: 


(a) Where patients are under treatment by the gradual withdrawal method 
with a view to a cure. 

(b) Where it has been demonstrated, after a prolonged attempt at cure, that 
the use of the drug cannot be safely discontinued entirely, on account 
of the severity of the withdrawal symptoms produced. 

(c) Where it has been similarly demonstrated that the patient, while 
capable of leading a useful and relatively normal life when a certain 
minimum dose is regularly administered becomes incapable of this 

when the drug is entirely discontinued. 


p. 10—sec. 52. “Precautions in the Treatment of Addicts by the Gradual 
Withdrawal method. ‘In these cases the primary object is the cure of the addic- 
tion if practicable. The best hope of cure . . . in a suitable institution or 
nursing home... (or) the practitioner . . . attempt to cure his condition by 
steady, judicious reduction of the dose.’ 

p. 10—sec. 54. “Precautions in Treatment of apparently incurable cases 
(these cases under (b) and (c) of sec. 51 above). ‘In all such cases the main 
object must be to keep the supply of the drug within the limits of what is 
strictly necessary. The practitioner must therefore see the patient sufficiently 
often to maintain such observation of his condition as is necessary for justifying 
the treatment’.” 

It will be seen from the foregoing that the English method of dealing with 
drug addiction can by no means be equated with “legal sale” or “narcotic 
clinics”. Moreover, it must be realized that the rarity of drug addicts in 
England is coupled with a traditional belief, not substantiated by actual 
experience, that some addicts cannot be cured because of their suffering while 
on withdrawal treatment and that some may need narcotics in order to work. 
With our vast experience on this continent, we realize that English concern 
with such possible hazards and difficulties is completely unwarranted. With- 
drawal treatment can be performed in a few days in practically every case 
and without undue suffering on the part of the patient. Moreover, every 
addict can work better after he has discontinued the use of narcotics and has 
had a reasonable convalescence than he was able to do while he was addicted. 
When one sees the way addicts improve in weight and in their general health 
following discontinuance of narcotics, and how much better they are able to 
work, one realizes the lack of need for such over-cautious handling of addicts 
as is the custom in England. 

Even if Parliament were willing to amend the Opium and Narcotic Drug 
Act to permit legal sale, it would have to forego its obligations in the United 
Nations pacts to which Canada is a signatory, and in which Canada and the 
other signatories are pledged to fight drug addiction. This has been well set 
out in a paper by Mr. R. S. S. Wilson 17, published in the Vancouver news- 
papers in reply to the Chest’s Committee’s report. It has also been noted in 
a paper by Mr. G. W. Cunningham 18, U.S. Deputy Commissioner of Narcotics. 
True, there is no reason why a nation might not adhere to its United Nations 
commitments and still try out new methods of managing its addiction problem, 
but the method proposed appears to be in contradiction to Canada’s inter- 
national commitments. 

There is very grave doubt that permitting addicts to receive drugs legally 
would actually result in good employment results or any sizeable diminution 
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in crime. The “narcotic clinic” experiment in the United States gave no sup- 
port to these theories. Moreover, detailed studies of the employment and 
delinquency records of British Columbia addicts indicate that these poor 
records are not the result of narcotic use, but largely preceded these use of 
narcotics. More than 70 per cent had unsatisfactory work records before they 
started on drugs and an even larger group had been delinquent before starting 
on drugs. Certainly the continued use of narcotics under present circumstances 
does tend to increase still further the addict’s unsatisfactory social adjustments, 
but it should be made clear that basically their unemployment and crime 
records are not caused by drugs but preceded their drug use. There is no reason 
to think that by allowing addicts to be chronically under the influence of 
narcotics, they will improve their capacity for work or change their lifetime 
habits of delinquency. 

It is also worth noting that 75 per cent of the group were heavy users of 
alcohol before starting narcotics, and had not infrequently been in trouble 
because of alcoholic excesses. 

This data on the occupational history, delinquency records and alcohol 
use of drug addicts both before and after starting narcotics is very important 
because it indicates that drug addiction is not an unfortunate habit acquired 
innocently, but is part of a general personality disorder. There is no reason 
to think that simply curing the addict of his addiction, or on the other hand, 
supplying him with all the drugs he wants at minimum prices, will solve his 
problem. In both cases there is the underlying personality distortion and 
antisocial tendencies which have to be recognized and dealt with. Supplying 
the addict with free or low-cost narcotics cannot be expected to change him 
into a mature, socially well-adjusted citizen. Whatever chance there is of 
helping him will have a better likelihood of success if he is first freed from 
narcotic domination. 

The next argument for legal sale is that it would eliminate smuggling 
and the illegal traffic generally. This surmise sounds as if it might be theo- 
retically correct except for the fact that legal sale, under whatever form, 
never has defeated the illegal traffic. Legal sale in China and other Asiatic 
countries went parallel with illegal sale. 

In China, as indicated time and again in books dealing with the opium 
problem there (4, 5, 6, 7, 8, 9, 10) the illicit traffic was always functioning 
successfully in spite of severe penalties at times, and even when drugs could 
be purchased through legal channels. 


In Hong Kong, where opium was sold by the Government to addicts, 
only 800 applied for legal opium as compared with 68,000 addicts who 
obtained drugs from illicit sources. (Quoted from Narcotic Clinics in 
the United States.) 


The same circumstances prevailed in the United States when opium and 
other narcotics were legally available. 

In a one-year period in the 1920’s when these clinics were in operation, 
the volume of illicit peddling of narcotics reached the point where 71-151 
ounces of narcotic drugs were seized in the domestic illicit traffic—or more 


than 14 times as much as was seized in 1952. (Quoted from Narcotic Clinics 
in the United States.) 


Theoretically, the addict would get his rationed supply from the “narcotic 
clinic’, but it is one of the certain facts about heroin use that larger and larger 
doses are required, because of the peculiar mechanisim of “tolerance”. To get 
the desired effect the dose has to be steadily increased. Unless the “clinic” is 
to sell the addict as much narcotic as he requests, he must go to illegal sources 
for the amounts he wants. The legal outlet becomes a sure source for only his 
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minimum purchases. The illegal traffickers will still supply the excess he wants 
at prices which would still involve the addict in crime to secure money for its 
purchase. 

Moreover, the addict would still have difficulty maintaining good employ- 
ment because employers know that the average addict is, to say the least, an 
unstable personality. If an employer has’ to choose between a person taking 
drugs (legally or otherwise) and a non-user of equal ability, he would choose 
the non-user. True, the employer might never know that the addict was such 
but it is difficult to keep a matter of this sort a secret. Fhe legally addicted 
addict would still be an addict, and would still consider himself discriminated 
against if he lost his position or was unable to secure remunerative employ- 
ment, and, as at present, might readily revert to crime and heavier drug 
purchases from the illegal market. 

The argument that the heroin user is less intoxicated and less of a menace 
than the person under the influence of alcohol is a sound one. It is vitiated, 
at least in part, by the fact that the user of alcohol seldom is under the influence 
of alcohol while at work, reserving his evening and week-ends for drinking. 
But the heroin user has to take several “fixes” a day, which means that he is 
chronically under narcotic influence, sleepy, indolent, careless and lacking in 
energy, or he is having distressing abstinence symptoms which again interfere 
with his work and require him to interrupt his work to re-intoxicate himgelf. 

The argument that if drugs were legal they would lose their glamor and 
would not appeal to adolescents is very questionable. Legal sale of alcoholic 
beverages has not made them unattractive to our adolescents. There is no 
reason to think that the predisposed persons who become today’s addicts, and 
who become so in adolescence or early adulthood, would not have become drug 
users if narcotics had been legally procurable. Supportive evidence for this 
assertion is that 75 per cent of this series of narcotic addicts had already 
become heavy users of alcohol (which is also, of course, a narcotic), even 
though alcohol was legally available. If morphine was available through legal 
sale there would undoubtedly be an increase in the number of people who 
would want to use it. 

It should be admitted that there is nothing essentially evil or criminal in 
the taking of a chemical substance which tends to relieve stress and strain 
(19, 20). Tobacco has some such effect in times of tension or as a relief from 
ordinary stresses. Alcohol has still more of an effect in promoting relaxation. 
Both of these chemical substances can be used legally with no loss of social 
prestige if used within reasonable limits. The opium derivatives are also seda- 
tives and relaxants and are preferred by some people over alcohol. To label 
such persons as criminals and to sentence them to prison merely for having 
in their possession minute amounts of these chemical substances can be regarded 
as very severe treatment of them. And there is no doubt that prison sentences 
often tend to make the prisoner resentful and hostile. They cause him to lose 
his employment and break up his home, and may be determining influences in 
leading an otherwise non-criminal person into a lifetime of crime and prison 
sentences. The drug addict has a real grievance, but it should not be assumed 
that legal sale of narcotics is the answer. And legal sale of the narcotic, alcohol, 
does not in itself justify the legal sale of another narcotic, morphine, even 
though the effects were no more than the effects of alcohol. While most people 
can and do use alcohol moderately, it should be realized that the world pays 
a tremendously high price in money spent, accidents induced in part by 
alcohol, physical disease caused by alcohol and homes broken by addition to 
this alcoholic drug. But because most of us demand the right to use it in 
moderation, we accept the price. Canada has approximately 5,000 narcotic 
addicts. It has more than 100,000 alcohol addicts, and a great many more who 
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are periodic hazards to themselves or to others through over-indulgence. Do 
we want a similar problem through narcotics to that caused by alcohol? While 
it needs to be appreciated that the 5,000 narcotic addicts are what they are 
largely through personality defects, inherited or acquired by unfortunate con- 
ditioning in childhood, nevertheless, merely because these 5,000 people (or most 
of them) demand legal sale of narcotics is not a sufficient reason for granting 
that request. They should be helped not only to be relieved of their drug 
addiction but their other anti-social propensities as well. With few exceptions 
they have been anti-social from an early age and have not accepted the respon- 
sibilities which the average citizen is required to accept and conform to. 

It is obvious that there is no ready or easy answer to the addiction problem. 
As most addicts have had unfortunate home and parental influences during 
childhood, constant efforts should be made to improve the home life of our 
children. 

The immediate needs are for still more vigorous efforts by the police to 
combat the illegal traffic in narcotics. This problem is extremely difficu!t for 
a variety of reasons but should not be insoluble if enough planning and effort 
goes into it. In wartime, solutions were found to more difficult problems. 
Another urgent need is for treatment facilities. Most addicts desire at times 
to be rid of their addiction, but the curious fact remains that with the largest 
addiction problem in Canada, British Columbia has steadfastly refused to 
provide treatment facilities. There is hope that this situation will be rectified 
and the medical profession is urged to support such plans. Most addicts are 
not without good intelligence and some attractive personality characteristics. 
If these assets can be salvaged, not only will the numbers of addicts be decreased 
but there will also be the likelihood of reducing the number of young people 
who might otherwise become addicted, as addiction usually spreads by contact 
between addicts and predisposed young people. 

The attempt has been made in this paper to present as comprehensively as 
limited space permits, the arguments for and against the legal sale of narcotics, 
with certain historical and critical comments. Although these arguments have 
been presented as objectively as possible, for the information of the medical 
practitioners of the province, it will nevertheless be obvious that the writer 
has been brought to the conclusion that the proposal for legal sale of narcotics, 
if adopted, would not not only fail to solve the addiction problems but would 
actually make them more serious than they are at present. 
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APPENDIX B 


“YOU CAN PREVENT DRUG ADDICTION—AND CURE 
VICTIMS OF HABIT” 


G. H. STEVENSON, M.D. 


The World Health Organization’s Expert Committee on Drugs Liable to 
Produce Addiction defines narcotic drug addiction as follows: 


“Drug addiction is a state of periodic or chronic intoxication, detrimental 
to the individual and to society, produced by the repeated consumption of a 
drug (natural or synthetic). Its characteristics include: 
1. An overpowering desire or need (compulsion) to continue taking the drug 
and to obtain it by any means; 
2. A tendency to increase the dose; 
3. A psychic (psychological) and sometimes a physical dependence on the 
effect of the drug”. 
Translated into non-technical language, the points of emphasis are: 
That certain drugs are taken by certain people for their peculiarly pleasant 
effects (quite apart from medical values); 
That these drugs, taken as intoxicants, are injurious to the user as well 
as to the general public; 
That the user develops a tremendous craving for them; 


That the user will go to any lengths to get his favorite drug, even to 
criminal acts; 


That the user commonly has to take increasingly larger doses to get the 

desired effect; 

That life becomes intolerable to the user without his favorite drug and 

he becomes physically ill if deprived of it. 

The word narcotic is derived from a Greek word that means pain- 
relieving and sleep-inducing, but in English it includes all the drugs having 
characteristics that could lead to addiction, although not all of them are 
necessarily pain-relieving or sleep-inducing. But all of them have the quality 
of producing a seductively pleasant change in the way a person feels. 

The best-known narcotic drug is opium, produced from a type of poppy 
grown largely in China, India, Iran and Turkey. From opium are derived 
morphine, codeine and heroin. 

Heroin is the chief drug of addiction in Canada and the United States. 
Although heroin has not been available, even for the use of physicians, in the 
United States for 30 years, and has not been available to Canadian physicians 
since Jan. 1, 1955, it is smuggled into the United States from Europe, Mexico 
and the Orient, and is then transported into Canada by black market syndi- 
cates, and becomes illegally available to drug users in our larger Canadian 
cities. 

It is a white powder and is usually put up in one-grain gelatin capsules, 
greatly reduced in strength by the addition of milk sugar or similar substances. 
The addict pays $5 (more or less) for each capsule, containing only a small 
fraction of a grain of heroin, which, at ordinary retail prices, would be worth 
only a few cents. This gives some indication of the huge profits made by 
those in the smuggling and selling of narcotic drugs. 
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Other narcotic drugs are cocaine (used very little today by addicts), and 
the canabis (Indian hemp) derivatives—hashish and marijuana. Hashish is 
used considerably in certain Oriental countries, whereas marijuana, in the form 
of cigarets known as reefers, has a large illegal sale in the United States, but 
is seldom used by Canadian addicts. Reefers are specially favored by dance- 
band musicians, who believe they can play hotter music after smoking mari- 
juana. 

Marijuana’s effects are relatively mild, but its greatest danger lies in 
its use by thrill-seeking adolescents, because in certain U.S. cities adolescent 
smokers of marijuana not infrequently go on to the use of heroin. 

These, then, are the three main groups of narcotic drugs: 


Opium and its derivatives, morphine, codeine and heroin. 

Cocaine (the coca plant is grown largely in the East Indies and in certain 

South American countries), and 

Cannabis (Indian hemp) and its derivatives, hashish and marijuana. 

It might be noted, as a botanical note, that all come from plants that have 
to be harvested carefully and then treated in various ways before being manu- 
factured into the particular drugs included in the category of narcotic drugs. 

There is a fourth group, the so-called synthetic drugs, which are manu- 
factured from simpler chemical substances directly, and which have narcotic 
effects. The best-known of these, although there are dozens, are demerol and 
methadone. 

These four groups of narcotic drugs come under international control, 
through the Commission on Narcotic Drugs of the United Nations. More than 
40 years ago the first international conference was held (The Hague, 1912) 
in an effort to control by international agreement both the legal and the illegal 
traffic in narcotic drugs, and to reduce or eliminate the abuse of narcotic drugs 
through drug addiction. 

The League of Nations and the United Nations sponsored later international 
conferences, which sought greater international co-operation in the elimination 
of opium-smoking and drug addiction generally, and the control of the growth 
of the opium poppy and its manufacture into drugs in quantities that would 
be enough for medical and scientific purposes only. 

These international conferences have also set up machinery for regulating 
and controlling the amounts of narcotic drugs that could be imported and 
exported for legal medical purposes, as some of these drugs have great medicinal 
value. However, the canabis group are now considered to be unnecessary in 
medical practice, and heroin also has been discontinued by many countries, as 
it is now known that other less dangerous drugs can replace it. 

In addition to the four groups of narcotic drugs that come under inter- 
national control there are other narcotic drugs that have only national regula- 
tion. One of these is alcohol. 

Alcohol for some people is a drug of addiction. Although the great 
majority of people can and do use alcohol moderately and with little or no 
danger to themselves or others, it should not be forgotten that alcohol in its 
total effects, qualitatively and quantitatively, can be an addicting drug. 

There are at least 20 times more alcohol addicts in Canada than heroin 
addicts. Alcohol also does much more physical harm when used in excess 
than heroin does to its user. As to social damage, alcohol accounts for many 
more broken homes, unhappy marriages, deprived children, total expense, and 
traffic accidents, than does heroin. 

But because most people demand the right to use alcohol legally and be- 
cause governments obtain considerable revenue from taxes on alcohol, it would 
seem that we are prepared to accept this terrific personal and social damage 
as a fair price for the privilege of general use of alcoholic beverages. 
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The barbiturates are another narcotic group that does not come under 
international control. This period in world history may be known not only 
as the atomic age but as the barbiturate age. Barbiturates are taken as 
sedatives and as sleeping medicines by a very large number of people. While 
most barbiturate users take these chemical substances moderately and under 
medical advice, it is not difficult to become addicted to them. 

Their toxic effects are much like those of alcohol, and some authorities 
consider barbiturate addiction as having greater potential hazards than 
addiction to either alcohol or heroin. Not a few people, too, die from overdose 
of sleeping pills (either accidentally or with suicidal intent), as heroin users 
sometimes die from overdosage, and somewhat similarly, some alcoholics drink 
themselves to death, both figuratively and literally. 

Amphetamine (commonly known by its trade name of benzedrine), while 
not ordinarily thought of as a drug of addiction, is used to excess by some 
people for prolonged stimulation, and at times for a narcotic effect, and some- 
times to counter the effects of barbiturate excesses. The use of benzedrine is 
said to be common at present among Japanese adolescents. 

Close to the drugs of addiction, but more properly called a habit-forming 
drug, is nicotine, the active principle of tobacco. Certainly, people use tobacco 
for its pleasantly relaxing effect, but tobacco is not without its physical hazards 
to the user. 

A number of physical disorders, such as cancer of the lung, heart disease, 
ulcers of the stomach and bronchitis, are, in some cases, apparently related 
to heavy smoking of cigarets. Smoking produces relatively little social damage, 
however; its chief social hazard is fire, which not infrequently is the result of 
smoldering cigaret butts. 

Perhaps if we ask ourselves why we use tobacco and take alcoholic 
beverages, we can, at least partially, understand why some people take narcotic 
drugs. Basically, we use tobacco and alcohol to increase our comfort or to 
relieve our discomfort. 

Discomfort may originate in physical disturbances, in distressing memories, 
in anxious fears and in our social relationships. All of us are uncomfortable 
at times, some of us are uncomfortable all the time. We may try to remove 
the causes of our discomfort, if they are removable, by correcting the situation; 
if physical, by proper medical attention and hygenic living, or, if emotional, 
by solving the problem or destroying the disturbing irritant. 

Often we cannot completely solve the problem or remove the offending 
social irritant. We may have to bear our difficulties with what courage, philo- 
sophy, religion, and endurance we may possess. 

On the other hand, we may try to deaden the pain, if physical, by an 
appropriate medicine, prescribed by a physician, or, if the distress is emotional, 
by possibly using the same drugs in intoxicating doses. 

Drug addiction, therefore, tends to occur chiefly in people who desire to 
increase their sense of comfort and well-being, but who lack the capacity or 
the training for ordinary adult social responsibility and who lack perseverance 
and opportunity for attaining the ordinary social values. They find in a narcotic 
drug a satisfaction they fail to get from life, and then find themselves controlled 
by the demands of a drug that refuses to be sent away. 

This is what the addict calls being wired or hooked or what is also 
designated as “the monkey on his back”. If he tries to break away from the 
drug he has withdrawal symptoms, which usually consist of nausea and vomit- 
ing, several pains and aches in the abdomen and legs, great restlessness, 
sleeplessness, and an over-whelming desire for the drug. 

It should be noted that a person only becomes addicted if he is in close 
contact with other users of narcotic drugs (or in the case of doctors and 
nurses, with the drug itself). Hence drug addiction originates very largely in 
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large cities, where there is already established a colony of drug addicts and a 
black market where drugs can be readily purchased. 


Thus, most drug addicts are recruited from the underworld, and most of 
them have been in trouble with the law before they start on drugs, as a result 
of all the factors that contribute to juvenile and adult delinquency. 


A much smaller group of addicts comes from the professional classes: 
physicians, nurses, dentists, pharmacists—people who are closely associated 
with drugs, who know their medicinal values but take chances with them, 
to alleviate their own personal frustrations and distresses. There is also a 
small group of persons who start to take narcotic drugs for medical reasons, 
perhaps even under medical direction, and who become so attached to the drug 


that even when the medical need no longer exists they continue the drug for 
its intoxicating effects. 


The general public has a horror of drug addiction and of drug addicts, 
largely the result of lurid tales of crazed “dope fiends’? in the sensational 
press and in journals that depend for their success on sensational stories. 


Drug addicts are usually depicted as engaging in crimes of violence, of 
being degenerates, and of being completely outside the pale. They are, we are 
led to believe, to be avoided as the plague. They are punished by long terms 


of imprisonment if caught with the tiniest fraction of a grain of heroin in their 
possession. 


Actually most heroin addicts are pathetic figures. They have usually been 
handicapped by poor home life in childhood and, although usually of normal 
intelligence, they have personality weaknesses that make it difficult for them 
to adjust to society’s demands. They use drugs to relieve their basic unhap- 
piness, and when they become addicted, they “continue because they find 
themselves unable to get along without drugs, even though they no longer get 
much of the satisfaction they once got from drugs. 


Heroin does them less harm physically than that caused by either alcohol 
or tobacco (unless they die from an overdose), but the use of drugs does 
decrease their capacity for remunerative work, and employers will seldom 


hire an applicant, or keep an employee, who uses drugs or has a history of 
drug use. 


They therefore commonly increase their stealing, to keep themselves and 
support their habit, which, at black market prices, will cost $10 to $50 a day. 
Women users, of whom there are approximately half as many as men, commonly 
resort to prostitution to buy drugs. 

It should also be noted that heroin acts as a sedative to sexual impulses, 
so that male heroin addicts are very rarely connected with sex crimes 
against women. 

Far from being stimulated to crimes of violence, the average addict is 
concerned only with getting money (usually by shoplifting, shopbreaking or 
bad cheques) to buy an adequate supply of drugs and with avoiding people, 
until it is necessary for him to again seek money to buy more drugs. There 
are always exceptions, however, and some addicts do have violent propensities 
and can be dangerous in their criminal activities. 

The World Health Organization has defined health as the achievement of 
the best possible physical, mental and social well-being of the individual and 
not merely the absence of disease or infirmity. 

By this definition, drug addiction is a sickness and the drug addict is 
a sick person. The drug makes him physically intoxicated and debilitated, 
he is mentally sick in that he has no peace of mind, and he is socially sick 
inasmuch as he is poorly adjusted in life, is constantly victimizing society and 
constantly being hurt by society. 
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He is not cured by sending him to prison. Prison may more likely confirm 
him in underworld life and decrease his capacity and opportunity for social 
readjustment. 

Treatment for the drug addict involves three phases. The first is that he 
must be willing to be cured of his addiction. He must, like the alcoholic, 
realize that there is no satisfactory future for him by continuing in addiction, 
that addiction is a dead-end street, and that reality painful as it may be, is 
likely to be better than a lifetime of drugs, unemployment, crime, jail, slums 
and social antipathy. 

Treatment should be voluntary, not compulsory. It should also be stated 
that many addicts would gladly be cured of their addiction if they could see 
the possibility of a real cure and of a better life than that they lead. 

Secondly, he must have withdrawal treatment in a secure environment, 
preferably in the psychiatric section of a general hospital, where he can have 
good medical and nursing care, where he can be protected from the well- 
intentioned but misguided friends who would seek to bring drugs to him, and 
where, having entered voluntarily, he must stay until the drugs have with- 
drawn from his body and normal physiological functioning has again taken 
control. 

He can be helped during this stage by certain sedative drugs, warm baths, 
proper diet and psychotherapeutie assistance. This phase of treatment should 
be of not less than two weeks’ duration. 

The third stage of treatment is rehabilitation. This involves physical and 
mental convalescence in a drug-free environment. 

He will be restless and sleepless for several weeks, perhaps longer, and 
this convalescent period should be devoted to the building up of his depleted 
physical condition and to helping him gain additional insights into the reasons 
for his former drug use. 

There should be a program of recreational and occupational therapy to 
get his body and mind functioning more normally again. A satisfying job 
should be located as soon as circumstances permit, a new set of recreations and 
hobbies should be substituted for his former habits. A new set of friends 
should be sought with careful avoidance of old friends and old haunts, as 
addict friends will try to lure him back. As with the recovered alcoholic, for 
whom one drink can be his undoing, so one heroin “fix”? can destroy all the 
effort that has gone into the addict’s treatment. 

There is no insuperable barrier against successful treatment of the drug 
addict, in spite of the prevailing pessimism and the well-known tendency to 
relapse. 

The absence of treatment and rehabilitation features in most communities, 
coupled with long prison sentences for possession of even minute quantities of 
heroin, have all militated against a humanitarian approach to the treatment 
of the addict. 

The addict, embittered and hostile, has done little to encourage optimism 
or to co-operate with those who would help him. But if the addict can get or 
be given a net set of values, and if proper treatment and rehabilitation facil- 
ities can be made available to him, his hopes of a drug-free future may be 
realized. 

A final word about the prevention of drug addiction. Everything that 
builds up a good home-life for children is helpful, including parents who are 
trained to train their children. The rules of mental hygiene should be more 
assiduously taught and practiced. There should be social and economic oppor- 
tunities for all people. 

All these are fundamental. A proper system of values for the adolescent 
is also of paramount importance and the avoidance of companions and cir- 
cumstances that militate against a good value system. 
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Rarely, if ever, has anyone become a drug addict except by contact with 
drugs or drug addicts. It is therefore greatly important that the police con- 
centrate their efforts on the prevention of smuggling and trafficking in nar- 
cotic drugs by eliminating the people who bring it into the country and 
arrange for its sale in our larger cities. The task will be difficult because the 
profits are enormous, but, to the extent that drugs are of decreased availability 
to that extent will young people cease to be made into addicts, and former 
addicts be made to relapse. 

The problems of prevention and treatment of drug addiction are difficult 
but not insurmountable, and require concerted efforts on the part of all con- 


cerned—the medical profession—the police, a co-operative public and, last but 
not least, the addict himself. 


By Dr. G. H. STEVENSON. 
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Exuipit No. 15 
No. 63 
MINUTES OF THE PROCEEDINGS OF THE SENATE OF CANADA 
THURSDAY, JUNE 23, 1955. 
The Honorable ARTHUR L. BEAUBIEN, Speaker pro tem 


Excerpts from the report of a special committee composed of 23 senators on 
the traffic in narcotic drugs in Canada. 


Extent of addiction 


Commissioner Nicholson, in discussing the results of a study made of 2,009 
criminal addicts, stated that only 341 of this number were first convicted under 
the Opium and Narcotic Drug Act, 1,220 were first convicted first for some 
other offense, and the balance of 478 were addicts with criminal records other 
than narcotic drug convictions. As was explained by the commissioner, of the 
2,009 cases studied, 1,668 involved people who were very probably criminals 
before they were addicts. 


* * 
Treatment proposals 


Suggestions for treatment ranged all the way from the legal supply of drugs 
to the total segregation of all criminal addicts. The committee considered pro- 
posals to alleviate the drug problem that was submitted to it. These proposals 
included such matters as (a) the removal and segregation of all convicted ad- 
dicts to an institution, far removed from any area of general population, prefer- 
ably on an island, for long periods of time, coupled with some system of parole, 
where rehabilitation was indicated; (b) establishment of a treatment center far 
removed from cities, with provisions for compulsory confinement or isolation and 
control of an addict over a number of years, such an institution should emphasize 
mental care, complete rehabilitation and training for useful occupation; (c) 
provision for withdrawal treatment in general hospitals, establishment of a 
rehabilitation residence for men, foster home care for women; (d) narcotic 
clinics; (e) the British system; (f) community action; (g) education; (h) 
group therapy, such as is carried on by Alcoholics Anonymous and Narcotics 
Anonymous. 

The committee in making special reference to certain of these proposals also 
commends for careful study the evidence of those witnesses who spoke on the 
question of the treatment of drug addicts. 

Narcotic clinics 

The committee heard considerable evidence with respect to narcotic clinics 
and ambulatory treatment. The vast preponderance of responsible evidence on 
this subject, both oral and written, leads the committee to conclude that the 
establishment of such clinics or the provision of any other legalized supply of 
drugs for the purpose merely of supporting addiction would be a retrograde step. 
The committee is therefore strongly of the opinion that the narcotic drug prob- 
lem cannot be solved by the creation of Government clinics where addicts could 
cbtain their supplies. 

The committee unanimously rejects any proposal designed to provide legal sup- 
plies of drugs to criminal addicts. The committee was supported in this decision 
by evidence that the Narcotic Drug Commission of the United Nations at its 
tenth session has resolved that “in the treatment of drug addiction methods of 
ambulatory treatment (including the so-called clinic method) are not advisable.” 


British system 

The committee heard frequent reference to the so-called British system and 
various witnesses urged its adoption in Canada. Consequently the committee 
arranged to obtain firsthand information about the law pertaining to narcotic 
drugs in the United Kingdom. It was privileged to hear a comprehensive state- 
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ment from Mr. J. H. Walker, United Kingdom delegate to the United Nations 
Narcotic Commission. Mr. Walker explained the law relating to dangerous drugs 
in detail. He stated that dangerous (narcotic) drugs in the United Kingdom 
are subject to a wide degree of control of the exacting standards demanded by 
the intermnational agreements to which the United Kingdom, in common with 
Canada, is a party. He also told the committee that the indiscriminate adminis 
tration of narcotic drugs to addicts is not now, and never has been, a feature of 
United Kingdom policy. A perusal of Mr. Walker’s evidence would be most valu 
able to anyone interested in the British system. 

The committee was also privileged to hear evidence on this subject from Dr 
A. W. MacLeod, assistant director, Montreal Hygiene Institutee and assistant 
professor of psychiatry, McGill University. Dr. MacLeod had experience in the 
treatment of drug addicts in Britain gained while he was assistant director of an 
in-patient psychiatric unit attached to one of the training hospitals at London 
University. He stated that the dangerous drug inspectorate of the British Home 
Office was strongly opposed to any line of action that would allow a known 
addict to continue his addiction. 

From the evidence it appears that there never has been a serious drug problem 
in the United Kingdom, and that the situation there is not comparable with that 
of Canada. 


* 
Education 


The committee considered the question of education against the use of nar- 
cotie drugs and is of the opinion that while educational programs may usefully 
be established for professional groups, for parent-teacher associations, and for 
adult groups generally, such program should not be used where they would 
arouse undue curiosity on the part of impressionable persons or those of tender 
years. The committee’s view is supported by the Narcotic Committee of the 
United Nations who recommend against any such educational program. Lecture 
material especially prepared by the Division of Narcotic Control and containing 
information respecting the economic and social factors of drug addiction has 
been presented regularly to medical and pharmaceutical associations, schools of 
nursing, and undergraduate societies in colleges of medicine, pharmacy, and 
nursing. This form of education should be continued. 

The committee recommends the improvement and expansion of mental-health 
programs in our schools in the hope that variations from acceptable behavior 
may be detected and treated before the opportunity for addiction to drugs has 
been presented. 

* ” * * *” * « 


Community action 


Any successful program for the prevention and treatment of drug addiction 
will require concerted community social action to remove from our cities those 
areas in which drugs are available, to provide adequate opportunity for youth 
and the emotional, social atmosphere which follows general rehabilitation efforts 
on behalf of treated drug addicts. There is an urgent need for communities to 
make concerted all-out efforts to eradicate conditions that breed drug addiction 

By the same token such groups as PTA, church groups, welfare councils, 
schools, hospitals, police, recreational bodies, and employers and the public gen- 
erally, will need to use their joint and several skills to readjust the lives of 
former addicts in order to again fit them into an ordered society. The impor- 
tance of this is emphasized in the recommendations that are made in this report 
for a treatment program. 

* ae * vs 7 


Pattern of drug addiction 


The committee heard evidence from many expert and qualified witnesses con- 
cerning the kind of people who make up the criminal addict population of Can- 
ada, something of their background and, in addition, the committee saw a large 
number of these people. Their sordid pattern of development shows a consider 
able degree of similarity. 

There is frequently evidence of broken homes, poor environment, lack of 
parental control and discipline, and the absence of religious training. This 
background leads to social deviation, juvenile delinquency, crime, and eventually 
to drug addiction through association with other drug addicts. 
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The evidence of medical authorities was to the effect that drug addiction is 
not a disease in itself. It is a symptom or manifestation of character weakness 
or personality defects in the individual. The addict is usually an emotionally 
insecure and unstable person who derives support from narcotic drugs. 

The committee was gravely concerned to learn that relatively few cases could 
be authenticated where drug addicts, while out of custody, had been successful 
in abstaining from the use of drugs for any lengthy period of time. 

The complications and difficulties in the successful treatment of drug addic- 
tion, having regard to the pattern of development of the addict and his almost 
invariable criminal tendencies, cannot be too heavily stressed. 

* a x a * * oe 


Treatment of addiction a provincial responsibility 

After a most careful and exhaustive examination of the evidence and of all 
the factors involved in treatment, the committee is strongly of the opinion that 
the recognition of drug addiction as a treatment responsibility, with the provi- 
sion of facilities therefor by provincial authorities, is long overdue. 

The committee in pointing out the responsibility of provincial authorities for 
treatment, does not minimize the difficulties that are presented nor the fact that 
a great number of drug addicts offer little or no promise for successful treatment. 
These difficulties would not in the opinion of the committee justify the continued 


failure to provide treatment procedures and facilities. 
* * * * * * * 


The evidence of many witnesses recommended the compulsory segregation and 
isolation of all addicts for long periods of time for the purpose of treatment and 
possible rehabilitation. 

By using its constitutional powers, any province could pass the necessary 
legislation providing for the committal, on a compulsory or voluntary basis, of 
drug addicts to an appropriate treatment institution in the same manner as is 
being done now for those in need of treatment for a mental condition. 

In considering the various suggestions for treatment, it will be appreciated 
that the majority of addicts not only have known criminal records, but have, 
as well, character disorders, or personality disturbances which will require in- 
stitutional treatment. Evidence about proposed treatment indicated that such 
treatment should include humane, supported withdrawal, medical treatment 
postdischarge control, including long-term probation, coupled with the right of 
immediate return to the institution in the event of relapse. 

It was also submitted that if treatment cannot be provided for all addicts, an 
effort should be made to treat at least the young ones, or those whose prognosis 
is good. It appears necessary to segregate young addicts from older addicts. 

In commenting upon the responsibility of provincial authorities for the treat- 
ment of drug addiction, the committee again stresses the need for community 
and public support of an addict who has undergone treatment and who desires 
to reestablish himself in society. It is apparent to the committee that institu- 
tional treatment can do only so much for an addicted person. 

The committee draws attention to the evidence of a number of witnesses who 
strongly advocated the need for followup and supervisory facilities for addicts 
who had undergone treatment, to prevent a return to drugs or to former bad 
associates or habits. 

* * 
Federal responsibility 


As has been pointed out, the responsibility of the Federal Government by its 
legislation is limited to the legal distribution of narcotic drugs for medical and 
scientific purposes and the suppression of the illicit use and distribution of 
those drugs. These measures are necessary for the protection of society. 

The committee points out that it is not within the constitutional authority 
of the Federal Government to assume responsibility for treatment of drug ad- 
dicts nor to enact the kind of legislation necessary in that connection. This 
legislation would need to include the compulsory treatment of addiction, the 
legal supervision and control over the individual during treatment, and the 
right of control of an individual following treatment to prevent his return to 
the use of drugs, former associations. or habits. These are considered to be 
matters beyond the competence of the Federal Government. 
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According to the evidence of Dr. L. P. Gendreau, Deputy Commissioner of 
Penitentiaries, there are at the present time 369 criminal addicts in Federal 
penitentiaries. These include both male and female criminal addicts. 

It is pointed out that the kind of people who are sentenced to penitentiaries, 
for the most part, have a long and sordid record of crime behind them. These 
people are criminals from whom society is entitled to be protected. Their vio- 
lations of the law coupled with their criminal backgrounds are such as to re- 
quire their imprisonment for lengthy periods of time. It follows, therefore, 
that any possibility for treatment of addicts who are sentenced to penitentiaries 
will offer considerably less hope than would be the case of the early offender 
or the addict beginner. The best hope of successful treatment of a number 
of people who eventually come to the attention of the penitentiary authorities 
would seem to lie in early rehabilitative and corrective measures. 

The committee appreciates the difficult problem presented by the kind of 
criminal addicts who are sentenced to penitentiaries. The committee, how- 
ever, suggests that the penitentiary authorities might give further considera- 
tion to the particular problems presented by criminal addicts in terms of pos- 
sible segregation, treatment including specialized training and rehabilitation 
and other measures necessary in view of the special problems which addiction 
superimposes. 


Penalties for trafficking 
a Ed * * + * * 


It is the considered opinion of the committee that the most effective way of tak- 
ing the profit out of the drug traffic is by making all trafficking, in terms of 
penalties, a most hazardous and costly undertaking to the trafficker. 

The nonaddict trafficker, who is sometimes referred to as the “higher up” 
must depend upon a large number of agents or distributors to peddle the drugs 
which he imports but with which he seldom comes into contact. The imposi- 
tion of heavy compulsory minimum sentences for trafficking is suggested as a 
deterrent to these hireling peddlers or pushers of the higher up. If the higher 
up is not able to find a ready supply of assistants to distribute drugs to the 
addict population the availability of drugs to addicts may be reduced to a pos- 
sible minimum. : 

The committee considers that the penalties for trafficking, regardless of pur- 
pose, motive, or amount irrespective of whether the trafficker is or is not an 
addict, should be made more severe, with a compulsory lengthy minimum sen- 
tence and an increased minimum for a second or subsequent offense and pos- 
sibly a maximum of life imprisonment. 

In advocating the increase of penalties the committee intends that this should 
serve as a clear warning to all who are addicted that if they engage in the 
distribution of drugs in any quantity for any purpose and regardless of their 
motives, they can expect to be dealt with as traffickers and given heavy penal- 
ties. It is the considered view of the committee that this will act as an effective 
deterrent to a large number of drug addicts who might be tempted to assist in 
distribution and with their elimination as distributors the problem of the 
higher up in getting rid of his drugs is made more difficult. 

7 








* - ” * * 





In advocating more severe and increased penalties for trafficking with a com- 
pulsory minimum, the committee does not do so in criticism of the length of 
sentences that have ordinarily been meted out to traffickers. The committee 
does so having regard to the elimination of street distributors, the discourage- 
ment of addicts to engage in the trafficking or transporting of drugs. There 
will thus be a clear and unequivocal warning to all addicts of the consequences 
which they can expect if they choose for any reason to become involved in the 
distribution of drugs. 

Heavy penalties. and intensified enforcement against street drug peddlers 
are therefore strongly urged, and in this way the committee believes that the 
heavy profit motive will most effectively be taken out of the drug trafficking. 


Tom Rerp, Chairman. 
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Exu pit No. 16 
THE SENATE SPECIAL COMMITTEE ON Narcotic Drug TRAFFIC 
Ottawa, Tuesday, May 17, 1955 
EVIDENCE 


The Special Committee on the Narcotic Drug Traffic met this day at 10: 30 a. m. 

Senator Reid in the chair. 

The CHAIRMAN. Honorable Senators, we have a quorum. It is half past 10, 
and I think we should get started. 

We have with us this morning Mr. John H. Walker, of Great Britain, who has 
just come here from the United Nations. He is a delegate from Great Britain to 
the United Nations Narcotic Commission, and has kindly agreed to come here 
today and give us a few words regarding the British system. 

Mr. A. H. Lierr. Mr. Chairman and honorable Senators, may I say that Mr. 
Walker has been the representative of the United Kingdom for the last four 
sessions, at the United Nations. He was the leader of the United Kingdom dele- 
gation to the opium conference held in New York City, in 1953, and is Assistant 
Secretary in the British Home Office. 

Mr. JoHN H. WALKER. Mr. Chairman and honorable Senators, I would like to 
thank your committee for the honor done me by extending this invitation to come 
and speak to you here in Ottawa. It is a very great pleasure to be back in your 
capital city, which I first saw some 2 years ago, and it is a great honor, by United 
Kingdom standards, at any rate, for civil servants to address members of the 
legislature. That is not the common practice back home, and to that extent it 
is even a greater privilege than it might be here, and one for which I am very 
grateful. 

I have been asked to speak about the use of dangerous drugs in the United 
Kingdom. 


Origins 


The abuse of dangerous drugs occurs in the United Kingdom on a comparatively 
limited scale. By dangerous drugs I mean those drugs colloquially known in 
North America as narcotics, namely opium, many of its derivatives such as mor- 
phine and heroin and their synthetic analogs such as demorol and methadone, 
Indian hemp (marihuana) and cocaine. There are well known references in 19th 
century classical authors to the abuse of opiates in the United Kingdom, but.Her 
Majesty’s Government first became concerned with drug addiction as a colonial, 
not a domestic, problem. It was not until the First World War, when narcotics, 
and in particular cocaine, began to be peddled in London that special legislation 
(which took the form of a wartime defense regulation) was thought to be 
necessary. 

Even then the regulations took the form of wartime defense regulations, that 
is to say, the sort of regulations we adopt in wartime, as an expedient to deal 
with what was thought to be a purely wartime problem. 

The creation of the League of Nations, and in particular of the Opium Com- 
mittee of that body, led to the widespread adoption of a number of international 
eonventions on the control of narcotic drugs (including the 1912 Hague Con- 
vention which the First World War made abortive for several years), and it is 
on the requirements of these conventions rather than on any domestic problem 
that United Kingdom legislation is based. Canada of course is a party to these 
conventions and it therefore follows that the systems of control in our two 
countries are necessarily based on the same principles, despite variations in the 
machinery for their enforcement arising largely out of constitutional and geo- 
graphical differences. It is probably true to say that the Canadian system of 
control is slightly more detailed than our own. 


Legislation and enforcement 


The Minister responsible for the administration of the Dangerous Drugs Act 
1951 in Great Britain is the Secretary of State for the Home Department (known 
as the Home Secretary). 

He is responsible in Scotland, as well as in England and Wales, and has certain 
responsibilities regarding Northern Ireland. Northern Ireland is autonomous 
as regards internal control, but not as regards international trade. I mention 
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this primarily to show that the control of dangerous drugs is regarded as a some- 
what special matter back home. If that were not so, we would not pretend to 
exercise any influence north of the border. It is because the matter is considered 
a national problem arising out of international obligations, that the English Llome 
Secretary—because that is what he is—does have responsibility north of the 
border in this limited way. There are other exceptions, but they are very few 
and far between. The law in Northern Ireland is virtually the same as in Great 
Britain. The Dangerous Drugs Branch of the Home Office is the body primarily 
responsible for the administration of the Dangerous Drugs Act. It consists of the 
Dangerous Drugs Inspectorate (the Chief Inspector, his Deputy, and three in- 
spectors) and an office staff engaged in the use of licenses and import and export 
authorizations. The Branch is one of the fields of the Home Office activities for 
which I am responsible in the administrative field, and that is how 1 came to be 
linked with the problem. 

I am not here, as you may have gathered, either as a doctor or an enforcement 
officer of any kind but just an ordinary bureaucrat, and to that extent | may have 
some limitations if you come to ask questions later. 

As in Canada, the manufacture, import, export, possession, sale, supply and 
procuring of dangerous drugs are all strictly regulated by a system of licences 
and authorizations backed by inspection. A limit is imposed on the amount of 
drugs manufactured in order to comply with the requirements regarding esti 
mates of the 1931 Convention for the Limitation of the Manufacture of Narcotic 
Drugs. In passing, the convention—as I presume you have been told already 
is at the moment the key international instrument with regard to the control of 
manufactured narcotic drugs, and there will inevitably be further references 
to this in my address a little later on. 

Also in compliance with this convention, manufacturers are required to make 
quarterly returns of raw materials and drugs received into the factory, of drugs 
produced, or raw materials and products disposed of, and of the quantities re 
maining in stock. Wholesalers are required to make annual returns of imports 
and exports of certain preparations containing dangerous drugs for which import 
and export authorizations are not required (because the proportion of the drug 
in the preparation is very low). Physicians and retail pharmacists are not re 
quired to make returns but they are required to keep detailed records of danger 
ous drug transactions and to make them available to persons authorized to in 
spect them. 

A number of services assist in maintaining control. The Dangerous Drug In- 
spectorate, which I have already mentioned, is the body specifically charged 
with this duty but it is naturally too small to undertake all the manifold duties 
arising in connection with control. Its members inspect the premises of manu- 
facturers and wholesalers and supervise the issue of licences, and import and ex- 
port authorizations. They maintain close liaison with the police and customs, 
and lecture to those services on dangerous drug problems; and they keep in 
close tough with the regional medical officers of the Ministry of Health and the 
Department of Health for Scotland, and with the Ministry of Home Affairs in 
Northern Ireland. They also deal with many inquiries from doctors, pharmacists, 
the trade, and the general public. As you may guess, this small body of five 
inspectors is pretty fully occupied. 

The inspection of retail pharmacists’ drug registers is carried out by the police, 
who are also responsible for the general enforcement of the law as regards 
criminal offenses. 

Her Majesty’s customs supervise lawful imports and exports of drugs and keep 
a sharp watch for contraband narcotics. 

The regional medical officers of health inspect physicians’ registers and gen- 
erally advise doctors on compliance with the dangerous drugs law. They conduct 
inquiries on behalf of the Home Office but it is understood that they will not be 
asked to do this in any case where criminal proceedings seem likely. 


Illicit traffic 


Illicit traffic in the United Kingdom has never been very large and for many 
years now has been on a small scale. Traffic in opium, which is largely confined 
to persons of Chinese origin, has been declining steadily since the war. The 
traffic in Indian hemp, i. e. marihuana, on the other hand, is almost certainly on 
the increase. At any rate the seizures of this drug made in 1954 were appreciably 
heavier than in 1953, and for the first time there were clear traces of an organized 
international illicit traffic in Indian hemp. Illicit production of manufactured 
drugs is unknown, and illicit traffic in them virtually so, except for very occasional 
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thefts from, e. g. hospitals or research institutions. Fraudulent prescriptions are 
not unknown, and occasionally an addict attempts to get a supply of a drug from 
a doctor on false pretenses. 

In 1954 there were 39 seizures of opium, involving a total quantity of 29 kilo- 
grams of the drug. All of it comes from the Middle or Far East, and is smuggled 
in ships. Of the 26 persons convicted in respect of offenses concerning opium, 
only 2 were British in the sense that they were natives of the British Isles, and 
these were convicted for allowing their premises to be used for the purpose of 
smoking opium. There was no evidence that they themselves used the drug. 
One Pakistani seaman was convicted for unlawful possession. All the other 
offenders were of Chinese origin. 

In 1954, 118 kilograms of Indian hemp were seized by the customs, as compared 
with 27 kilograms in 1953. The number of seizures rose from 44 in 1953 to 68 in 
1954. It will be observed that the proportionate increase in the quantity of the 
drug seized is far greater than that in the number of seizures, the reason being 
that in 1954 the quantities of drug involved in each seizure tended to be much 
higher than in 1953. Indeed, nearly 40 percent of the seizures in 1954 were of 
quantities exceeding 1 kilogram and of these a third exceeded 5 kilograms. 
Seizures of quantities such as these have hitherto been comparatively rare. 

Over 60 percent of the Indian hemp seized in the United Kingdom in the last 
5 years has been found on the ships of one company whose vessels ply between 
Rangoon, Burma and the United Kingdom. 

There were 140 convictions in respect of Indian hemp offenses in 1954, the 
highest number so far recorded in the United Kingdom in any one year. Of these 
140 persons, all but 29 were of African, West Indian or Asiatic origin. The 
majority (approximately 60 percent) of the Indian hemp offenses were committed 
in the metropolitan police district. I perhaps should explain that this is the area 
in and around London. It extends a good deal farther than the county of London, 
and has a population of well over 12 million people, or nearly one-quarter of the 
total population. A further 25 percent occurred in Liverpool. 

For some time now the police and customs in the port principally concerned 
have been exercising particular vigilance with regard to Indian hemp, and there 
can be no doubt that the increase in the number of seizures and convictions for 
offenses in respect of this drug is due to some extent at least to this increased 
vigilance. But it seems certain that there has also been some increase in the 
traffic itself. Indeed, as the result of vigorous activity by the police and customs 
in Liverpool (hitherto the favorit port of entry), Indian hemp is now being 
imported through other seaports, particularly Avonmouth and the ports of South 
Wales. The traffic has reached a point where it has been found possible to 
anticipate the movement of 1 or 2 traffickers by noting the expected time 
and place of arrival of steamers from Rangoon. 

As has already been stated there is little evidence of any regular traffic in 
manufactured drugs, but there was an important seizure at London Airport 
in June last year of 6 kilograms of crude opium alkaloid, containing 28 percent 
of anhydrous morphine. It is thought that this particular consignment was put 
on the wrong airplane, and was destined for somewhere in the Far East. We 
know there is considerable traffic in crude morphine in certain parts of the Far 
East. This was one of the points recently brought before the Seizures Commit- 
tee of the United Nations Narcotics Commission. In 1954, 48 persons were con- 
vieted of offenses involving manufactured drugs, 47 of these being British subjects 
and 1 an American citizen. The majority were addicts who obtained drugs 
unlawfully, usually by forged prescriptions or bv obtaining prescriptions simul- 
taneously from more than one doctor. Nine of them were medical practitioners, 
who obtained drugs for the gratification of their own addiction and a further 
nine were members of the medical or paramedical professions, who were con- 
victed of technical irregularities, e. g., failure to keep drugs in a locked receptacle. 


Penalties 


Offenses under the Dangerous Drugs Act 1951 are punishable on conviction or 
indictment by a fine not exceeding £1,000 (roughly $2,800) or imprisonment 
for a period not exceeding 10 years, or by both such fine and imprisonment. If 
the conviction is summary the corresponding maxima are £150 (roughly $420) 
and 12 months. If the offense related to the failure to keep proper records or to 
issue or dispense prescriptions in the manner prescribed, the maximum penalty 
is a fine of £50 ($140) if the court is satisfied that the offense was committed 
through inadvertence and was not preparatory to, or committed in the course of, 
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or in connection with, the commission, or intended commission, of any other 
offense against the act. 

In practice the maximum penalties are not normally awarded. 

The reason is we have had no really serious cases since the war. The range 
of penalties imposed in 1954 was as follows: 

In respect of opium offenses, sentences of imprisonment ranged from 28 days to 
6 months and fines from £2 to £115 (roughly $5.60 to $305). 

In respect of Indian hemp offenses, sentences of imprisonment ranged from 
1 day to 3 years and fines from £1 to £125 (roughly $2.80 to $350). 

In respect of manufactured drugs, sentences of imprisonment ranged from 6 
to 12 months and fines from £3 to £100 (roughly $8.40 to $280). In regard to 
those fines, I would interject one word of warning. They are, of course, much 
smaller than are found in many countries, but it is important to remember that 
a $10 fine upon a man back home hurts him a great deal harder than a $10 fine 
here. It is a far greater proportion of his income or earnings. So some allow- 
ance has to be made for that. 


Extent of drug addiction 


Drug addiction in the United Kingdom continues to be small, and, save in one 
respect, has revealed little change over the past 10 years. The practice of opium 
smoking, which is almost entirely confined to the Chinese, seems to be gradually 
dying out. Unfortunately, hemp smoking—marihuana that is—appears to be 
on the increase. This is largely practiced by persons originating from outside 
the British Isles, more particularly from the West Indies, Africa, and Asia. 
There have been, however, a few instances of persons of European descent con- 
tracting the habit of hemp smoking, and it is the possibility that this habit may 
spread that is causing the Government some slight concern at the present time. 
British conservatism in the matter of social custom is a byword, and the likeli- 
hood of Britons taking to a drug addiction of the kind practiced elsewhere, which 
involves intravenous injection, seems very small; but hemp can be, and indeed 
usually is, smoked in a cigarette which looks very much like any other cigarette, 
and the possibility of this habit spreading is much greater since superficially 
it amounts to no more than the extension of a recognized and widespread social 
custom, particularly since it is known to be practiced by a small minority of 
persons in the entertainment business who are sometimes found in jazz clubs 
or dance music clubs, where large numbers of young people congregate in an 
atmosphere of excitement. In these surroundings the risk that hemp smoking 
may catch to some extent cannot be ignored, and behind this there is the haunt- 
ing knowledge that in other countries hemp habituation only too often leads to 
heroin addiction. 

I would not like to give a wrong impression. We are not in a state of wild 
alarm about it. It is just that the traffic has been up somewhat, and is presumed 
to be reflected in some increased use, and we do not like it. It is a habit which, 
if it gets hold of the youngsters, can have very deplorable results, and to that 
extent we are a little concerned. We have no widespread marihuana addiction 
in the country, and certainly have had no violent crimes resulting from the use 
of it. as has been the case in some other countries. 

Addiction to manufactured drugs, so far as can be ascertained, remains very 
steady. The number of known addicts for many years has been around about 300. 
The number for 1954 was 317, of whom 148 were men and 169 were women. The 
majority of them are over 30 years of age. Seventy two of them are members 
of the medical and paramedical professions. 

I think 70 of them are, in fact, doctors and only 2 are members of the para- 
medical profession. I am not positively sure about the number. 

Drug addiction is not compulsorily notifiable in the United Kingdom and con- 
sequently these statistics necessarily indicate only those addicts known to the 
authorities. There is almost certainly some concealed addiction, but the Home 
Office is reasonably confident that this hidden addiction is small. It is the ex- 
perience of enforcement officers in most countries that sooner or later a drug ad- 
dict attracts the attention of the authorities, and while we consider that in an ex- 
ceptional case an addict may succeed in avoiding official notice for a protracted pe- 
riod, this is thought to happen only rarely. It is very noticeable in the United 
Kingdom that when an addict is brought to the attention of the Home Office 
by one source, he is frequently reported quite independently by another source 
in a very short time. This rather confirms our view that addicts tend to attract 
attention to themselves. 
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The United Kingdom is a country whose population includes many organiza- 
tions devoted to the suppression of vice and social reform. Matters like drunken- 
ness, the sale of horror comics, prostitution and sexual perversion are from time 
to time a matter of public concern revealed in Parliament, the press, and the pul- 
pit. No such concern is expressed with regard to drug addiction, and it is signif- 
icant that the society which interests itself in drug addiction is small, has a high 
percentage of overseas members and associate members and, to judge from its 
journal, devotes most of its attention to alcoholism. Offhand I can only recollect 
2 Parliamentary questions on drug addiction in 5 years. 

From time to time, the Home Office has received confirmation of its opinion that 
the degree of hidden addiction is small. One of the leading physicians in the 
country, who lives and practices in a large provincial conurbation, asked over 70 
local practitioners if they had a drug addict among their patients. None of them 
had. The physician himself was aware of one case in the district, which was of 
therapeutic origin. The chief constable of a provincial seaport (a city where, 
if drug addiction flourished at all in the United Kingdom it would certainly be 
found) in response to allegations about the existence of vice and drug addiction 
in the city, and in particular among seamen of Asiatic origin, conducted a most. 
thorough enquiry and found no evidence whatever of drug addiction. An Amer- 
ican doctor, who at one time practiced in London, came over to England some 3 
years ago to study the problem of drug addiction in the United Kingdom. The 
Home Office gave her the names of 1 or 2 doctors who were known to have some 
interest in the problems, but pointed out that there was little scope for specializa- 
tion in this branch of medicine owing to lack of patients. She herself knew of a 
specialist, whom she proposed to see. When she finished her enquiries, she was 
good enough to call again at the Office and give her impressions. The specialist, 
on whose help she had confidently counted, had diverted his attention from drug 
addiction to rheumatism many years before, owing to lack of patients. All 
persons she had seen were in agreement that the problem of addiction was small. 

There are 1 or 2 minor pointers which suggest the same conclusion. For some 
years the metropolitan police isolated the figures for dangerous drugs in respect 
of theft from unattended motor vehicles. This practice was discontinued because 
the number of cases was so small that the information was worthless. The pre- 
war practice of keeping statistics of all drug addicts admitted to prisons fell 
into partial disuse for the same reason. A recent survey of admissions to the 
principal prisons in Great Britain revealed that less than 2 dozen addicts were 
admitted in the 2 years ending December 31, 1954. The Northern Ireland prisons 
had not seen an addict for several years. The addicts were almost all sentenced 
for minor narcotic offenses. The “criminal” addict, i. e., the addict who is a con- 
firmed criminal quite apart from his drug addiction, is virtually unknown in the 
United Kingdom. I will refer to that class later in this address. I mention that 
because the term “criminal addict” is used with many widely different meanings 
in many countries. The idea is he is a criminal quite apart from his addiction. 


Government attitude to drug addicts 


The committee has already received a good deal of information about the 
prescription and supply of narcotics to addicts in the United Kingdom, both from 
the Minister of National Health and Welfare, the Honorable Paul Martin, and 
from Dr. G. A. Stevenson. I thought, however, that the committee would wish 
me to deal with this matter in some detail, at first hand even at the risk of repeti- 
tion. The policy of the United Kingdom Government with regard to drug addic- 
tion is based on the report of a departmental committee on morphine and heroin 
addiction drawn up in 1924. This report sets out precautions to be observed 
in the administration of morphine or heroin (which at that time were for all 
practical purposes the only manufactured drugs giving rise to addiction in the 
United Kingdom). 

This committee discussed the precautions to be taken in the ordinary use of 
drugs in medical and surgical practice, and their administration to persons who 
are already victims of addiction. The committee concluded that morphine or 
heroin (and clearly the same arguments apply to addiction-producing drugs 
which have come into use since the committee reported, including the synthetics), 
might properly be administered to addicts in the following circumstances: 

(a@) Where patients are under treatment by the gradual withdrawal 
method with a view to cure; 

(b) Where it has been demonstrated after a prolonged attempt at cure 
that the use of the drug cannot be safely discontinued entirely on account 
of the severity of the withdrawal symptoms produced; 
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(c) Where it has been similarly demonstrated that the patient, while 
capable of leading a useful and relatively normal life when a certain mini- 
mum dose is regularly administered, becomes incapable of this when the 
drug is entirely discontinued. 

This advice, which is given to doctors in an appendix to a departmental 
memorandum as to the duties of doctors and dentists under the Dangerous Drugs 
Act, is still the foundation of Home Office policy. It may be noted that the advice 
was given at a time when far less was known about the treatment of drug addic- 
tion than has since been discovered, particularly in North America, and it may 
well be that some modern expert opinion would consider one or both of the second 
and third criteria quoted above as out of date. This is outside my competence 
Since it is purely medical matter, and so far as the Home Office has not thought 
it necessary to suggest a fresh inquiry, since the scope of the problem in the 
United Kingdom would not justify the time, trouble, and expense involved. 
I would, however, emphasize that this advice should be carefully read, and in 
particular should be read in conjunction with the explicit statement in the 
memorandum that “the continued supply of drugs to a patient, either direct or 
by prescription, solely for the gratification of addiction, is not regarded as a 
‘medical need’.”” Considered in this light, the advice reduces to a very small 
number the cases in which addiction-producing narcotics may properly be pre- 
scribed for an addict otherwise than as part of withdrawal treatment. With 
regard to the prescription or administration of the drug as part of the gradual 
withdrawal method, there will, I imagine, be no disagreement. The second type 
of case is limited to those where a prolonged attempt at a cure has already been 
made and has failed, and where the use of the drug cannot, in view of the responsi- 
ble doctor, be safely discontinued entirely on account of the severity of the with- 
drawal symptoms produced. The obvious instance where this might occasionally 
happen would be where the patient was enfeebled by old age. Obviously, if a 
doctor considers that by using modern techniques he can safely withdraw the drug, 
he is under a clear obligation to do so. 

It is probably the third type of case that has given rise to such misunderstanding 
of the so-called British system and I would invite honorable Senators to read 
this condition with particular care and notice how extremely restrictive it is in 
fact. Here, too, before administration or prescription of the drug is considered 
permissible, there must have been a prolonged attempt at cure. It must be further 
demonstrated that the patient is incapable of leading a useful and relatively 
normal life, and further that he cannot do this without the drug. If these condi- 
tions are conscientiously applied in the light of modern medical knowledge, the 
number of instances where a drug may properly be administered or prescribed 
in a case of this sort will be very small indeed. 

Moreover, the advice tendered to doctors by the committee and included in the 
appendix to the Home Office document to which reference has already been made, 
does not stop there. The committee’s report contains the following paragraph : 

“When the practitioner finds that he has lost control of the patient, or when 
the course of the case forces him to doubt whether the administration of the drug 
ean, in the best interests of the patient, be completely discontinued, it will become 
necessary to consider whether he ought to remain in charge of the case and accept 
the responsibility of supplying or ordering indefinitely the drug of addiction in 
the minimum doses which seem necessary. The responsibility of making such a 
decision is obviously onerous, and both on this ground, and also for his own 
protection in view of the possible inquiries by the Home Office, which such con- 
tinuous administration may occasion, the practitioner will be well advised to 
obtain a second opinion on the case.” 

I have no knowledge of conditions in Canada, but in the United Kingdom a 
doctor’s right to prescribe what he thinks best for his patient in accordance 
with his conscience and professional judgment is regarded as virtually sacred, 
and for the Government to give advice in the terms I have just quoted is most 
unusual, and is a clear indication of the gravity with which the departmental 
committee (which included a number of eminent doctors) regarded the ad- 
ministration of narcotics to a drug addict. This in itself should serve to refute 
the view widely held in ports of North America that the United Kingdom permits 
and even encourages the unrestricted administration of narcotics to addicts. 

Lastly, I would emphasize that this policy is related to a population in which, 
as I have already said, the “criminal” addict is virtually unknown. Our Goy- 
ernment has never had to consider the problem of the habitual criminal who is 
also an addict and I cannot say what would be the view of the Secretary of 
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State if this problem ever arose. But it is clear that existing policy would 
have to be reviewed in the light of different circumstances and it may not be 
irrelevant to note that at present addict prisoners in gaol do not receive nar- 
cotics. 

All this is not to say that no addict in the United Kingdom ever gets a pre- 
scription for a narcotic, or a supply of the drug from a doctor, in circumstances 
where the prescription or the supply is not justified. This can, and on occasion, 
does happen. Nor are the doctors’ motives necessarily improper when it does. 
Few doctors in the United Kingdom have any real experience of treating drug 
addicts, and addicts are a notoriously difficult class of patient. Sometimes it 
undoubtedly happens that doctors, through lack of experience, or occasionally 
through mistaken kindness, prescribe narcotics for an addict where the condi- 
tions laid down by the committee cannot be said to apply. So far as possible, 
when such cases come to notice, we remind the doctor of his responsibility and 
of the views of the departmental committee, and try to persuade him to en- 
courage his patient to accept systematic treatment. Until 1953 the dangerous- 
drug regulations contained a provision empowering the Secretary of State to 
withdraw the right of a doctor to be in possession of or supply or procure 
dangerous drugs, if a special medical tribunal set up under the regulations so 
recommended. This tribunal consisted of 3 medical practioners, 1 being nomi- 
nated by the General Medical Council, 1 by the British Medical Association, and 
1 by the Royal College of Physicians (the London College for cases arising in 
England and Wales and the Edinburgh College for cases arising in Scotland). 
There was also a legal assessor. This tribunal was never used in Great Britain 
throughout its existence, since it was nearly always found possible to deal with an 
erring practitioner in some other way, either by persuasion, or, more rarely, by 
depriving him of his authority after a conviction under the act had been ob- 
tained. 

The disappearance from the current dangerous drugs regulations of 1953 of 
the provisions relating to the tribunal, did not mean that the body had been 
dissolved as an act of deliberate policy. I mention this because its disappear- 
ance has been misunderstood. The provisions disappeared simply because, when 
the regulations came to be consolidated in 1953, it was realized that the rules 
of procedure governing the conduct of cases before the tribunal were badly out 
of date and inappropriate by modern standards, and it was recognized that the 
agreement of new rules with the medical profession would take some time. 
These have in fact now been agreed as regards England and Wales and it is 
intended to restore the tribunal in that part of the United Kingdom very shortly. 
Incidentally, a similar tribunal exists in Northern Ireland and this has been 
used successfully on a number of occasions. 


International obligations 


In 1931 a Convention for the Limitation of the Manufacture and the Regula- 
tion of the Distribution of Narcotic Drugs was drawn up to which both Canada 
and the United Kingdom are parties. This convention requires parties to limit 
the quantities of drugs, manufactured or imported, to those fixed in estimate 
submitted by them to the Permanent Central Opium Board. The convention 
expressly stipulates that “every estimate furnished * * * so far as it relates 
to any of the drugs required for domestic consumption in the country or terri- 
tory in respect of which it is made shall be based solely on the medical and 
scientific requirements of that country or territory.” Wein the United Kingdom 
have always interpreted this requirement as precluding the administration of 
narcotics to addicts for the mere gratification of addiction. The Government 
of the United Kingdom felt that this obligation in the 1931 convention was in 
no way incompatible with their policy based on the departmental committee 
report on morphine and heroin addiction quoted above. 


Treatment of drug addiction 


Subject to what has already been said about the need to avoid the mere grati- 
fication of addiction, treatment is left in the hands of the medical profession 
and there is no compulsion of any kind except that on occasion a court attaches 
to a probation order a condition that an offender addict shall undergo treat- 
ment in an institution. 

There are no public institutions wholly devoted to the treatment of drug ad- 
diction. Addicts can secure treatment in public hospitals and a small number 
of private nursing homes, most of them primarily concerned with alcoholism, 
except drug addicts. 
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There are not and never have been in the United Kingdom drug clinics in the 
sense in which this phrase is sometimes misused in North America to describe 
an institution where an addict may receive supplies of a drug either gratis or at 
a nominal charge. 


Conetusion 


To sum up dangerous drugs are subjected in the United Kingdom to a wide 
degree of control of the exacting standard demanded by the international agree- 
ments to which, in common with Canada, the United Kingdom is a party. The 
indiscriminate administration of narcotics to addicts would be incompatible 
with those obligations and it is not now, and never has been a feature of United 
Kingdom policy. 

Senator STAMBAUGH. Mr. Chairman, I would like to call attention to the word- 
ing on page 10, beginning with the third line, where it says, “It must be further 
demonstrated that the patient is incapable of leading a useful and relatively 
normal life.” Should that be “capable” or “incapable”? 

Mr. WALKER. Incapable, without the drug. 

Senator StamBauGn. That is, a person is incapable of leading a useful and 
relatively normal life? 

The CHAIRMAN. You think, Senator Stambaugh, when he was reading it, he 
read it as “capable”? 

Senator STaMBAUGH. I think so, yes. 

Senator Howpen. I think the observation is well taken, because, as a medical 
practitioner for many long years, I know that a permanent addict cannot work 
at all without a small supply of the drug. I just know that is right. 

The CHAIRMAN. The word “capable” as read by Mr. Walker should be “in- 
capable”? 

Senator Hopces. I took it to mean that it must be further demonstrated that 
a person is incapable of leading a useful and normal life without the drug. 

Mr. WALKER. That is so. 

The CHAIRMAN. Mr. Walker will explain that one point. 

Mr. WALKER. I think there has been a typing error in the copies you have. 
The point is, a doctor has a patient before him, and he has to decide a number 
of things. First, he has to decide how to treat the patient. Secondly, if treating 
fails, he must be quite satisfied that if the patient gets he drug he can lead a use- 
ful and relatively normal life. 

His ability to lead a useful and relatively normal life must depend on the ad- 
ministration of small doses of drugs. 

Senator STAMBAUGH. You said that some have been able to withdraw? 

Mr. WALKER. Oh, yes, certainly. 

Senator HowpEN. Gradually, you mean? 

Mr. WALKER. Yes. 

Mr. Lierr. At the bottom of page 8, you deal with circumstances under which 
a doctor might administer drugs usefully and legally? 

Mr. WALKER. Yes. 

Mr. Lierr. In those cases, what is the obligation on the part of the doctor to 
make a report to the Home Office? 

Mr. WALKER. He is under no obligation at all. We have no regulations in 
regard to reporting. 

Senator HowpEen. Have you any provision for the incarceration of these ad- 
dicts? 

Mr. WALKER. Not as addicts, no. It is only if they commit a crime justifying 
imprisonment. 

Senator Howpen. If an addict really desires—which is very unusual—to take 
treatment for his addiction, he can do so only in a hospital? 

Mr. WALKER. Yes, or a nursing home. 

Senator Lecer. At his own expense? 

Mr. WALKER. No. An addict, like any other person who is ill, is entitled to 
free hospital services. 

Senator Hopces. We have heard it said there are so few drug addicts in the 
United Kingdom. I think you have quoted a figure of 300. 

Mr. WALKER. Yes. 

Senator Hopcres. Does that include the hemp smokers, and also people of 
Asiatic or Negro origin? 

Mr. WALKER. It does not include the hemp smokers; it is addiction only to 
manufactured drugs. 
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Senator Hopces. That has given rise to a great deal of speculation. At nearly 
every meeting we have heard that there are only 300 in the United Kingdom, 
because of your regulations, but that cannot be taken as indicative of the whole 
picture. 

Mr. WALKER. As far as we can discover, from taking our information from a 
variety of sources, and checking them with informal soundings from time to 
time, we are satisfied we have not many more than 300 addicts to the manufac- 
tured drugs, that is, the white drugs. 

As regards the opium smoker: we have no idea of the number. Judging from 
statistics of seizures and offenses, the practice is on the decline, and it is almost 
entiriely amongst the Chinese. 

With regard to the hemp smokers; that, we think, is on the increase, because 
the amount of drugs seized has increased, as has also the number of people con- 
victed. ; 

Senator Hopces. You cannot give even a guess as to the number ? 

Mr. WALKER. No. 

Senator McIntyre. Does the drug addict lead a normal life? 

Senator Howpen. He never lives a normal life. 

Mr. WALKER. That is an important question, Senator. I have come across a 
small number of cases where the drug addict has been able to support himself and 
his family and keep out of trouble. If you accept that as the definition of “nor- 
mal life,” I have known cases where addicts have done that. For myself, I do 
not consider it a “normal life” at all. 

Senator HowpeEn. It would be a subnormal life. He can carry on with a small 
amount of opium, but it is not a normal life. It is a subnormal life. 

Mr. WALKER. I think in some cases—but not in all—they do succeed in not 
being a social burden or a social nuisance. I think that is about all that can be 
said about it. 

The CHAIRMAN. What do you say about a case, such as we have here, where 
a man is leading a life of crime, and requires 10 or 15 grains of narcotics per day, 
and he goes to a medical man. Would the medical man supply him with what 
he wants? 

Mr. WALKER. I cannot say, because we do not have that problem. 

Senator Howpen. The hashish and marihuana habit does not cause you much 
concern? 

Mr. WALKER. Only in this sense, that the habit is increasing. It is not a habit 
any government likes to see practiced in its country. We do not like it to go on. 

Senator HowbeENn. But it is does not present anything like the severity of the 
symptoms which opium and its derivatives do? 

Mr. WALKER. No, Senator. 

Senator Hopces. May I ask another question, Mr. Walker? 

Mr. WALKER. Certainly, Senator. 

Senator Hopces. Would you say where a criminal addict, that is, a criminal 
who happens to be an addict as well, is committed to jail or prison, is he segregated 
from the other prisoners? Do you know? 

Mr. WALKER. We do not have the “criminal addict” in the sense the honorable 
Senator is using the words; if an addict prisoner is found to be ill, he is put in the 
sick bay, but he is given no narcotics, but is given sedation, and is left in the sick 
bay until his withdrawal is complete. 

Senator Hopces. You do not segregate them during the whole time? 

Mr. WALKER. No. 

Senator HowpbENn. You are satisfied the degree of opium addiction is not suffi- 
cient to warrant providing for incarcerating these addicts alone? 

Mr. WALKER. That is right, sir. 

Mr. Lierr. How many doctors are there in Britain, Mr. Walker? 

Mr. WALKER. I think about 40,000. 

Mr. Lierr. On the basis of 1 doctor reporting 1 addict, that would leave 3800 
doctors, prescribing for the addicts about whom you know. 

Mr. WALKER. Yes. 

Mr. Lierr. Would that indicate that the balance of 39,700 doctors would not 
be treating anybody ? 

Mr. WaLKeER. I am quite certain that a vast majority of doctors in the United 
Kingdom have never seen a drug addict in their whole practice, except when they 
have had occasion to administer narcotics legitimately for some other condition, 
and where, in case of prolonged treatment, a person becomes addicted. Outside 
of that, I do not think they have ever seen a case of addiction. 











Th a Na MR a Soa 





ILLICIT NARCOTICS TRAFFIC LN67 


Senator Howpven. You are saying that drug addiction does not present a serious 
problem in England? 

Mr. WALKER. Yes. 

The CHAIRMAN. How many doctors would report it to the Home Office? 

Mr. WALKER. I cannot give a number, Mr. Chairman, because some may not 
come across a case in 10 years. Some of them do, and some of them do not. The 
vast majority have nothing to tell us. 

Mr. Lierr. Are you doctors encouraged to treat all types of addiction? 

Mr. WALKER. Yes. 

Mr, Lierr. If a doctor was to treat a vicious addict, or what you call a “criminal 
addict,” would he necessarily have to report that? 

Mr. WALKER. No. 

Mr. Lierr. A doctor can give drugs for self-administration ? 

Mr, WALKER. Yes, provided he is satisfied it is in the interest of the patient. 

Mr. Lierr. And if he “puts it over” on the doctor, the patient can set uj a little 
trade of his own. 

Mr. WALKER. I think sometimes that happens. You get a young, inexperienced 
doctor, who has never seen an addict in his life. I think sometimes the addict 
may get an excessive quantity, and he would probably use that to supply some 
of his friends; it is not necessarily trafficking in drugs in the remote sense but 
rather supplying it to friends. 

Senator McIntyre. The doctor does not have to report that? 

Mr. WALKER. No. 

Mr. Lierr. Mr. Walker, do you have peddlers or narcotics “pushers” in your 
white drug market? 

Mr. WALKER. No. 

Mr. Lierr. Do you have any peddlers “pushing” marihuana, for instance? 

Mr. WALKER. We think they have some form of distribution organization. Un- 
doubtedly the drug is coming into the country, and equally undoubtedly it reaches 
some of the people, and that means that certain men are “pushing” the drug. 

Mr. Lierr. You think it is international traffic? 

Mr. WaLKER. Yes. We do not produce the drug ourselves, and it must be 
obtained from outside the country. 

Mr. Lierr. Is there any indication that some of the marihuana users have gone 
over to use heroin? 

Mr. WALKER. There are some cases where we have found men who were heroin 
addicts who had previously smoked hemp. I do not know whether they used 
heroin before they smoked marihuana or not. 

Mr. Lierr. How do you explain the comparative freedom from drug addiction 
in the United Kingdom? 

Mr. WALKER. Well, that is the $64 question. 

Senator Hopces. I am sorry, I did not hear that last question. 

Mr. Lierr. I asked how Mr. Walker would explain the comparative freedom 
from drug addiction in the United Kingdom. 

Senator HowpDEN. He did that by giving us the type of people who he con- 
sidered were bringing in these drugs. 

Mr. WALKER. That is not a complete explanation. I do not know whether I 
can give one. 

Senator HowpeNn. It is just because in England, for many, many centuries, 
they have been so much in the habit of controlling things generally, that they can 
control these drug addicts with comparative ease, which is quite contrary to 
eonditions in the United States and in Canada. 

Mr. Lierr. Could it be that since imports are confined to sea and air traffic, 
that they are easier to control? 

Mr. WALKER. I think that is right. As we all know, our country, like some 
others, is cut off from Europe by the sea, and the imports have to come through 
the airports, or by ship. 

Mr. Lierr. Were you going to say a word to the committee about barbituates, 
and whether their use is on the increase? 

Mr. WALKER. I would not like to say very much, because I do not think we 
have very firm information. Barbituates are not controlled, the same as nar- 
eotics. They are controlled in the same way as poisons. Their use is on the 
increase in my opinion, and we have the impression that too many people are 
taking too many pills, and that has increased the use of barbituates in too many 
eases. I think some have been taking them in place of other methods of termi- 
nating one’s life. 
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Mr. Lierr. I was told by someone who was reading about it that in 1952, out of 
17,000 national health prescriptions, 9 percent were for barbituates. 

Mr. WALKER. I do not remember the figure, but it would not surprise me if it 
were true, I would accept it as being a reasonable figure. 

The CHAIRMAN. In regard to the criminal cases; I wonder if the condition is 
the same as it was in Great Britain in the days of my youth, where they looked 
down upon drug addicts as being of a lower class? That is, the criminal class 
would have nothing to do with addicts. 

Mr. WALKER. That is still true. They regard an addict as dangerous and unre- 
liable, and if necessary, they have been known to turn him over to the police 
to get clear of him. 

The CHAIRMAN. I notice on page 8, you say: 

“(b) where it has been demonstrated after a prolonged attempt at cure that 
the use of the drug cannot be safely discontinued entirely on account of the 
severity of the withdrawal symptoms produced.” 

In our investigations, I think the evidence has shown that they receive what 
we call the “cold turkey treatment,” that is, cutting them right off, and putting 
them in jail, and there has been an increase of sickness and deaths. 

Mr. WALKER. We have never lost a prisoner yet. Whether you could do it 
with older people, may be a more difficult question. 

Senator HowpEeNn. We had one addict come before us in camera, who said as 
long as he was allowed to get a small amount of opium drug, he could fill a useful 
place in society, but if it was taken away from him, he was useless. 

The CHAIRMAN. It was regarding the severity of the symptoms by cutting off 
the supply. In the jails they just cut them off. 

Senator Howpen. And develop such a degree of resentment that when a man 
is freed he goes right back to it. 

Senator Lecrer. When a doctor has an addict and is treating him, and he had 
been taking from 4 to 6 injections a day, does he get what he asks for? 

Mr. WALKER. In the way of payments? 

Senator Lecer. No; in the amount of drugs. 

The CHAIRMAN. Does the doctor give him the capsules for himself, or does he 
give him the injections? 

Mr. WALKER. It depends on the circumstances. It is entirely the doctor’s re- 
sponsibility and it is up to him, as far as possible, to keep control of the issue of 
the drugs. 

Senator Lecer. Supposing he was an addict and required six capsules a day; 
would he have to leave his work and go to his doctor to secure the capsules? 

Mr. WALKER. It depends on the doctor. If it was a certain type of treatment, 
he might be given it for self-administration, but the risks there are very obvious. 

Senator Lecer. It is not compulsory? 

Mr. WALKER. No, it is not compulsory. 

The CHAIRMAN. How are the total of 5 inspectors able to carry on their duties 
with a population of 45 million, I mean the duties you have outlined this morning? 
They have a terrific number of duties: supervision, sale, import and export 
authorizations, dealing with the police and the customs, and so forth. 

I was wondering how five persons could possibly adequately cover all those 
inspections and responsibilities. 

Mr. WALKER. They are very busy men, as I have said. That is quite clear. But 
they can do it. The big detail of the inspections is done by the police and the 
medical officers of health. The number of wholesalers is comparatively small, 
and for the most part include reputable firms, whom we can be sure are not up 
to any criminal mischief. At worst, they may be charged with negligence, and 
then can be “hauled over the coals.” The routine duties are conscientiously 
carried out, and it is not as big a job as it may appear. 

Mr. Lierr. Do the inspectors actually check the physical stocks? 

Mr. WALKER. In the wholesalers’ places, they can if they want to. However, 
they generally go by the store records, but they can look into the cupboards. The 
—_—-> inspection is done from the general appearance of the records and the 
stocks. 

Senator Howpen. Your department is not very apprehensive of this opium 
drug habit? 

Mr. WALKER. No; not at the moment. 

Mr. Lierr. How large a drug squad is there in the metropolitan area? 

Mr. WALKER. I do not know. It is purely a police matter. It is not the custom 
of the police to have too many specialists, but there are men who are left on the 
job continuously. 














ILLICIT NARCOTICS TRAFFIC 1869 


Mr. Lierr. Are there not 2 sergeants, and perhaps 1 inspector who specialize in 
that work? 

Mr. WaLKeER. It would depend on what you mean by a “drug squad.” The two 
sergeants and the inspector know a great deal about it. 

The CHAIRMAN. Are there any further questions? If not, may I express the 
appreciation of the committee for your attendance here this morning? 

We are putting on the record the fact that we received a brief from Mr. Vaille, 
the President of the United Nations Narcotic Commission, but there is some 
trouble in the translation, so we are placing it as an appendix. It is not clear 
atall. With your permission, we will place it as an appendix. 

Senator McIntyre. I move a vote of thanks to Mr. Walker for the very im- 
portant information he has given to this committee today. 

Senator Hopces. I second that motion. 

The CHAIRMAN. The meeting stands adjourned until 10:30 a. m., on Friday, 
May 20, 1955, to reconvene in the city of Toronto. 


—— 
EXHrsit No. 17 


NARCOTIC CLINICS IN THE UNITED STATES 


During and after the year 1919, 44 or more narcotic clinics or dispensaries 
were opened by municipal or State health officials in large cities throughout the 
United States in an experiment which it was thought might present a simple and 
easy solution of the problems arising from narcotic drug addiction. Drugs were 
sold to addicts at prices as low as 2 cents a grain. 

There seems to be no doubt that the clinics were started in good faith, but 
at that time there was a general lack of familiarity with the facts regarding 
the addiction evil and, according to a report made in 1921 by a member of the 
committee on narcotic drugs of the American Medical Association, it had not 
been realized that: 

“The vice that causes degeneration of the moral sense, and spreads through 
social contact, readily infects the entire Community, saps its moral fiber, and 
contaminates the individual members one after another, like the rotten apple in 
a barrel of sound ones.” 

The 1921 report continues: 

“Public opinion regarding the vice of drug addiction has been deliberately 
and consistently corrupted through propaganda. Cleverly devised appeals to 
that universal human instinct whereby the emotions are stirred by abhorrence 
of human suffering in any form, or by whatever may appear like persecution of 
helpless human beings; lurid portrayals of alleged horrible suffering inflicted on 
addicts through being deprived of their drug; adroit misrepresentation of fact ; 
plausible reiteration of certain pseudoscientific fallacies designed to confuse 
the unscientific mind; downright false statement, and insidious innuendoes as- 
siduously propagated are brought to bear on an unsuspecting public to encourage 
it to feel pity for the miserable wretches, whose name is legion, we are told, 
and whose sufferings, hysterically exaggerated, are graphically served up to be 
looked on as if they were actually being made victims of persecution by the au- 
thorities, who would deprive the wretches of even the drug they crave. 

“The shallow pretense that drug addiction is a disease which the specialist 
must be allowed to treat, which pretended treatment consists in supplying its 
victims with the drug that has caused their physical and moral debauchery, * * * 
has been asserted and urged in volumes of literature by the self-styled specialists. 

“Significant articles of sensational character dealing with narcotic addiction 
have appeared in the public press during recent months, denouncing the alleged 
persecution of the addict and * * * well calculated to create in their favour 
popular prejudice.” 

This same line of thought which prompted the clinic experiment in the early 
days of narcotic law enforcement has recently been exploited again as a solution 
of the present narcotic addiction problem. 

The clinics were operated for varying periods and in one city as long as 4 
years. The most comprehensive series of facts, having real scientific value, that 
had then been compiled anywhere in the world, was embraced in the published sta- 
tistics gathered from analytical study of the nearly 8,000 cases of addiction 
registered and cared for in narcotic clinics during about 10 months by the de- 
partment of health of the city of New York. These cases were subjected to most 
eareful observation and study by specialists qualified to make scientific analyses 
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and arrive at sound conclusions. They reported, “We have given the clinic a 
careful and thorough as well as lengthy trial and we honestly believe it is un- 
Wise to maintain it any longer.” 

In some clinics careful physical examinations were given addicts before en- 
roliment, and various methods of registration were practiced, including the fur- 
nishing of identfication cards containing physical descriptions, photographs and 
fingerprints of the addicts. (In clinics where the addicts were fingerprinted, 
numerous fugitive criminals were located and returned to the States where 
they were wanted. ) 

In some clinics addicts were given diminishing amounts of narcotics until 
reaching a minimum dosage which would prevent withdrawal symptoms; in 
others, cures of addiction were attempted in hospitals operated in conjunction 
with the clinics, as in New York City, if the addict would submit himself to 
treatment. In still others the customary dosage was maintained, or often in- 
creased upon the demands of addicts. Administration of drugs to addicts on the 
premises was attempted and proved to be completely unworkable because the 
addicts were unwilling to go the required distances to the clinics every 6 or 8 
hours during the day and night when they wanted a “shot.” 

By the end of 1925 all of these clinics had been closed by the various State 
authorities for the reasons quoted herein. 

In New York City it was stated by the department of health that “the pur- 
pose of this narcotic clinic is to provide temporary care for addicts who have 
been patronizing profiteer doctors and druggists.” The clinics practically elimi- 
nated this profiteering practice, but there suddenly mushroomed and thrived in 
its place a tremendous illicit traffic in narcotics which supplemented and nullified 
the reduction treatments of addicts in attendance at the clinics. 

In a 1-year period in the early 1920’s when these clinics were in operation, the 
volume of illicit peddling of narcotics reached the point where an incredibly 
large amount of 71,151 ounces of narcotic drugs was seized in the domestic illicit 
traffic—or more than 14 times as much as was seized in 1952. 

In New York State alone, when 16 or more narcotic clinics were in operation 
throughout the State, almost 4,000 ounces of narcotic drugs were seized in illicit 
channels during a year—or almost as much as was seized in the entire United 
States during 1952. 

As an indication of the vast extent of addiction during the several years around 
1920, four hospitals in New York and the United States penitentiary at Atlanta, 
Ga., reported 25,000 cases of drug addiction; and the New York City Prison re- 
ported 12,000 cases. (In all of the 25,000 cases where immediate and absolute 
withdrawal of the drug was routine practice there were no deaths resulting.) 

At Sing Sing Prison in 1920, the number of drug addicts received increased 
over 100 percent ; in 1922 they increased over 500 percent, and in 1923 the increase 
was over 900 percent. 

In 1922, 20 percent of the prisoners incarcerated in the Atlanta penitentiary 
were drug addicts; at the woman’s workhouse, Blackwells Island, practically all 
prostitutes committed were drug addicts, and from 60 to 80 percent of all com- 
mitted there were drug addicts. 

This illustrates the situation with regard to crime and drug addiction during 
the period when the narcotic clinics were in operation. Se 

In 1952, 7.8 percent’ of the prisoners committed to Federal institutions were 
nareotie addicts, and 1.4 were marihuana addicts. 


PARTIAL LIST OF CLINICS 


New York City Troy, N.Y. Alexandria, La. 
Albany, N. Y. Hornell, N. Y. : Chattanooga, Tenn. 
Saratoga Springs, N. Y. Middletown, N. Y. Knoxville, Tenn. 
Elmira, N. Y. Norwalk, Conn. Memphis, Tenn. : 
Svracuse, N. Y. Hartford, Conn. Youngstown, Ohio 
Buffalo, N. Y. New Haven, Conn. Cleveland, Ohio 
Binghamton, N. Y. Bridgeport, Conn. Cincinnati, Ohio 
Corning, N. Y. Providence, R. I. Columbus, Ohio 
Oneonta, N. Y. Pennsylvania Kansas City, Mo. 
Port Jervis, N. Y. Newark, N. J. Houston, Tex. ; 
Rochester, N. Y. Atlanta, Ga. San Diego, Calif. 
Utica, N. Y. Paducah, Ky. Los Angeles, Calif. 
Watertown, N. Y. New Orleans, La. 

Schenectady, N. Y. Shreveport, La. 





21,157. 
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THE NEW YORK CITY NARCOTIC CLINIC 


Excerpts from report published February 1920 by S. Dana Hubbard, M, D., 


acting director, bureau of public health education, department of health, city of 
New York: 

“The arrest of several trafficking physicians and druggists (in the spring of 
1919) for violating the narcotic laws caused the department of health to open a 
relief clinic, which began as an emergency and was expected, naturally, to be 
only a temporary expedient, but the necessity was so acute, and attracted se 
much attention from those interested, that the commissioner of health decided 
to continue it for some time, in order to study this subject and obtain data re 
garding the problem. 

“We feel that we have had an unusually wide and peculiarly general experience 
with drug addicts of all classes—classes so large as to make us think that others 
experience in this form of practice has not been nearly so extensive. 

“The public narcotic clinic is a new thing. In fact, there are only a very few 
in existence and, if Wwe may judge from our experience, they are not desirable, and 
do not satisfactorily deal with this problem, We have given the clinic a careful 
and thorough as well as a lengthy trial and we honestly believe it is unwise to 
maintain it longer. 

“The clinic has been found to possess all the objectionable features character- 
istic of the so-called ambulatory treatment, as practiced by the trafficking 
physicians. 

“From our experience with narcotic relief and registration in New York City, 
we now are of the opinion that the present law—the Harrison Act—should be 
strictly and uniformly enforced. To do so would bring these tipplers in drugs 
to the front, and would hurt no one, not even the users themselves. These 
opinions, while radical, are not given to belittle the opinions previously expressed 
by persons supposedly well-informed on this matter, but are the results of an 
actual practical and intimate working knowledge of this subject. 

“Most—in fact 70 percent—of the addicts, in our clinic, are young people (9 
percent, or 743 out of a total of 7,646, were in the 15-19 age group); they have 
had no really serious experiences—surely none sufficient to occasion a desire to 
escape al lof life’s responsibilities by recourse to the dreams of narcotic drugs: 
therefore the one and only conclusion that we can arrive at, is that the acquire 
ment of this practice—drug addiction—is incident to propinquity, bad associates, 
taken together with weak vacillating dispositions, making a successful combina- 
tion in favor of the acquirement of such a habit. Being with companions who 
have those habits, they, in their curiosity, give it a trial (similar to the acquire 
ment of cigarette smoking in our young) and soon have to travel the same road 
to their own regret. (Reasons assigned by addicts for 
Bad associates, 5,190, or 69 percent; illness, 1,994, or 
280, or 5 percent.) 

“The emergency relief narcotic clinic has brought out a mass of material, from 
which it is possible to study this problem, heretofore more or less vaguely thought 
about, and on which there were but few statistical data. 

“Habits usually only affect the individual but, in drug addiction, indulgence 
appears to react on the community. The effect on the community is evidenced by 
debauching of its citizenry, by increase of crime and antisocial vices. 
also spreads like a pestilential disease. 

“There may be those who say drug addiction is a mysterious disease: that it 
creates a disease mechanism ; that it is not a matter for the authorities, particu 
larly for the department of health; * * * 

“Our opinion is that this habit is not a mysterious disease: there is a very 
general and complete understanding of drug addiction from the therapeutic stand 
point among all who have dealt with it in institutions. In our opinion, drug 
addiction is simply a degrading, debasing habit, and it is not necessary to consider 
this indulgence in any other light than an antisocial one, and that those who are 
charged with correcting and preventing such tendencies should be stimulated to 
do so to their utmost, and all efforts exerted in this direction should be free from 
restraint, absolutely unhampered, and that all physicians interested in the genera] 
welfare of the people should earnestly encourage such action. 

“There may be other views regarding the control and prevention of drug 
diction, but we opine that this is the natural and sane one to be generally ex 
pressed. It can be safely said, without contradiction, that drug addiction, per 
se, is not a disease, nor to be so regarded any more than excessive indulgence in 
cigarettes (to which all of these addicts appear to be committed), or an overin- 
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dulgence in alcohol (which but few of them require). Experience in our clinic 
appears to indicate that drug addiction affects the human economy in about the 
same way as does any vicious abuse, excess, or bad practice, each attacking and 
weakening along the channels most susceptible. 

“The practice of the clinic was not to prescribe for any new applicant an amount 
over 15 grains—10 grains being the usual amount. Reduction was by a gradual 
daily lessening of the amount prescribed. * * * It was found that some could be 
reduced to as low as 2 or 8 grains. Others, disloyal to the clinic and themselves, 
would, when deprived by the clinic, refuse to accept our regulation and would buy 
additional amounts outside. 

“Many addicts endeavored to get from the clinic actually more than they them- 
selves needed. The drug was sold much below the general retail price—the price 
at drugstores was 7 to 11 cents a grain to the addict; while at the clinic the 
maximum price was 3 cents a grain and later this was reduced to 2 cents. 

“Some individuals would endeavor to deceive and actually would go through 
registration and examination in order to obtain the drug to sell to addicts at an 
advance of the clinic price. 

“Having demonstrated certain peculiar conditions regarding the narcotic drug 
addict, with a study of over 7,000, covering a long period, and after consultation 
with many well informed on this subject (and who were not in any way 
economically concerned except for social betterment of individuals), we con- 
cluded that narcotic drug addiction serves no useful purpose; that there is no 
justifiable reason at all for its continuance, and that the certainty with which 
this indulgence benumbs and blunts moral fiber, the practice being indulged in 
the majority of instances (69 percent) by the young boy or girl, makes its control 
absolutely necessary. That ambulatory treatment is farcical and useless, and is 
only putting off what should be immediately done. Physicians should not be 
permitted, under guise of treatment, to prescribe narcotics for such indulgence. 
Laws should be so amended that the narcotic addict, when determined, should 
be sent by due process of commitment to a suitable institution and held there 
until a medical officer considers it safe for him to return to society. 

“Narcotic indulgence in the young adult exists without adequate reason, and 
the mere fact that such a habit has been acquired innocently is not an adequate 
reason for condoning this fault. Formerly many held the opinion that it was 
difficult, unsafe, and required expert care to cure an addict, but it is not so by 
any manner of means. A plan called by the addicts “cold turkey”—abrupt with- 
drawal (practiced in Kings County Hospital, and without a death)— is not only 
possible but practical. It does occasion some suffering, and the plan treated of 
in another article in this issue gives our method. We hold no brief for either 
plan, but we state with positiveness that the plans are simple, but to be successful 
absolute control of the addict in preventing renewal of supply is the essential 
factor. 

“From an experience with many hundreds, passing through our clinic and hos- 
pital (when the addicts approached the ‘irreducible minimum’ of the drug they 
were sent to the hospital for cure), it is our firm opinion that entire withdrawal 
may, in many instances, be successfully performed. That all that is needed is 
to have the withdrawal process supervised by a physician, so that those who need 
medical care may get it when it is required. 

“Strict, adequate, and proper, as well as uniform enforcement of the law—the 
Harrison Act—throughout this city and country is now demanded, and is essen- 
ital toward preventing recruits to these miserable ranks. Drug addiction 
spreads like a pestilence through association. In a study of over 7,500 addicts 
in this city exemptions requested for persons ill of some malady numbered less 
than 250. 

“The practices of drug addicts to meet the demands of their depraved appetites 
causes financial embarrassment, and to meet these desires the addicts become 
immoral and antisocial. When in need of the drug, or overstimulated from 
indulgence, all moral influence and self-control are lost. 

“These individuals either in need of the drug or under its stimulating influence 
are a distinct menace to society. They will commit the most revolting of crimes 
in cold blood. 

“Drug addiction is not a mysterious disease. From a purely scientific point 
of view it would be interesting to have more light on the problem of tolerance, 
but on therapeutic indications and possibilities there is but little difference of 
opinion. 

“Drug addicts, under careful medical and supervisory nursing, present no 
pathological condition—only a disturbed or perverted functioning. 
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“The action of internal organs are inhibited or functionally disturbed, but, 
when these influences are removed and normal action permitted, this derange 
ment quickly disappears. 

“It is our opinion that any form of cure can take an addict off his drug pro- 
vided this is done promptly. This was done at Riverside Hospital, in 3 to 5 days, 
without discomfort to the patient. 

“From information obtained from the large number of addicts, who have come 
to our clinic, most of whom have taken various methods of our cure, it may be 
concluded that all methods of withdrawal are equally efficacious and only differ 
in regard to the comfort of the addict while taking the cure. Aftercare is always 
essential. 

“Treatment of the narcotic drug addict by private physicians prescribing and 
druggists dispensing, while the individual is going about, is wrong. The giving 
of a narcotic drug into the possession of an addict for self administration should 
be forbidden. 

“The case of drug addiction that can be cured by ambulatory treatment is the 
rare exception, and so unusual as to make one think it impossible. 

“Physicians generally are of the opinion that ambulatory treatment is not 
good practice, and few doctors use this form of treating addicts, it is believed 
that those so doing must be either ignorant of proper methods, or do so in bad 
faith. 

“Our study of this problem in this city indicates, most positively, the necessity 
for the general and uniform enforcement of the Harrison Act. 

“The clinic is not the solution.” 

A physician who was a member of the Committee on Narcotic Drug Legislation, 
Medical Society of County of New York, stated regarding clinics: 

“The department of health of the city of New York requires no further clinical 
experimentation to convince itself or any other honest observer that there is any 
need for this sort of institution. * * * A dispensary is so harmful in its effects 
that it cannot be recommended under any circumstances.” 

The ex-president of the American Medical Association stated : 

“We have found out here (New York City) that the narcotic dispensaries do 
not relieve the situation, they simply legitimatize the drug indulgence, and it is 
for that reason that the American Medical Association recently passed its resolu 
tion condemning them and the Public Health Service is endeavoring to close 
them up.” 

The chairman of the medical society of the county of New York, committee on 
publie heaith, stated “all look upon the New York clinic as a positive demonstra- 
tion that addicts must be under institutional control or any other kind of abso 
lute control. The only hope is cutting off the supply of drugs as completely as 
possible. ‘Therefore, no public clinics.” 

Excerpts from press reports (1920) : 

“New York narcotic clinic is to be closed March 1. Riverside Hospital will 
continue to be used as a place for treatment of addicts. City health department 
officials regard the ambulatory treatment as conducted by the clinic as a positive 
failure. No known cures were effected as the direct result of the administration 
or dispensing of the drug at the clinic. 

“Officials say, acting in the light of experience, that they would not again open 
a clinic for the purpose of administering the ambulatory treatment. Instead, a 
registration bureau for entrance to a hospital would answer the purpose. 

“After March 1 addicts applying to the board of health for relief will be sent 
direct to the hospital. 

“Treatment at Riverside Hospital has proved effective. Of 2,000 treated, it is 
estimated 50 percent remained cured, at least for a time, after discharge. 

“But, New York City health officials say that the only sure cure for addiction 
is prohibition of the drug. Addicts must be treated in the same manner as alco 
holic inebriates have been treated. Make it impossible for them to obtain the 
drug. 

“In brief, these are the conclusions of Dr. Royal S. Copeland, health commis 
sioner of New York City, and his assistant, Dr. S. Dana Hubbard, who speak 
from experience. 

“This information was given me by Dr. Hubbard, who says their department is 
receiving many letters from health officials relative to the success of the New 
York clinic and asking for information and advice as to the practicability of 
inaugurating clinics. In reply they are advising against the clinie plan and 
recommending institutional treatment solely. 
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“Practical experience in clinics of some of our cities, especially in New York 
has led to the expression of opinion by those qualified to judge this subject, that 
practically no good has been accomplished and the clinics have been abolished. 

“The experience of New York City with its ambulatory clinic, even when re- 
inforced by institutional treatment, was so disappointing as to result in the aban- 
donement of the method. The clinic was opened hastily. 

“A policy of cutting down the daily supply one-half grain every other day was 
adopted until a minimum was reached which would prevent suffering. This 
minimum amount was found to be 2 or 3 to 5 grains per day. The drugs were 
sold to the addicts at cost. 

“As soon as possible a hospital was opened for withdrawal treatment and those 
willing to go were sent there. Here addicts were kept from 5 to 6 weeks at the 
expense of the city. The drug was withdrawn during the first 5 days and hyoscin 
was administered for 3 days thereafter. 

“Out of over 7,400 addicts, less than 2,000 were willing to go into the hospital. 

“Officials of the dispensary soon were convinced that it offered no solution of 
the narcotic problem. 

“Here are some of the facts observed : 

“Addicts often obtained more of the drug than they needed and sold the excess 
to other addicts or peddlers. 

“Addicts induced friends or relatives, who were not addicted, to register and 
attend the dispensary in order to obtain additional supplies, in some cases mak- 
ing new addicts. 

“Prescriptions were forged or raised, dosage sheets were tampered with, false 
dosage sheets sold and a business sprang up of buying and selling registration 
cards. 

“No cures are known to have been effected by means of the reduction system 
as used at this clinic. So far as known, all cases sent to the hospital were “cured” 
in the sense that the withdrawal of the drug left no physical need or craving, but 
quite a number of these cases relapsed after discharge, some returning to the 
“clinic” under assumed names. 

“After observation of the practical working of the ambulatory treatment, New 
York health officials concluded : 

“That the ambulant dispensary treatment, whether practiced by private physi- 
cians or public authorities, is vicious in principle and in effect. 

“That the institutional withdrawal of the drug is so simple, easy, prompt and 
effective—and comparatively without any danger, there not having been a single 
fatality—that there is no need for prolonging addiction by a continued supply 
of narcotics. 

“That the average addict will not voluntarily submit to institutional or other 
withdrawal treatment so long as he or she can obtain a supply of the drug, but 
will go to a hospital if unable to get more of the drug. - 

“Encourages illegal traffic. A public dispensary does not tend to get rid of 
peddlers. If a dispensary issues to all comers all the drug they desire, it may, by 
competition, put peddlers out of business, but in that case there would be nothing 
to choose between the peddling evil and its alleged remedy. If the dispensary 
does not supply the drug ad libitum, it encourages the traffic of peddlers by keep- 
ing up the demand. 

“A dispensary does not tend to prevent petty crime by addicts. For instance, 
a jeweler could prevent burglary by opening his store to thieves and inviting them 
to help themselves. The surest way to prevent crimes arising from an addict’s 
craving for drugs is to cure the addict and remove the craving. 

“A dispensary tends to increase, rather than decrease, the number of addicts. 

“A dispensary does not prevent death or suffering. Death does not result from 
sudden deprivation of the drug. Suffering caused by deprivation is not as severe 
as it may appear on the surface, and is of short duration. 

“There is no excuse for a public or private narcotic dispensary. 

“This is, in brief, the experience of a large city where drug addicts are numer- 
ous. The narcotic clinic has been branded a total failure. It has been closed.” 

The Medical Society of the State of New York on March 22, 1920, condemned 
the ambulatory treatment for addicts. Dr. E. Elliott Harris, chairman of the 
Medical Society of the State of New York, committee on public health, stated 
that “clinics are in competition with the illicit peddler.” 

In New York City, on November 10, 1919, Dr. Ernest S. Bishop stated : 

“We are in a very bad state here in New York. Conditions are probably worse 
than ever. I am told, and I believe it to be true, that more opiates are peddled 
than ever before. The board of health clinic has not been a success.” 
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“Excerpt from a letter dated May 1, 1920, to the Commissioner of Internal 
Revenue from Dr. E, Elliott Harris, chairman of the medical society of the 
county of New York, committee on public health : 

“IT am writing to call your attention to recommendation No. 1 (that the ambula- 
tory treatment of drug addiction as far as it relates to prescribing and dispensing 
of narcotic drugs to addicts be emphatically condemned) which passed the 
Medical Society of the State of New York unanimously on March 22, 1920, and 
the American Medical Association on April 29, 1920; also to say that all look 
upon the New York clinic as a positive demonstration that addicts must be under 
institutional control, or any other kind of absolute control. There is no question 
that a public clinic is simply in competition with the narcotic practitioner and the 
illicit peddler. They all furnish ambulatory treatment. Therefore, the Govern- 
ment should control narcotic drugs and be the only source of supply for legitimate 
medical purposes. The only hope is of cutting off the supply of drugs as com- 
pletely as possible. Therefore, no public clinics.” 

Terry & Pellens stated in The Opium Problem : 

“Drug peddling in New York City was very rife at the time of the operation 
of the clinic, and every opportunity was offered those who could afford to pay the 
prices charged by the illicit traffickers in drugs to secure their supplies without 
submitting to the requirements of the 24-hour supply provisions or registration 
at the clinic.” 

A number of clinics were established by the commissioner of the State nar- 
ecotie drug control commission in the State of New York. There was no legal 
authority for the establishment of these clinics, and in appointing physicians to 
conduct them the commissioner of the State narcotic drug control commission 
“usurped the authority.” 

ALBANY, N. Y.—(Estimated cost for 1 year for prescriptions and narcotics for 
120 addicts, $52,000. Two doctors running the clinic had total weekly income 
of $429 from narcotic prescriptions; the profits made by the drug store which 
filled prescriptions netted $17,000 yearly.) 

Police gave information that most of the addicts attending this clinic had 
criminal records; many of the women were prostitutes, and some of the men 
were living from the earnings of the women; many others were engaged in selling 
narcotics in the underworld. 

A number of the addicts stated that they were not addicted to the use of cocaine 
prior to attending the clinic. The youngest addict attending the clinic in 1920 
was 21 years of age. 

No cures were effected at this clinic. Criminal addicts and women prostitutes 
were drawn to this clinie from Detroit, Mich.; Cincinnati, Ohio; Pittsburgh, Pa. : 
New York City and Utica, N. Y. The following are comments made by members 
of the police department concerning the clinic : 

Capt. F. L.: The narcotic clinic is a crime. Criminal addicts are attracted 
from all parts of the country. 

Capt. G. P.: Iam opposed to the clinic. The addicts turn to the easiest way of 
getting the amount of money they need, which is dangerous to any community 
they may be in. 

Dete. A. G.: The clinic is no good. It is a disgrace. Certain women addicts 
solicit men on the streets in order to get their money for morphine and cocaine at 
the clinic. Some of the addicts in attendance are peddling dope and others are 
buying additional quantities from peddlers. Most addicts reported getting at 
the clinic more narcotics than they needed. 

SaRATOGA Sprines, N. Y.—One of the clinic patients operated a house of pro- 
stitution. A man who lived with her made frequent trips to Canada returning 
with large quantities of morphine and cocaine which he peddled. 

During the racing season about 300 transient addicts appeared at Saratoga 
Springs. It was estimated there were probably 30 residing there, but only 12 
attended the clinic. 

‘~Mimra, N. Y.—Many addicts were receiving prescriptions for quantities of 
morphine in excess of their accustomed dosage before enrollment. Politics and 
incompetency permeated the conduct of this clinic. 

Syracuse, N. ¥.—The doctor in charge expressed the opinion that at least 90 
percent of the 92 clinic addicts could be cured of drug addiction if institutional 
treatment could be provided. The majority of the addicts in attendance were 
habitues of the underworld or petty criminals. 

BuFrao, N. Y.—The doctor in charge stated that four-fifths of the addicts could 
be cured if afforded institutional treatment. He stated that at first all this 
clinie was doing was feeding the addicts. He then caused a reduction of dosage, 
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sr in pane instances the addicts quit the clinic entirely after their dosage was 
reduced. 

BINGHAMTON, N. Y.—The doctor in charge believed that 22 of the 32 addicts in 
attendance could be cured of their addiction, which he qualified by saying they 
could be cured only by means of institutional treatment. He believed some of the 
addicts supplemented their drug supply by buying from peddlers, and that there 
were addicts in Binghamton who did not come to the clinie. 

CorninG, N. Y.—Addicts were furnished as much as 380 grains of morphine a 
month. One addict brought his wife to the clinic and she was issued prescrip- 
tions for 20 grains of morphine every 2 days as an extra supply for her husband. 
Some of the addicts said they could get along on less drugs than they were getting. 

Oneonta, N. Y.—Of 37 attending the clinic, the doctor expressed the opinion 
that 24 could be cured of drug addiction if institutional treatment could be pro- 
vided. He considered ambulatory treatment a failure. 

Port JERvIs, N. Y.—Addicts enrolled at this clinic were doubling their dosage 
by attending the clinic at Watertown, 22 miles distant. The addicts who attended 
the clinic peddled drugs to addicts who would not attend the clinic. All of the ad- 
dicts were reported to be persons of questionable character. Some of the addicts 
were demanding as much as 17% grains of morphine and cocaine daily. The doc- 
tor who conducted the clinic made a profit of $116 in the 4 hours he devoted to the 
work weekly; he also sold hypodermic needles to the addicts at 25 cents, which 
was 16 cents profit. One addict was receiving a daily dosage of 10 grains of mor- 
phine and 4 grains of cocaine at the clinic. In no case was a reduction made of the 
dosage but in several instances the dosage was increased. The doctor in charge 
stated that no cures were to be expected from the clinic method. 

RocuHeEster, N. Y.—Sixty-five addicts were in attendance at the clinic. The 
profit of the doctor operating it was around $7,000 per annum and it was said he 
devoted from 9 to 10 hours time weekly to the clinic. Assuming that he spent 10 
hours weekly, 52 weeks a year, 520 hours or 52 days, 10 hours each his compensa- 
tion was therefore $7,000 for 52 days work. He supplied addicts with narcotic 
drugs suflicient to last them for periods ranging from 2 to 10 days. This clinic, 
like most others of the ambulatory type, was condemned by men high in medical 
authority. 

Police had required 24 of the addicts attending the clinic to leave the city. 
There were a great many narcotic peddlers in the city who were selling drugs 
to some of the addicts obtaining only a limited supply of morphine at the clinic. 
Several of the addicts attending the clinic were peddling drugs smuggled from 
Canada. There were at least 45 addicts in Rochester who were not enrolled at 
the clinic and who obtained supplies from peddlers. 

The clinic had been located at three different addresses due to the fact that 
the landlords of two buildings where it was previously located considered it unde- 
sirable to have addicts coming in and out of their buildings. 

Urica, N. Y.—Eighteen addicts enrolled. The doctor in charge stated that 
the clinic was a failure in effecting any cures, and he was very much disgusted 
with it and was resigning as its head. 

WATERTOWN, N. Y.—The doctor in charge stated that most of the addicts in 
attendance could be cured if placed under restraint in some institution. 

ScHENECTADY, N. Y.—There were 30 drug addicts receiving drugs at the clinic, 
and some of them were doubling their supply by attending the Albany clinic which 
was 17 miles distant. Considerable drug peddling was going on in Schenectady. 

Troy, N. ¥.—A large number of the addicts in attendance at the Albany clinic 
admitted that when they wanted an extra supply of drugs they would buy same 
from some Troy peddler. Troy addicts were also going to the Albany clinic for 
drugs. 

a N. Y¥.—There were said to be 50 drug addicts in Hornell, but only 
16 of them registered at the clinic. 

MippLetowNn, N. Y.—One addict in attendance, who was receiving 18 grains of 
morphine every 2 days at the clinic, supplemented his drug supply by visiting the 
Port Jervis clinic on an average of every other day where he was dispensed on 
each visit 20 grains of morphine and 10 grains of cocaine. 

Prescriptions were written in ordinary lead pencil, and several addicts altered 
them to increase their narcotic dosages. One addict, aged 27, who had been off 
drugs for 2 years, registered at the clinic and received 9 grains of morphine daily ; 
another, aged 23, who had been cured of addiction 9 months previously, was re- 
ceiving 10 grains of morphine daily. Two of the addicts attending the clinic were 
reported by the chief of police to be peddlers of drugs, and the chief stated that 
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they only attended the clinic in order to have an alibi should they be caught with 
drugs in their possession. Another addict in attendance was receiving prescrip- 
tions for opium which he prepared for smoking in violation of law—he was also 
involved in train robberies. A 28-year-old woman who was receiving 10 grains 
daily was staying at a questionable resort which the police had just raided. 

The violations of the narcotic law at this clinic were said to be particularly 
flagrant because many addicts had been cured of addiction before registering at 
the clinic. 

Statemnets concerning narcotic clinics in other States: 

NORWALK, Conn.—Dr. W. J. Tracey, who was in charge of the clinic, stated 
that shortly after the clinic was established there was a great influx of addicts 
into Norwalk, and that addicts from the New Haven and Bridgeport clinics 
were attending the clinic at Norwalk and were claiming residence and occupation 
in Norwalk. Dr. Tracey also stated that the addicts were “doubling” by enroll- 
ing at more than one clinic. Addicts caused so much annoyance when amounts 
of drugs were decreased that such attempts had to be abandoned. 

Hartrorp, Conn.—A female addict who was a regular attendant at the clinic 
during the entire period it was in operation was arrested, after which it was 
learned that she was not an addict but was getting the morphine to sell to a 
50-year-old female addict who was enrolled at the clinic. Chief of Police Farrell 
opposed the clinic “because it attracts people to Hartford who are not desirable.” 

NEw Haven, Conn.—Four physicians connected with the clinic stated that 
it was not probable for any cures to be effected by the ambulatory treatment. 
They all agreed that the majority of addicts enjoyed good health other than the 
ill effects brought about by their addiction. They also agreed that in their opinion 
many of the addicts obtaining morphine at the clinic disposed of it illegally among 
other addicts. 

A number of known addicts residing in New Haven were not enrolled at the 
clinic and obtained their supplies from illicit sources. There were peddlers in 
New Haven all the time the clinic was in operation. Dr. S. L. Spier stated that 
occasionally he learned of an xddict who was supplementing his supply of drugs 
which he obtained at the New Haven clinic by visiting other clinics. 

At the New Haven clinic it was disclosed that one addict operated a railroad 
signal switch tower, working on the midnight shift, and that he was in control 
of the most important switches on the main line of this railroad. The throwing 
of a wrong switch might cause a serious train wreck and the loss of many lives. 

Another addict was engaged in the delivery and taxi business. He was unable 
to obtain a driver’s State license under his own name as he was a known addict, 
and as a subterfuge he used a fictitious name under which he secured the license. 

BRIDGEPORT, CoNN.—No cures were effected by clinic. One woman, who had 
appeared in robust health, stated that she began using morphine through curiosity 
just before she applied for drugs at the clinic. She was getting 4 grains a day. 

PROVIDENCE. R. I.—Dr. Clifford Griffin, police surgeon in charge of the clinic, 
stated that no cures could be effected in their clinic, and that “isolation is abso- 
lutely necessary if an attempt is to be made at a cure. This means restraint in an 
institution. Most cases must be restrained by legal commitment to be held until 
a cure has been satisfactorily effected.” 

Peter F. Gilmartin, superintendent of the police department, stated that he was 
very much opposed to the clinic because it effected no cures and only fed the 
addicts, making it attractive for their remaining in Providence; and that the 
only way to successfully treat and cure an addict was to put him in an institution. 

One addict who obtained morphine from this clinic was under Federal indict- 
ment for having sold morphine so obtained. 

Another addict stated that it was not an uncommon practice for some of the 
addicts obtaining daily amounts of morphine of 7 grains, or even less, on prescrip- 
tions at the Providence narcotic clinic, to peddle part of the drug so obtained. 
This man had been discharged from Blackwell’s Island Hospital, New York 
City, and pronounced cured of drug addiction. As soon as he returned to Provi- 
dence he resumed the habit by visiting the clinic and persuading the physician 
to issue him prescriptions. 

PENNSYLVANIA.—The chief of the bureau of drug control, Pennsylvania Depart- 
ment of Health, stated: “Tentative experiments made in Scranton and Jlarris- 
burg, cooperating with local health boards showed very conclusively the weak- 
nesses of the dispensary plan and we closed these tentative clinics.” 

NEwarRK, N. J.—After a conference between the city health officer, the chief 
resident physician of the city hospital, and the police surgeon, the following 
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report was made: “The question of the treatment of drug addicts was gone into 
very extensively, and it was the opinion of all present that the proposition of 
clinics would not bring about the desired results.” It was pointed out that the 
city of Newark has a free health clinic at the present time which is being taken 
advantage of by addicts, and that drug addiction can be properly treated only in 
an institution. 

ATLANTA, GA.—Many known drug peddlers were patronizing the clinic and 
receiving their supply which was freely peddled. Drug peddling in Atlanta was 
exceedingly prevalent notwithstanding the clinics in that city. 

At this clinic there were no records of cures by the ambulatory reductive 
method. 

Ten of the addicts attending the clinic volunteered to be sentenced for a term 
of 1 year to the Federal penitentiary for the purpose of curing their addiction to 
drugs. 

One addict attending the Atlanta clinic received a prescription for morphine 
daily. While attending the clinic he was indicted by the Federal grand jury for 
having 20 ounces of morphine in his possession. 

A young woman attending the clinic stated that she married her husband when 
a young healthy girl; that he was an addict and taught her to use the drug, after 
which he sent her to rooming houses to obtain money through prostitution. 

Several of the addicts attending this clinic were working in positions hazardous 
to public safety, such as railroad switchmen and chauffeurs. 

Many of the addicts sold and exchanged drugs among themselves. Most of 
them were of the underworld type. 

No cocaine was prescribed by the physicians in charge of the clinic, which 
‘aused the addicts to purchase that drug from peddlers, as well as additional 
quantities of morphine. 

The city health authorities stated that the clinic system was a nuisance, that 
clinics were generally abused with bad practices, and that they were a burden 
on the city. 

Dr. F. K. Boland, president of the Fulton County Medical Society, stated 
that he did not approve of an ambulatory clinic; that institutional treatment 
is the only method, and that the narcotic clinic was of no benefit to drug addicts 
or to the community. 

Two city physicians stated that the only effective treatment for drug addicts 
is confinement, and that the clinic system was of no benefit to the city. 

Dr. T. F. Abercrombie, secretary of the Georgia State Board of Health, stated 
that the narcotic clinic was not beneficial to anyone, and on the contrary drew 
narcotic peddlers and many undesirables to the city; that the addicts should be 
placed in an institution. 

Mayor James Key of Atlanta stated that the clinic system was very bad and 
that he could not think of anything that could be worse. 

Chief of Police Lamarr Poole stated that the clinic does not benefit the addict 
or the community, but attracts many thieves to the city; that it is difficult 
to handle the thieves when the city authorities were providing narcotics for 
them. He urged that clinics be abolished. The narcotic clinic or dispensary 
operated under seemingly legal authority tended to approve and encourage 
rather than discourage the drug habit. 

Eighty-five of the 190 addicts served at the clinic had police records and 2 
were known dope peddlers. 

Practically all in attendance at the clinic were without visible means of sup- 
port. 

Mempuis, TENN.—More than 60 percent of the addicts attending the clinie 
admitted that they purchased morphine each week from peddlers. One young 
woman attending the clinic had paid $500 to peddlers for additional morphine 
during a period of 4 months. 

Dr. J. R. Drake, physician in charge, stated that no cures had been made in 
the clinic, and expressed the opinion that the only way to cure an addict was 
to place him under restraint in some institution. 

A minister stated he had been in daily attendance at the clinie for 3 months 
and believed institutional treatment was the only practical way to produce 
cures. He stated he was very much troubled in mind as to what was his duty 
in his having knowledge that a brakeman employed by a railroad company was 
a morphine user; that if he informed the railroad company that the man was 
an addict and proved his statement by showing that this man obtained his drug 
supply through the clinic, unquestionably the man would be discharged from 
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his, position; that if this man was denied the drug he would not be able to work 
and he greatly feared if this man continued with the railroad company he might 
be the means of perhaps causing a railroad wreck with great loss of lives and 
property damage. He stated that he could see no reason why this brakeman 
should be addicted because he enjoyed good health otherwise. 

KNOXVILLE, TENN.—Dr. Marvin F. Haygood, health officer, stated that the 
clinic was a rather unnecessary organization in that city. Despite the fact that 
nearly all of the addicts were receiving an amount of drugs in excess of their 
immediate needs, a great number quit the clinic because of being held to a mini- 
mum quantity. Investigators at this clinic stated that clinics, regardless of 
the purpose for which they were originally intended, eventually became but a 
means of supplying addicts with just a portion of the drugs they used, and that 
this clinic was no exception, as many of them were buying from peddlers. Some 
of the addicts registered at the clinic also peddled drugs. 

PapucaH, Ky.—The doctor in charge of this clinic refused to take care of any 
eases of plain drug addiction, and supplied only those addicts who had a bona fide 
medical need. 

NEW ORLEANS, LA.—Dr. William Edler, the physician in charge, bureau of 
PSM of the social hygiene board, stated: “My observation of this clinic ex- 
tended over a period of a year and a half, and I had ample opportunity to note 
the patrons of the institution. It was obvious to me long ago that this clinic 
represented in New Orleans a social menace exceeded by nothing—and that is 
saying a great deal for a city like New Orleans. I have seen many of the 
patrons of this clinic injecting morhpine into themselves and each other on the 
street corners, Swapping drugs on the street and selling them. Twenty percent 
of the clientele were reported to me by one of my inspectors after an exhaustive 
survey as being prostitutes. In addition to these, pimping chauffeurs, criminals 
of all types confined in the parish prison—all had been patrons of the place. All 
of the law-enforcement officers of New Orleans were agreed that this place 
ought to be closed. From a medical and social standpoint it is criminal to 
permit the place to exist. I sincerely hope that the institution will be closed 
and I feel sure that such action will meet with the approval of all social institu 
tions in New Orleans.” 

Sheriff Frank Sullivan, in charge of the parish prison, characterized the 
presence of such a large number of addicts in New Orleans and the open sale 
of drugs to them by the dispensary as a disgrace to the city. 

The president of the Louisiana State Board of Health stated that his inspectors 
had caught addicts selling drugs. He was positive in his stand that the clinic 
was detrimental and should be closed, and he so recommended to the Louisiana 
State Board of Health, 

The superintendent of police stated that he considered the dispensary was 
not only accomplishing no good whatsoever but that its operation flooded the 
city with drugs and accounted for the presence in New Orleans of a vast number 
of undesirables. He said plainly he did not feel disposed to arrest narcotic 
peddlers for selling drugs when he regarded the local dispensary as being engaged 
in the very same business. 

A number of the addicts stated under oath that during the entire time they 
were receiving a daily supply of drugs at the clinic, they were consistently buy- 
ing drugs from illicit dealers in addition. One addict who came from San 
Francisco to New Orleans for the sole purpose of attending the clinic received 
drugs from the clinic while serving a jail sentence in the latter city. He and 
several other addicts stated that the only thing accomplished by the clinie was 
that it fastened their narcotic addiction more completely upon them. Morphine 
obtained at the clinic was continually resold by the patients to others who were 
not earried on the clinic rolls, and the vials after being emptied were refilled 
with illicit drugs which could not be seized by the Government because they 
bore the label of the dispensary. A notorious thief from St. Louis was selling 
morphine he obtained from the dispensary, and was arrested while selling it to 
a Government prisoner in the custody of the United States marshal. He stated 
he obtained the morphine at the clinic under a fictitious name. Narcotics were 
dispensed to thieves, exconvicts, prostitutes, and drug peddlers from Missouri, 
Louisiana, Mississipppi, Kentucky, Florida, and California. One addict on the 
clinic rolls had been arrested 27 times in a 3-year period. 

The manager of the Salvation Army stated: “this clinic is filling the streets 
of our city with the most undesirable kind of beggars.” 

The physician who conducted the clinic stated : “I do not believe in the ambula- 
tory treatment of addicts.” He estimated that there were 18,000 addicts in 
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Louisiana. Only 225 were registered at the clinic, and the head of the Charity 
Organization Society stated that these addicts came from all over the country 
and became burdens on New Orleans. He urged the closing of the dispensary 
because his investigations convinced him it was doing more harm than good. 

The State board of health found that this is the home of many illicit narcotic 
distributors who have been working on a large scale and that this adds to the 
complexities of the situation. The report from the president of the board stated: 
“T am convinced that little confidence can be placed in the statements of addicts. 
This is unfortunate, but my conviction is based on observation of some men whom 
I had held in high esteem.” 

The Louisiana State Board of Health ordered the narcotic dispensaries closed 
since it is generally agreed that the ambulatory so-called treatment of drug 
addicts is of no value. 

Dr. Oscar Dowling, president of the Louisiana State Board of Health, in a 
letter dated March 4, 1925, stated: “In 1920 committees from the New Orleans 
Parish Medical Society and the State medical society were appointed to make a 
study of the several clinics. The former recommended the closing of the clinic 
here. The State committee recommended the closing of all the clinics with the 
following conclusions: “Clinics do not accomplish any benefit in the treatment 
of drug addicts. The clinic itself is only an added and cheaper source of procur- 
ing drugs, and to a certain extent lends a face of respectability and legality to a 
vice-forming habit. Clinics are damaging to the good name of the community 
as they are legalizing and giving face and support to a vice which the Federal 
Government has attempted to eradicate by the Harrison Act.” 

SHREVEPORT, LA.—It was estimated that 75 percent of the drug addicts in Texas 
made their headquarters at Shreveport following the operation of that clinic. 
One addict in Texas was apprehended receiving a package through the mail con- 
taining 8 grains of morphine sulphate bearing the label of the Shreveport clinic. 
The defendant stated that he had a friend in Shreveport who obtained 20 grains 
of morphine from the clinic daily and that he always received half of it. 

Forty percent of the addicts gave a history of venereal disease or examina- 
tions showed its presence. 

In this clinic many fugitive offenders were caught by the police and sent 
back to places where they were wanted. 

The clinic sold monthly $2,500 worth of narcotics, at a monthly profit of about 
$1,800. 

Several prostitutes attended the clinic and plied their trade on the streets of 
Shreveport. One, 19 years of age, and another 23, had never been addicts until 
they registered at the clinic. 

The addicts said they would take less drugs if the cost were higher; in some 
cases daily amounts were increased from 5 or 8 grains to 10 grains daily. Ad- 
dicts who had used 2 grains daily before coming to the clinic were demanding 10 
grains. Addicts who got supplies at the clinic sold to other addicts who would 
not attend. Some of the addicts were also buying narcotics from peddlers while 
attending the clinic. Many of the addicts came from distant States and said they 
would be off the drugs if it were not so easy to procure them. One addict*who 
had never taken drugs previously was induced to buy drugs from an addict in 
attendance at the clinic and later persuaded to accompany her to the clinic. The 
former made a regular practice of selling narcotics she got from the clinic and of 
getting morphine from other persons she persuaded to go to the clinic. 

One citizen of Shreveport stated: “The clinic is an outrage; it should be dis- 
continued; it brings a lot of bums here; nothing is safe on the streets, and the 
quicker the clinic is closed the better.” Another stated: “One of the greatest 
things that can be done for this community is to close the narcotic clinic.” These 
statements were typical of the public opinion on the subject. 

Evidence showed a continuous traffic in narcotics between clinic patients and 
others, and that numerous persons who had never used drugs previously, or who 
had been cured of addiction over several year periods, registered at the clinic 
and using as high as 10 grains daily. Many of the persons used fictitious names 
and addresses, and were without visible means of support. One addict stated 
that when he came to Shreveport before the clinics were established, the same 
doctor who was in charge of the clinic had cured him of drug addiction, after 
which he had discontinued the use of drugs for 18 months. As soon as the clinic 
went into operation he applied for 8 grains of morphine a day, and when his case 
was investigated he was receiving 12 grains daily at the clinic from the same 
doctor who had previously cured him of addiction. Another addict who had been 
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cured@ef addiction before he registered at the clinic stated that “it would be one 
of the finest things that ever happened if there were not a grain of morphine 
obtainable, because the only reason that myself and others are addicts is due to 
the fact that the stuff is so easy to get in Shreveport.” 

One addict went direct to Shreveport from Leavenworth Penitentiary where 
he had served a year for narcotic law violations. He was put on the clinic regis- 
ter and given 10 grains of morphine daily. A woman who had been off drugs for a 
considerable length of time before she went to the clinic was receiving 11 grains 
of morphine daily. 

There was a continuous illicit narcotic traffic being carried on in Shreveport, 
both in supplies procured from the clinic, and in narcotics obtained elsewhere by 
peddlers. It was never possible to procure evidence of illicit sales of drugs as 
agents were always confronted with bottles bearing the clinic label. 

This clinic was conducted not only in violation of the Harrison Act but in de- 
fiiance of orders of the Louisiana State Board of Health after a thorough in- 
vestigation approved by the Louisiana Medical Association a year prior to the 
date in 1923 when it finally ceased operations. 

ALEXANDRIA, LA.—This narcotic dispensary was closed by the Louisiana State 
Board of Health for the reasons heretofore mentioned. 

KNOXVILLE, TENN.—Dr. Marvin F. Haygood, health officer, stated that the 
clinic was a rather unnecessary organization in that city. 

In the case of an addict who operated a street medicine show, it developed that 
a drug store obtained prescriptions for this addict from the clinic and sent the 
morphine called for on the prescriptions to the addict at various cities, according 
to direction. This practice continued for 2 years. 

A female addict stated she had not been obtaining sufficient morphine from the 
clinic and purchased from peddlers to make up the difference. 

One addict who had been cured went to the clinic and was placed on morphine. 

One of the inexcusable practices found at this clinic was the supplying of mor- 
phine to addicts on prescriptions sufficient to last them for a week. Some of the 
addicts so supplied were peddlers. 

CHATTANOOGA, TENN.—The narcotic clinic attracted addicts from other cities. 
The traffic in narcotics increased in the community while the clinic was in opera- 
tion, and diminished after its closing. 

Youngstown, Oun10.—Chief of Police James Watkins stated that at first he was 
in favor of the clinic, but after it had been in operation for several months he 
found that it was a drawing card for criminal addicts from all over the country 
to come to Youngstown for the sole purpose of getting dope. 

David J. Scott, director of public safety, stated that he believed that no cures 
could be effected in the so-called reduction treatment, and that he thought the 
clinic did more harm than good. He also stated that there was a certain degree 
of corruption in connection with the operation of the clinic which he intended 
to eliminate. 

CLEVELAND, On1I0.—Dr. G. E. Webster, who was in charge of the narcotic clinic, 
stated he believed that real success could be had only if the addicts were given 
institutional treatment under restraint. He also stated that with few exceptions 
all addicts attending the clinic were suffering from no other ailment than drug ad- 
diction; that some of the addicts in attendance were peddlers and attended the 
clinic as a blind; and that some of the others were supplementing their supply 
by buying from illicit sources. He estimated that there from 5,000 to 6,000 addicts 
in the city of Cleveland. Only 80 addicts enrolled at the clinic. It was a complete 
failure. 

The police authorities in Cleveland reported that about 12 of the addicts who 
obtained their supply at the clinic were engaged in peddling drugs. 

(Note.—In 1939 there were not more than 300 addicts in Cleveland.) 

CINCINNATI, OHI0.—Dr. John Chadwick Oliver stated: “I believe the establish- 
ment of narcotic relief stations will probably have a tendency to popularize ad- 
diction. It seems perfectly clear to me that the only method that promises any- 
thing like a permanent result in these cases will be to isolate the drug addict in 
an institution for at least one year.” 

Co.LumMBus, On1I0.—Dr. William Deuschle, alienist, stated: “Under no circum- 
stances should the drug addict be permitted to be at large while under treatment. 
He should be under supervision in an institution.” 

Kansas City, Mo.—The registration of addicts proved to be a failure and it 
was the opinion of officials that the narcotic clinic attracted addicts from other 
cities. The traffic in narcotics increased in the community while the clinic was 
in operation. 
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Houston, Tex.—Chief of Police 8S. T. Baker stated that the clinie attracted 
criminals from all over the country. 


Mayor A. E. Amerman stated that the clinic operation was not justified and no 
cures were effected. 

Evidence was obtained which showed that many of the addicts resold to other 
addicts the morphine which they had obtained at the clinic at a.cheap price. 

The clinic was put into operation June 16, 1919, and closed December 1, 1919, 
by order of the city council, on recommendation of Dr. W. P. Merredith who was 
in charge of the clinic. 

Dr. Merredith stated that after the clinic opened the addicts increased in great 
numbers, coming in from out of town, and that subsequently a wave of crime 
appeared in the city, and disappeared immediately after the clinic was closed. 

The following is the text of a letter from the physician in charge of the nar- 
cotie clinic to the city health office: 

“A close study of the results of the treatment of narcotic patients in the city 
nareotie clinic shows that further operation of the clinic is not justified. I, 
therefore, recommend that the clinic be discontinued.” 

The health officer referred this letter to the mayor and city council for action. 
The recommendation was approved by the health officer and was unanimously 
supported by the city council. 

The chief of police also stated that immediately following the opening of the 
clinic there appeared in the city of Houston a crime wave which on investigation 
was shown to have been caused by narcotic addicts; that this condition ceased 
after the closing of the clinic, and that most of the addicts left for Shreveport to 
attend the clinic there. 

CALIFORNIA.—The California State Pharmaceutical Society at its annual meet- 
ing in May 1920, voted strongly against clinics, stating that “narcotic clinics will 
never be successful.” 

Dr. L. L. Stanley, a member of the American Institute of Criminal Law and 
Criminology, strongly opposed the operation of narcotic clinics. He was a mem- 
ber of the staff of San Quentin prison in California. 

San Drieco, Cauir.—Dr. Robert W. Thomas, in charge of the clinic, stated that 
it was not expected that any cures would result from the clinic treatment; that 
the only cure for drug addiction was institutional treatment or placing the addict 
under restraint. 

Mr. James Patrick, chief of police, stated that the clinic did more harm 
than good; that it was only a medium for furnishing narcotics to addicts to 
satisfy their craving; and that the only way to cure an addict was to place him 
under restraint. He reported that since the clinic was created in San Diego 
there were twice as many addicts in the city as there were before the clinic went 
into operation. 

Los ANGELES, Carir.—Addict No. 101 received 8 grains on his first visit to the 
clinic ; this amount was later increased to 12 grains instead of being reduced. He 
admitted he had been purchasing as much as a gram a week on the outside from 
peddlers. 

Addict No. 131, an actor addicted to morphine for 10 years, obtained sufficient 
morphine to give 6 grains daily to another actor. 

Addict No. 17, using 8 grains daily, returned to the clinic several times stating 
he had broken the bottle and requested an additional supply, which was furnished 
to him. 

Dr. J. W. Nedins, in charge of the clinic, stated that he had never made any 
special study of drug addiction but expressed doubts if any cures would be effected 
by clinic treatment, and advocated institutional treatment for satisfactory cures. 

Dr. James T. Fisher, a neurologist, head of the clinic board, stated that the 
so-called clinic was nothing more than a dope supply house for addicts and should 
have been closed a long time ago; further that no attempts at cure were being 
made at the clinic, that none could be effected, and the quicker it was closed the 
better. 

Dr. E. H. Williams, 2 member of the board of supervisors, stated that the 
clinic only touched about 30 percent of the actual addicts in the district, and the 
other 70 percent would not present themselves at a public clinic. 


‘*ExcERPTS FroM Los ANGELES EXAMINER 


“The municipal narcotic clinics of both Los Angeles and San Diego have been 
officially ordered closed finally and the wholesale traffic in dope which has been 
carried on by the municipal clinic for half a year will be a thing of the past. 
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‘Action follows Examiner exposé. Again the Examiner has been vindicated 

“Months ago the Examiner exposed the evils, the immorality, the illegality of 
the municipal narcotic clinic. 

“Even were the operation of these clinics legal, they are morally wrong, in- 
adequate, ineffective, and the clinics themselves, not only here, but elsewhere, 
are failures. They have made an earnest effort to make the clinic a success, but we 
know that no clinic of an ambulatory nature ever can be successful. The only 
practicable treatment is that in which the patient is confined in a hospital or 
sanatorium and is under the thumb of the physician at all times. 

“The best known clinic, that established in New York, was soon found a failure. 
Men high in the medical profession, like Dr. S. Dana Hubbard of New York 
Department of Health, who himself conducted the New York clinic, which was 
closed ; Dr. Oscar F. Dowling, president of the Louisiana State Board of Health, 
and many others, all condemned these clinics. The ambulatory treatment of drug 
addiction was emphatically denounced. 

“This clinic has resulted in numerous dope fiends flocking here from other cities, 
among them many criminals. When I came in today I met one ‘hop-head’ on the 
train who admitted that he was coming here from San Francisco to get dope at 
the clinic. And a few minutes later I met another at the clinic. 

“T have been informed that Chief of Police Patrick of San Diego said that he 
was not in favor of the clinic there, that it did more harm than good, and it was 
only a means for furnishing addicts with dope. He further added that twice as 
many addicts were in that city as before the clinic opened. I know that conditions 
here parallel those at San Diego. 

“All clinics should—and they will—be closed. They are indefensible from either 
a legal or a moral viewpoint.” 

Dr. Paschal, the assistant health commissioner, stated that in his opinion the 
clinie not only accomplished no good but that it actually tended to condone the 
use of drugs by the addicts. 

The extent of operations of this clinic are shown by the fact that several hun- 
dred thousands of grains of morphine were sold to addicts in 4 months at a clear 
profit for the city of more than $11,000 from sales at 10 cents per grain. 

The police records of Los Angeles revealed that “not only has the so-called crime 
wave not diminished since the establishment of the clinic, but on the contrary, it 
has increased to a very great degree.” 

From the editorial column of the San Francisco Examiner of December 17, 
1988 : 

“The head of the State narcotics division is toying with an old idea that could 
be summarized thus: 

“*A dope addict cannot be cured. It costs a lot of money and bother to keep 
him in a hospital. Let us instead give him enough dope to keep him happy and 
quiet.’ ” 

Strange to relate and humiliating to recollect, this fantastic proposal was once 
tried in Los Angeles, more than a decade ago. 

“The results were appalling. Addicts flocked to this city from all parts of the 
country, bringing with them all the assorted varieties of deviltry that go hand- 
in-hand with dope. Instead of decreasing their addiction by getting minimum 
doses, it developed that addicts merely contrived to receive several minimum 
doses—in other words, a constantly increasing maximum. 

“Marked as a miserable failure, the experiment was dropped. Once again, in 
1932, the same thing was suggested and promptly silenced by a spontaneous 
avalanche of protest and condemnation. 

‘“‘Now one man wishes to try again. 

“Against experience and knowledge, against common sense, against all sense 
of morality, decency, and safety. 

“He should certainly be aware of the fact that at Spadra Hospital records 
show cures in 17 percent of cases, many of these of the worst type. He should 
certainly recall the past sad experience of the ‘dope dole.’ 

“It would bring as direct consequence an increase in crime, of dope peddling, 
of addiction, demoralization and degradation. 

“Every dope fiend, who is at liberty, who has access to narcotics is menace 
enough. 

“But to have the State or Federal Government become partners in the loathsome 
business by weakly abandoning all effort to segregate and cure and then heaping 
stupidity upon stupidity by instituting an official handout of dope, is something 
that transforms a threat into a vicious attack. 
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“This proposal should—and must—be rejected with the indignation and ridi- 
cule it so richly deserves, and into the ash can along with the proposal should go 
the man who suggested it.” 

From the Post-Intelligencer, Seattle, Wash., February 17, 1938 : 


“STaTeE SHOULD Nor TAKE OVER SELLING OF DOPE 


“A proposal to put the State of Washington into the business of selling dope is 
now before the legislature. 

“The measure is more euphoniously worded, but in essence it amounts to that. 

“It provides for the dispensing of narcotics at cost by State clinics to ‘incura- 
ble’ addicts. 

“The sponsors of the bill advance the unquestionably sincere argument that 
legal sale of narcotics under supervision of the State board of health will tend 
to rid the State of the lowest dreg of humanity—the dope peddler. 

“But there is grave danger that the State itself may become involved in this 
ghastly traffic in human souls and become the instrument of adding to the pitiful 
and helpless victims of habit-forming drugs. 

“The most powerful weapon in the fight against spread of addiction is the 
searcity and high prices of narcotics. Giving effect to the Harrison Antinarcotics 
Act, the United States Government has a farflung and efficient detective service 
which makes traffic in dope an exceedingly hazardous business. 

“There is no question that in the treatment of drug victims narcotics must be 
administered in decreasing quantities during the process of effecting a cure. But 
that is far different from regular sale at clinics to so-called incurables. 

“A cheap and easily available supply of dope is likely to have the effect of bring- 
ing addicts here from all parts of the country. The bill now under consideration 
provides the clinics shall only dispense to addicts who have lived here for at least 
2 years, but such provisions are often circumvented. 

“Humanity demands that every consideration should be given the unfortunates 
who are in the grasp of drugs. 

“But our first consideration must be the protection of the great majority of our 
citizens from the spread of this dreadful evil. 

“And the way to provide this protection is to enforce vigorously the laws 
against the sale of narcotics—not to devise means for making acquisition of the 
drug easy.” 

From the Post-Intelligencer, Seattle, Wash., October 21, 1940: 


“NEw FAcTs ON THE DOPE PROBLEM 


“At the last two sessions of the Washington Legislature remarkable bills were 
presented, proposing that the State set up clinics which would dispense narcotics 
at cost to addicts. 

“It was contended in behalf of these bills that the present system of restricting 
narcotics to legitimate medical requirements was ineffective and that addicts 
could-not be cured. 

“In view of the fact that a similar bill probably will be before the next legis- 
lature and may win the support of many well-intentioned persons, the current 
annual report just issued by the Federal Bureau of Narcotics is of particular 
interest in this State. 

“Harry J. Anslinger, Commissioner of the Bureau of Narcotics, effectively re- 
futes the claim that control of narcoties fails to produce results. 

“He does so by reproducing in its entirety a report made upon the prevalence of 
narcoties addiction in the State of Michigan in 1877, when opium, morphine, 
laudanum and other habit-forming drugs were freely obtainable at low costs. 

“The 1877 survey showed 7,763 addicts—principally opium users—in Michigan, 
at the rate of 516 per 100,000 population. 

“Mr. Anslinger contrasts this with a survey made into the prevalence of drug 
addiction in 1938, by methods which he regards as much more thorough than those 
of 1877. The 1938 figures show only 17 addicts per 100,000 population in 
Michigan. They were principally heroin users. The price of the contraband drug 
was so high and adulteration so common that many addicts are actually under- 
going ‘an involuntary reduction cure,’ in the Bureau’s words. 

“Commissioner Anslinger comments upon the Washington situation directly, 
after discussing the Michigan reports. He says: 

“*Tn the State of Washington in March 1939, the rules committee of the house 
of representatives voted against considering for passage senate bill 39, which, had 
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it been enacted into law, would have meant the attempted adoption of a State 
policy permitting the dispensing of narcotic drugs by clinics to addicts having no 
medical need for the drugs. 

“‘In Hong Kong last year, where opium is sold by the Government to addicts 
having no medical need, only 800 applied for legal opium as compared with 68,000 
addicts who obtained drugs from illicit sources, which demonstrated another of 
the many failures of this policy.’ 

“Mr. Anslinger acknowledges that curing addicts is no easy task. A survey by 
the United States Public Health Service of patients discharged from the Lexing- 
ton Hospital shows, he says that 34 percent had not relapsed into addiction, 36 
months following their discharges. 

“He comments, however, that this percentage of cures ‘is in sharp contrast to 
the lack of cures under a system such as envisaged by the above bill.’ 

“A fair judgment would seem to be that the present laws, State and Federal, 
restricting the production, sale, and use of narcotics, have reduced addiction 
sharply, perhaps to a point near the irreducible minimum. The problem of curing 
present addicts is a separate and bafiling one. The evidence tends to indicate 
that patients are cured, from a medical standpoint, when they are discharged 
from Government hospitals, but the tendency is for them to relapse as a result of 
renewing associations with uncured addicts. 

“In any event, long steps have been taken toward meeting the major problem. 
It is clearly no time to upset the present system as a whole and attempt to make 
the State of Washington a haven for the Nation’s addicts.” 

The following satement made recently by a 35-year-old ex-drug addict, is indica- 
tive of the probable effect of the establishment of drug supply clinics upon the 
spread of drug addiction as measured by the reaction of an average drug addict: 

“After using the stuff for 5 years and realizing how rapidly our health and 
morals were slipping, my wife and I decided to try to break away from the 
fiendish craving. We decided to go where it is harder to get narcotic drugs. We 
got part way when she weakened. She tore up our railroad tickets and persuaded 
me to go back with her where we knew peddlers and a doctor or two, where we 
could get it. 

“A few weeks later, I started South again. I landed there and I had the most 
horrible battle a human being could endure. For 9 days I couldn't sleep and 
couldn’t eat. For weeks, so it seemed to me, I couldn’t drink water. 

“TI spent 3 months in torture and then I began to snap out of it slowly. The 
craving wasn’t so persistent. I gained weight, and I was able to walk and take 
light exercise. 

“But I didn’t want to go back and meet my old friends until I was sure I was 
completely cured. 

“People who say an addict cannot be cured are right. They can’t be cured. 
They must cure themselves. Unless they have the will to quit, there is no power 
on earth to make them stop. 

“For that reason, I don’t believe in clinics where narcotics are dispensed to 
addicts at reasonable prices. It sounds humane and all of that, but if there were 
clinics, I'd probably be on the stuff today and I'd probably stay on it all my 
life. It was the torture I suffered when I couldn’t get it that made me quit.” 

Excerpt of a report of committee on narcotic drugs, of the council on health 
and public instruction, American Medical Association, adopted by that association 
and printed in the Journal of the American Medical Association on June 14, 1924: 

“Provision should be made by the State law for the treatment of those addicted 
to the use of narcotic drugs, in suitable institutions, existing or proposed for that 
purpose, or by private physicians, in either case, under the most rigid regulations. 

“Your committee desires to place on record its firm conviction that any method 
of treatment for narcotic drug addiction, whether private, institutional, official or 
governmental, which permits the addicted person to dose himself with the habit- 
forming narcotic drugs, and causes an increase in crime. Therefore, your com- 
satisfactory treatment of addiction, begets deception, extends the abuse of habit- 
forming narcotic drugs, and causes an increase in crime. Therefore, your com- 
mittee recommends that the American Medical Association urge both Federal 
and State Governments to exert their full powers and authority to put an end to 
all manner of such so-called ambulatory methods of treatment of narcotie drug 
addiction, whether practiced by the private physician or by the so-called narcotic 
clinic or dispensary. 

“In the opinion of your committee, the only proper and scientific method of 
treating narcotic drug addiction is under such conditions of control of both the 
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addict and the drug, that any administration of a habit-forming narcotic drug 
must be by, or under the direct personal authority of the physician, with no chance 
of any distribution of the drug of addiction to others, or opportunity for the same 
person to procure any of the drug from any source other than from the physician 
directly responsible for the addict’s treatment.” 


ANNEX 
Druae CLINIC PLAN OPPOSED IN CANADA 


(By R. 8S. S. Wilson, former superintendent of the Royal Canadian Mounted 
Police, August 16, 1952) 


I read with the greatest interest the report of the special commitee on narcotics 
of Vancouver Community Chest and Council, which appeared in the July 30 issue 
of the Vancouver Province. I note that the committee is composed of a number 
of prominent citizens, included amongst whom are members of the legal and 
medical professions. 

Because of this I feel it is most important and very much in the public interest 
that some criticism be leveled at the committee’s plans before any attempt is 
made to carry them further. 

It is my desire to take issue with the major recommendation of the committee 
calling for the establishment of narcotic clinics where drug addicts may receive 
their minimum required dosage of narcotics for a few cents a day. 

I do so, not because I am out of sympathy with the overall aims and objectives 
of the committee, which have been set out in its report a “comprehensive program 
aimed at destroying the illegal drug trade and rehabilitating the narcotic addict,” 
but because I believe that the committee’s recommendation is basically unsound 
and, if put into effect, will neither destroy the illegal traffic in narcotic drugs nor 
lead to the rehabilitation of that much-to-be-pitied person, the narcotic drug 
addict. 

As one who has devoted many years of his life to the fight against the drug 
traffic, the writer has probably come to know addicts and the narcotic problem 
as well as any other person in this country. 

It is because I have given years of thought, study, and firsthand observation 
to the narcotic problem that I feel qualified to question the line of attack pro- 
posed by the committee. 


DRUG PROBLEM MORE ACUTE 


As already stated, I am not out of sympathy with the aims of the committee. 
On the contrary, I am in complete agreement with many of the observations and 
conclusions they have reached. Furthermore, I am most thankful that someone 
has seen fit to stir up public opinion and call for definite action on the part of 
the responsible authorities. 

There is no doubt that the narcotic problem is more acute today than ever 
before. Nor is there any doubt that the menace of drug addiction has continued 
to reach progressively younger age groups, until now we are faced with the 
appalling picture of mere children in their teens being embraced by its foul 
elutch. 

Undoubtedly we must do something—and do it soon—to put an end to the 
course of drug addiction and the Vancouver Community Chest and Council is 
deserving of the heartfelt praise of every right thinking citizen for its efforts 
to bring this about. 

But the solution to the narcotic problem does not lie in the creation of govern- 
ment clinics where narcotic injections are given to addicts at cost price. This 
amounts to nothing more than officially condoning drug addiction and placing 
the stamp of public approval upon a vicious and soul destroying habit, and comes 
close to realization of the addict’s dream of a “barrel of heroin on every street 

rner.” 
eye no more stop drug addiction than the legal sale of opium in govern- 
ment dispensaries has stopped the drug traffic or stamped out narcotie addiction 
in the Far East. 

The sale of alcoholic beverages in government liquor stores helps to control 
bootlegging but it does not stop it nor does it solve the problem of the chronic 
alcoholic. 
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ABSTINENCE ONLY SALVATION 


The only hope for his salvation lies in complete abstinence. A person ad 
dicted to alcohol would never be satisfied with a minimum required dosage of 
liquor a day even if he could purchase it for a few cents at a Government-op- 
erated clinic. Certainly, he would be glad to take the alcohol so generously 
provided by the Government, but would promptly thereafter report to the nearest 
illicit source for an additional supply. 

In many ways—and the leading medical authorities are in agreement in this 
there is a close similarity between addiction to alcohol and addiction to narcotic 
drugs. The same authorities likewise agree that there is only one cure in either 
case—complete and unqualified abstinence. 

Contrary to what the committee seems to think, the addict who received a 
daily shot in a Government clinic would not be satisfied with this, but would 
seek an additional supply from illicit sources. In other words, the Government 
clinic would merely fill the role of another drug peddler. 

Because it sold at cost, it would help keep the illegal price down; but because 
it did not furnish all the addict’s requirements there would still be peddlers 
‘atering to his wants. 

This means that the addict would continue to be an addict and would still be 
obliged to resort to crime to obtain the money with which to purchase narcotics. 

The committee speaks of the legal administration at the clinie of an 
minimum required dosage. Who is to decide what constitutes any one 
minimum required dosage? The addict? 

It would seem so, as no medical practitioner could ascertain the exact quan 
tity of a drug which, administered, say three times a day, would stabilize the 
addict unless the person in question were confined under close supervision for 
several days in a hospital. 

I don’t think the committee proposes doing this. At any rate, even assuming 
they do, how next do they plan on increasing the minimum required dosage? 


addict's 
addict’s 


EVER-INCREASING DOSES ? 


They apparently overlook the fact that the body rapidly develops tolerance 
to narcotics and because of this an addict requires ever increasing doses of his 
drug of addiction. 

Unless he does he derives no relief (which he terms “pleasure’’) from the 
underlying emotional instability which led to his becoming an addict in the 
first place. If he can’t get the additional drug at the clinic, the addict will 
seek it elsewhere, of that we may be sure. 

Will the clinic cater to the addict’s wants by giving him ever-increasing doses 
of the drug until he reaches the saturation point and dies of acute narcotic 
poisoning? 

Where, before the war Canadian addicts used opium and morphine, they are 
now almost 100 percent addicted to heroin, a drug so deadly in its habit forming 
characteristics that its medical use is forbidden throughout the United States 
and in all hospitals in this country operated by the Department of Veterans’ 
Affairs. 

Does the committee propose administering heroin to our addicts? I ean 
hardly credit the thought. But if they do not, and resort to the considerably 
milder morphine or codeine, the addicts will most definitely not be satisfied and, 
more than ever, will seek to get “high” or “steamed up” on illegally procured 
heroin. 

To be quite frank, I cannot visualize the Government of Canada as it is obliged 
to do by international treaty, including in its annual estimates of internal 
consumption to the United Nations Narcotic Commission an item covering the 
legal administration of morphine, much less heroin, to Canadian drug addicts. 

Insofar as heroin is concerned, the system of international control is so strict 
that countries, such as Canada, which do not produce it have to make a special 
request to the government of the exporting country. 

Moreover, import certificates covering heroin can be issued only in favor of 
a government department and in this way the importing government assumes 
special responsibility in respect to heroin and undertakes to supervise strictly 
its subsequent distribution. 

There are a number of other reasons I could advance, if space permitted, why 
the whole idea of Government-operated narcotic clinics is, in my opinion, quite 
impractical. 
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PsYCHOLoGic Factors VITAL 


However, of far greater importance is the fact that we should remember that 
we are not treating with ordinary every-day sick people when we are dealing 
with drug addicts. As one eminent authority, Dr. J. H. W. Rhein, puts it: 

“Any effort to correct the evils of drug addiction must be based on a thorough 
understanding of the psychologic factors underlying the cause. The cause of 
development of the habit is inherent in the individual. 

“The drug addict is a psychopath before he acquires the habit. Heisa person 
who cannot face, unassisted, painful situations; he resents suffering, physical, 
mental or moral; he has not adjusted himself to his emotional reactions. The 
most common symptom that requires relief is a feeling of inadequacy; an 
inability to cope with difficulties. These conditions call for an easy and rapid 
method of relief which is found in the use of drugs.” 

Habitual criminals are psychopaths, and psychopaths are abnormal individuals 
who, because of their abnormality, are especially liable to become addicts. 

To such persons drug addiction is merely an incident in their delinquent careers, 
and the crimes they commit, even though they be to obtain money with which to 
buy narcotics, are not directly attributable to the fact that they are drug addicts. 

More than 95 percent of all drug addicts are the criminal addicts whose addic- 
tion in its inception and in its continuance is due to vice, vicious environment, 
and criminal associations. Experience definitely shows that in nearly all cases 
the addict was a criminal before he became addicted. 

That is the actual situation as it exists here in Canada and it is useless to 
draw comparisons with other countries which are not faced with a drug prob- 
lem, as the committee does, and to say that such countries do not understand-our 
concept of the criminal addict because their addicts “are not driven to crime in 
order to support their addiction.” 

One would gather from this statement that the committee believes that drug 
addicts were originally quite decent people who have been forced into a life of 
crime as a result of becoming addicted. 

This is not so and the fact that in nearly all cases the addict was a criminal 
before he became addicted must be borne in mind if we ever hope to make a real- 
istic approach to the solution of the narcotic problem in Canada. 

It has been amply demonstrated in the past that addiction cannot be cured by 
the ambulatory method, that is, by the administration to the addict of gradually 
decreasing quantities of narcotics by a physician in his office. 

This holds true not only for the main bulk of the addict population, which is 
made up of thieves, shop-lifters, prostitutes, forgers and such like underworld 
characters, but also for the tiny remaining noncriminal fraction. 

Then how does the committee consider that its plan will, as it says, “rehabili- 
tate the narcotic addict?” 

I am afraid that the committee has accepted the negative view expressed by 
Jean Howarth in her column the day after the committee’s report was published, 
which was to the effect that a drug addict can never be cured and will remain 
such till the day he dies. 

The committee certainly has not proposed any all-out plan for curing drug 
addiction, nor has it gone so far as to suggest that the institution of Government- 
operated narcotic dispensaries will accomplish this. 

From this one can only assume that they have little hope of being able to 
do anything for the addict other than letting him carry on with drugs supplied 
by the clinic. 

In making the above statement I have not overlooked the « mmi'tee’s recom- 
mendation that a pilot medical treatment and rehabilitation center be established 
together with a comprehensive followup service. But they only plan on handling 
volunteers in this clinic. 

Might I point out that this statement is not in accord with the experience of 
the United States Public Health Service at their narcotic hospital in Lexing- 
ton, Ky. 

FORCED COMMITTAL BETTER 


Here it has been found that far better results in effecting cures are obtained 
in the case of prisoners who are compulsorily committed for treatment and sub- 
sequently released on parole, than in the case of the “voluntary committals” who 
enter the hospital of their own volition and may leave whenever they please. 

The latter (and the same would hold true here in Canada) largely treat the 
hospital as a “rest center” where they may with a minimum of physical discom- 
fort cut down their drug habits to a manageable level. 
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While a comprehensive followup service is essential, this will not work with 
out compulsion. The history of institutional treatment of drug addiction by 
the Federal Government in the United States not only shows that compulsor) 
treatment is much more effective than voluntary treatment, but also that the 
lack of completely satisfactory results in that country is largely attributable to 
the absence of stringent and legally enforceable parole regulations, with recom- 
mittal the penalty for their violation, governing all cases after release from 
treatment. 

In actual point of fact, a drug addict can be cured. However, due to the 
present lack of adequate provision in this country for the treatment of drug ad- 
diction, there is only one class of addict for whom there is any hope of a perma 
nent cure. 

These are the relatively few professional and businessmen who have families 
and business and social responsibilities. Such individuals, upon their release 
from a mental hospital or private sanitarium, return to their daily work and 
surroundings freed from the contaminating influence of contact with other ad- 
dicts; they usually are of superior mental attainments and have a definite in- 
centive—their home, families and business—to fight against any reversion to the 
habit. 

In Canada there are today well over 150 members of one group alone who, al- 
though previously addicted, are now leading normal lives and have been doing 
so for periods of from 2 to 14 years. The successful results achieved in the Fed- 
eral narcotic hospitals in the United States, and in this country when dealing 
with cases where there is no underworld association, proves conclusively the 
incorrectness of the general belief that a drug addict can never be cured. 


CONCENTRATE ON ADDICTS 


If we accept the proposition that the narcotic problem is capable of solution, 
and no right thinking man would wish otherwise, how then should we proceed ? 

It is my definite considered opinion that drug addiction as we know it today, 
with all its attendant crime and evil, can be wiped out in Canada within a very 
few years if we are but willing to face the facts and attack the problem from 
a realistic point of view. 

We can stop the drug traffic in Canada if we will do three things: 

(1) Maintain international and domestic control over the legal traffic. 

(2) Continue to wage war on narcotic smugglers and internal traffickers 

(3) Cure and permanently control the drug addict. 

It is the writer’s contention that narcotic addiction must be regarded and 
treated in exactly the same manner as we now regard and treat the various 
forms of mental disease. 

The only difference is that there are no “mild forms” of drug addiction which 
do not require institutional treatment. 

Mental disease is not an ordinary ailment which can be treated at home or 
in jail. Society recognizes that the mentally ill must be forcibly confined and 
consequently we have enacted legislation providing for their committal to proper 
institutions. 

In the old days lunatics were punished because it was believed their in- 
firmity was self-imposed through deliberate association with evil spirits. But 
today we would regard as morally indefensible any attempt to punish an insane 
person, even though his infliction were self-imposed, as for example general 
paresis, which is a direct result of self-imposed vice, namely venereal disease. 

However, we have made no such progress when it comes to drug addiction. 
Yet the drug addict, even though he be a criminal who deliberately addicted him- 
self, is essentially a psychopath whose addiction is actually due to his underlying 
mental instability. 

If we are prepared to accept the proposition that there is a close similarity be- 
tween insanity and narcotic addiction, then we should be willing to take the next 
step and provide the necessary legislation for the enforced committal and control 
of the drug addict. 

It is the opinion of the writer that the Opium and Narcotic Drug Act should be 
amended to provide that a drug addict, after certification as such by 3 physicians, 
must be committed for a period of not less than 10 years to a narcotic hospital 
operated by the Federal Government. 

The act should further provide that the first year of the 10-year committal 
period must be spent in the hospital as an an inpatient, but that after the ex- 
piration of the first year the addict would be eligible for release on parole. 
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The narcotic hospital would be competently staffed and the emphasis would be 
on mental cure and rehabilitation and training for a useful occupation. There 
would be no suggestion of punishment. 

The hospital would provide the very latest medical techniques for withdrawal 
of the drug of addiction and restoration of the patient to normal physical health. 

The second and more protracted stage of mental rehabilitation would be ac- 
complished through up-to-date methods of psychotherapy designed to treat the 
underlying psychopathic condition which led the patient to become an addict and 
to reeducate and reconstruct his personality so that he can learn to adapt himself 
to his emotional reactions. 

Combined with this treatment would be occupational therapy to insure that 
the patient’s physical and mental energies were directed into channels best suited 
to his needs and most likely to make him into a useful and self-supporting member 
of society. 

After the expiration of 1 year in the hospital the patient would be released 
but only on parole and to outside employment. Unless the patient were willing 
to go to the job provided him and signed an undertaking to remain on that job and 
otherwise to abide implicitly by the terms of his parole, he would not be released 

Such terms would provide that the parolee report regularly to the parole officer, 
that he not associate with members of the criminal classes or visit persons or 
places where there was any possibility of narcotic contamination, that he not 
change his employment or place of abode without prior report to and approval 
of the parole officer, and that he undergo periodical medical rechecks. 


“LIFE” AFTER TWO RECOM MITTALS 


Parole would continue until the expiration of the 10-year period, unless the in- 
dividual violated the conditions of his parole, in which case a warrant would auto- 
matically be issued for his recommittal. 

In the event an addict were recommitted on two occasions he would be classed 
as incurable and sent for life to a special institution reserved for such cases. 
There he would once more be physically cured and given an opportunity to follow 
a useful avocation, but permanently within the confines of the institution. 





EXxxHIBIT No. 18 
{Reprinted from Listen, A Journal of Better Living, vol. 8, No. 1, Washington 12, D. C.] 
NARCOTIC ADDICTION : WHOSE PROBLEM ? 
By Arthur K. Berliner, M. 8. 


Who is responsible for the subtle but unrelenting pressure on our national 
thinking for the legalizing of drug addiction ? 


THE ADDICT 


Would such a step be the answer to the vicious racketeering which flourishes 
wherever illegal profits are to be gained from human misery ? 

Are those of us who want to restrict the use of narcotics to the physician’s 
prescription merely a group of reformers who want to put a straitjacket on 
American principles of freedom, including the freedom to drink and the freedom 
to indulge in drugs? 

I know of no organized plot to annul the Federal law, which since 1914 has 
outlawed the nonmedical use of narcotics. Nevertheless, narcotic addiction, a 
disorder as contagious as tuberculosis, may be given free rein if the voices of the 
confirmed addict and some armchair planners are to prevail over the experience 
of the past generation and the conscience of the American people. For it is the 
confirmed addict himself who is the most articulate advocate of legalizing the 
distribution and use of narcotic drugs, and he has the support of those who want 
to be “realistic” about this problem. 

“After all,” so the argument runs, “if we could go back to the days of drugstore 
opium, we would do away with the peddlers, the pushers, the racketeers, and the 
addict himself would not be driven to crime.” But were those really the good 
old days? Why did the Government enact the Harrison Narcotic Act in the 
first place? Because addiction had shown a steady and alarming increase, with 
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women outnumbering men as users by a large margin. The law was passed as 
measure of self-protection. Those who seem so concerned about the freedom to 
destroy oneself through narcotic addiction fail to recognize that, for the sake of 
the larger good, the community must have the freedom to outlaw as well as to 
sanction. 

Since the act was passed, the number of addicts, according to the United 
States Public Health Service, has been cut by two-thirds, and men have replaced 
women as the principal users. Now that there is an upswing over the past 4 or 
5 years, is this to be combated by unrestricted use of narcotic drugs’? 

Violence begets violence, and love teaches love. So every user is a potential (if 
not actual )carrier of the addiction disease. It may be part of a calculated plot 
to ensnare others, so that one’s own habit may be supported; it may be an aspect 
of the perverted zeal with which the habitué seeks to share his lot with the 
nonuser, but the end result is the same. If the drug is made more easily avail 
able, nonusers will inevitably be exposed. New victims will be the result 
These, in turn, will introduce others. 

Not only must we continue every effort to crack down on the smuggling, illegal 
distribution, and sale of drugs, and redouble our attempts to salvage the 
victims,—and some of them, at least, can be salvaged,—but we must work toward 
prevention in which lies perhaps our only hope. 

Also, we must ponder this disturbing fact: Studies of institutionalized addicts 
reveal that approximately 1 in 5 was a chronic alcoholic or problem drinker before 
he became a narcotic addict. “Morphine became my hangover remedy, then I 
switched to it entirely,”” many users say. 

Our hopes for a solution to this problem lie in the fact that addicts are made, 
not born. This means that a constructive program may be developed along 
several fronts to improve the situation. First, at all costs we must not yield on 
the matter of changing the legislative prohibitions which restrict the use of 
nareoties to the physician’s discretion. In the hands of a competent and ethical! 
practitioner morphine is a marvelous substance for the relief of pain and suffer 
ing, and no patient need fear it. But this is where is belongs, not as a freely 
used “medicine” which the addict could obtain cheaply, easily, and publicly 

And does anyone really believe that the “legal” addict could control the size 
of his habit any more successfully than can today’s users? The latter, in spite 
of the constant vigilance of law-enforcement officers and the prospect of imprison 
ment and disgrace, continues his quest for ever larger doses, because he must 
Repeated indulgence in narcotics produces dependence. The body soon becomes 
accustomed to this toxic substance, and abstinence brings on illness of an acutely 
uncomfortable nature. 

Those criminals who drift into addiction by way of the underworld would also 
find another avenue to “easy money” by selling part of the supply which the 
American public would, under such a scheme, so generously furnish. The 
spectacle of clinics all over the country, staffed by members of the healing arts, 
and dispensing narcotics to addicts, would be Indicrous if it were not appalling 
What chance to redeem the addict then? About as much as curing the chronic 
alcoholic by a combination of pious exhortations and a pint of whisky. 

Another must in any overall program is continued strong law enforcement 
Men are needed to guard the ports of entry, to track down the distributors, to 
detect the peddlers, and to apprehend the users. On the whole we are doing a 
magnificent job with what we have, but we do not have enough of them. 

Is it too late for those who are already heavy users? The outlook is certainly 
not hopeless. Of those addicts who enter the United States Public Health Service 
hospitals at Fort Worth, Tex., and Lexington, Ky., every year, numbers of them 
are capable of the self-discipline, the degree of motivation, necessary for effective 
help. The Federal Goverrment has for years recognized that institutionalization 
must be the origin of the cure process, for in an institution the addict can safely 
and surely be withdrawn from drugs, and necessary controls over his pattern 
of living can be established. Treatment means, in addition to physical decondi 
tioning, the readjustment of the addict to a life without narcotics. 

Anyone addicted for a period of time has gradually lost his capacity to gain 
satisfactions from work and from relationships with people. Here again the 
parallel with the alcoholic is striking. There are those who indulge hoping to 
cope more effectively with living, and those who do so in order to blot out the 
world of reality. In either case, as the addiction advances, the drugs more and 
more take the place of family, friends, jobs. 
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The hospital program is thus designed to wean the addict from his preoccupa- 
tion with drugs and direct him back to the satisfaction of living which come 
from association with people. Therapy sessions, individual or in groups, help 
some patients to explore their personality problems as these have influenced their 
use of drugs. A work program and educational facilities restore to the addict 
the lost confidence in his ability to work regularly and productively and help 
him to learn new skills and new interests. 

It is a long road back, and only a beginning can be made in an institution. 
Even the best mental hospital can be only a preparation for living. 

Who among us yield to the narcotics evil? Are such persons a special part 
of society? An occupational list of its victims indicates how deadly, how all- 
embracing, its influence may be, how every part of society has been penetrated. 
Its victims have been writers, truckdrivers, lawyers, mechanics, doctors, bakers, 
beauticians, carpenters, nurses, musicians— the list could go on and on. What 
these have in common are inner feelings of inferiority, emptiness, isolation from 
others. 

Often the beginning is in a family group which, like the juvenile delinquents, 
is an unbalanced one—disrupted by death, desertion, or divorce, or where the 
mother exerts a dominating influence and the young boy has no adequate male 
after whom to pattern his own development. But it may be for other reasons: 
The alcoholic or antisocial father cannot help his son become a healthy adult. 
Whether he is brutal or kind, that is, whether he is a frightening or inspiring 
tigure, he becomes the object of imitation, for it is a psychological law that we 
tend to imitate those whom we fear or those whom we admire. Easy access 
to narcotics and their use by popular people sometimes provide an irresistible 
attraction for the already weak person. When we can strengthen family life, 
and the institutions which support and stabilize it, we will have provided a power- 
ful immunization against the virus of drug addiction. 

The outlined program is not easy to accomplish. Difficult problems never have 
easy answers. But is is our problem, not just that of the addict or of those 
who specialize in his care and treatment. It calls for the active interest of all 
citizens, who must support each of the several aspects of the problem. 

Is such a program worth aiming for? I believe the readers of Listen know 
it is. 

THE AUTHOR 


For many years Arthur K. Berliner has been in close touch with the drug- 
addiction problem. At the present time he is chief of the Psychiatric Social 
Service Department of the United States Public Health Service Hospital at 
Fort Worth. 

In addition, he instructs in child psychology at Texas Christian University, 
and is case consultant for Family Service Association at Fort Worth. 

In this exclusive Listen feature he candidly views the legalizing of the use of 
nareotics being advocated in numerous circles and describes the dire results if 
such action is taken. 
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STATE OF NEW YORK 
DEPARTMENT OF LAW 


ALBANY 


Jacos K. Javits 
Attorney General 


September 1, 1955 
To his Excellency, the Governor: 
To the Honorable, the Speaker of the Assembly: 
To the Honorable, the Temporary President of the Senate: 


This report is the result of a six-month survey of narcotic addiction 
my office has just completed. 

Contrary to the best — and what seemed justified — hopes of that 
time, the stricter control and punitive measures enacted by the 
Legislative Session of 1952 appear now to have effected only a 
temporary turnback in the number of narcotic cases. The social 
malignancy of drug addiction is again acute within the State of 
New York. 

Final reports show that the narcotic case load may well have 
reached a record high in 1954, and there is reason to believe that 
the volume may continue to increase. In New York City during the 
past year, arrests on charges of selling or possessing narcotics were 
20% greater than in the so-called “epidemic” year of 1951 and 
narcotic addicts sentenced for crime were 35% greater. 

Optimistic beliefs to the contrary notwithstanding, drug use by 
youngsters is also on the rise. Narcotic arrests in New York City 
of persons under 21 jumped 30% from 1953 to 1954. 

It can be estimated conservatively that together, these addicts 
young and old, must now beg, borrow, sweat out or steal upward 
of $40,000,000 a year in this State to pay the peddlers for their dope. 

Understandable, therefore, is the fact that as the rate of addiction 
rises, the rate of consequent and inevitable crime must rise. On 
police blotters, on court records, on prison registers, the narcotics 
graphs are again curving upward. The New York County Court of 
General Sessions, one of the largest courts in the United States, 
reports that 30 per cent of the prisoners investigated by its probation 
officers are found to be dope addicts. Almost one out of every three. 

In contrast to this condition of spreading virulence is the frustrated 
nature of our efforts to cope with it. We lack, even now, any sig- 
nificant amount of experimental work that is fundamental to the 
creation of an effective action program for prevention or cure. This 
failure is ironic in an era noted for great scientific advances and for 
vast outpourings of cash and time in pursuit of new knowledge. 
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Enforcement officials, the judiciary, the hospitals are hampered by 
limited facilities, limited personnel and limited funds. Credit is due 
them for restricting as much of the narcotic impact as they have. 
But they are inadequately armed and afflicted with uncertainty as 
to the ultimate effectiveness of their efforts. For they must rely on 
old ways, and there is a new challenge. 

The challenge concerns not only us as State officials. It confronts 
local and Federal authorities in a variety of grim aspects. And of 
course, it is a matter of concern to the individual citizen, for dope 
seeps deeply into homes and schools and the business world, taking 
direct and indirect toll in personal tragedies and shocking economic 
waste. 

I have found a tendency to view narcotics in our State as “mostly 
a New York City problem.” It is true that the City has been un- 
happily the principal east coast center of the illicit narcotic traffic 
—since it is the largest port of entry and therefore attracts the 
most smugglers and offers the most concentrated market for peddlers 
—yet it is well to recall that addiction is a socially contagious 
disease and is not necessarily and permanently contained by geo- 
graphic borderlines. 

In 1951, recognizing that the drug traffic had reached a fever point, 
you empowered my predecessor, Attorney General Nathaniel L. 
Goldstein, to investigate. On the basis of his recommendations relat- 
ing to new controls and enforcement, you enacted a series of advanced 
measures which served at the outset to curb the trend and to set a 
pattern for other States. 

It was well understood then that no “final” answers were in hand, 
but early success caused an ebbing of public alarm. Throughout the 
country, too, the tide of addiction seemed to be ebbing. Interest 
dwindled, particularly among non-governmental groups without 
whose efforts and support no total control could ever be possible. 

Almost immediately after I took office as Attorney General in 
January of this year, I undertook to re-survey the field. The finding 
of a renewed upward trend is supported statistically by information 
which is detailed hereafter in this report. 

In the course of our work, and with reference to my past activity 
as a Congressman on narcotics legislation, some opportunities for 
positive new action became evident to me. I am embodying them 
in five recommendations. 

At this point, however, I consider it necessary to re-emphasize 
certain hard realities about the vexing and complicated problem. 

At the heart of it lies the medical enigmas: Why does an indi- 
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vidual become an addict? How can a certain and positive cure be 
achieved? Modern medicine has come but little closer to answering 
these questions than the ancient seers. It has proven simple enough 
to “detoxify” or “withdraw” an addict from dope while he is under 
restraint. But experience indicates that as many as 50% to 80% of 
the subject of these quick “cures” revert to the habit. 

Despite this, there are too few provisions being made today for 
adequate post-custodial supervision and care of discharged addicts. 
Once off the drug and seemingly no longer addicted they are taken 
from often crowded and otherwise required facilities and returned 
into their previous environment. A majority of them are then 
returned to public agencies when their renewed craving has again 
burst into crime. Only in the last year, for instance, has Riverside 
Hospital for adolescent drug addicts established a post custodial 
clinic at which attendance is mandatory; and it is almost unique 
in this. 

The availability of illicit dope is another crippling factor to con- 
trol efforts. To hope to cut down addiction by eliminating the supply 
is ingenuous in view of the international situation. Federal officials 
have repeatedly stressed the difficulty of stopping all but a portion 
of the traffic across our shores, and one expressed doubt that the 
Federal Bureau of Narcotics seizes even five per cent of the heroin 
being smuggled into the country. If we cannot completely dope-proof 
our borders, then only strict, honestly-policed, world-wide compacts 
against production can materially thin the supply. These are remote 
for the time being. Communist China, of course, is one of the chief 
sources of illicit drugs and the prospects for agreement with that 
regime are not bright right now. 

With these factors in mind, the complexity of a control program 
becomes evident. Legislation in this State alone will not solve our 
problems. There is an obvious need for the coordination of plans 
and efforts on all government levels. 

There is need for extensive medical research projects. Consider, 
in this connection, the time, the money, the genius devoted to the 
fiight against polio — and the splendid results that are being achieved. 
There were in 1954, throughout the United States, 38,741 cases of 
polio reported. About 73% were paralytic, 29% non-paralytic and 
the remainder of the cases listed only as “suspect.” 

Dr. Harry J. Anslinger, Federal Commissioner of Narcotics, re- 
ports that in the same year there were approximately 60,000 known 
drug addicts in the United States, a conservative estimate. You 
would be hard put to find much pure research or field study being 
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carried out in this nation on the affliction of these 60,000 or more 
persons. Yet a scientific investment in this field could be productive 
of vast savings in useful life and goods, and could contribute much 
to the general welfare of the country. 

There is also need for an alarmed public. The home, the church 
and the press can provide major impetus to the drive against the 
menace of drugs. The menace is not remote for them. Its burden 
is upon all. 

Studies in New York and Washington indicate that the average 
expenditure by an addict for narcotics is $10 per day — about $250- 
million annually. But the cost to the community only begins with 
that downpayment. There are staggering indirect costs. What we 
might call the case velocity in narcotics is higher than in any other 
field of law enforcement and government service. The addict does 
not place a burden on his community in merely one area. His im- 
pact is felt at many points. His family unit suffers the first financial 
blows. Then social welfare agencies are hit. Medical services and 
hospital services follow, and inevitably the agencies of the law. 

Withdrawn temporarily in a prison or hospital facility after proc- 
essing through the courts, the addict returns to his community — 
and the cycle begins again. Only now the rate is faster. And each 
impact represents dollar expediture to the community as a whole. 
The sum total of these costs, could they ever be compiled, is what 
we are paying and it is unrealistic to think otherwise. 

It is with this basis that I propose support for and action on five 
specific recommendations. Three can be initiated within the State. 


Two call for action on the national level which, I submit, our State 
ought to seek and encourage. 


By the very nature of present conditions, these may be considered 
“first steps” following our experience with stricter sentences, tighter 
distribution control on legal channels and new treatment facilities 
resulting from the recommendations of Attorney General Goldstein. 
And that is exactly how they are intended. 


1. Compulsory After-Care: The State ought to establish 
compulsory after-care clinics and link them directly to our 
Parole and Probation Systems. Addict-criminals released from 
prison should be required to take treatments at these clinics 
over a prolonged period under penalty of suspension of parole 
or probation. Conceivably present State, and even non-profit 
hospital facilities could be utilized for clinic branches. 


2. State “Watchdog” Agency: A central agency on narcotics 
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ought to be established within the State Government to serve 
as a center for statistical evaluation and planning. 


3. Inter-State Facilities: Because it would be financially un- 
realistic in view of other demands on state funds to expect that 
at this time the State would enter into the building of hospitals 
exclusively for the treatment of addiction beyond the present 
responsibilities, the State administration ought to explore the 
possibility of creating more facilities jointly with neighboring 
States through inter-State compacts. 


4. Further Use of Federal Hospitals for State Patients: Sup- 
port should be given to the type of Congressional legislation 
represented in the 84th Congress by the Payne Bill (S.J. Res. 19), 
particularly insofar as it would enable the Federal government 
to take more State addicts into its hospitals providing the States 
absorb the care costs of their patients. As a preliminary, each 
State would need legislation enabling it to commit its patients 
to the Federal facility. 


5. National Narcotics Conference: New York, as a leader 
among the States, should urge the convocation of a full-scale 
national conference under the auspices of the Federal Depart- 
ments of Justice and Health to re-organize the presently dis- 
jointed fight against narcotics. Teams of experts, representing 
several agencies within each State, should attend. In addition 
to reviewing present conditions, the conference ought to address 
itself to: 


a. Development of medical research programs at universi- 
ties and hospitals under assignment from a national health 
council on prevention and care of narcotics addiction, and; 


b. Assessment of Federal and State activities in all phases of 
the problem of narcotic addiction and how they may be im- 
proved and coordinated. 


‘These recommendations have been set down here in summary but 
are developed at the end of my report. I am, naturally, ready to 
furnish any additional detail you may seek and to cooperate fully 
in a major effort to cut down on one of the most eroding, crime- 
nurturing evils of our time. 

Respectfully submitted, 
Jacos K. Javits 
Attorney General of the State 
of New York. 
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I— THE INCREASE IN CASES 


It is axiomatic among officials who deal with them that available 
narcotic statistics do not fully reveal either the true extent of traffic 
in drugs or the number of the victims of addiction. Part of this 
inadequacy is due of course to the subterranean and secret manner 
in which the illicit dope is pushed by peddlers and used by addicts. 
Unfortunately, however, another limitation on accuracy are failures 
within government itself. These failures result from incomplete 
liaison between different agencies concerned in aspects of the nar- 
cotic problem and, too often, from lack of proper understanding. 

As recently as June 14 of this year, the Chief Probation Officer of 
one of the largest courts in the State wrote me: 


‘Please be advised that this department was not supplied 
with any true statistical data concerning the number of 
narcotic users placed on probation during the years 1950 
to 1954 inclusive, and in fact we are just now organizing 


our general business section to provide for accounting, 
analysis, etc.” 


The number of burglaries in any given period can be determined 
almost exactly even though all burglars may not be caught. We can 
only tally drug pushers and addicts when they are caught. The un- 
caught are the unknown, and to this unknown factor we must add 
some uncertainty in respect to official reporting. I don’t believe it 
necessary to labor the point, but it is evident that whatever statistics 
do exist are absolute minimums. 

Of the several various indicators that do exist, the number of 
arrests for violations of the narcotic laws is perhaps the most im- 
mediately illuminating. 

Commissioner Anslinger announced that the files of the Federal 
Bureau of Narcotics show a total of 4,696 arrests by all authorities 
in the State of New York during 1954, a jump of almost 20% over 
1953. According to his records, there were 4,518 of the arrests made 
in New York City. There were 3,468 convictions in New York, 3,322 
of them in the City. Arrest records in New York are somewhat at a 
variance with the Federal figures, presumably because they do not 
account for arrests and sentences by Federal authorities within this 
jurisdiction. However, the trend is the same. 

Following is the revealing record of arrests in New York City and 
in Buffalo from the files of the Police Departments of those cities. 
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The tables dramatically negate the hopes we had in 1952 that 
the corner had been turned. The 1954 arrests in New York City are 
almost 20% higher than the previous high of 1951. 

Buffalo has not exceeded its 1951 high water mark, but the trend 
is again up. 

From other cities in the State with populations over 50,000, re- 
ports have come on 70 more arrests and the State Department of 
Health tabulated an additional 38 arrests in smaller population 
centers during the year 1954. 

In cities of the state with a population of from 25,000 to 50,000, 
arrests for narcotic violations last year total 19, of which two were 
persons under 21. This represented an increase of 63% over the 
1951 figures. 

The State Department of Health is a third source for records of 
arrests on narcotic violations. Here again a disparity of figures is 
noted, but the trend is the same. Up 20%. The Health authorities 
gather their reports from fingerprint cards. 


RECORD OF ARRESTS AT STATE DEP’T. OF HEALTH 
1947 1948 1949 1950 1951 1952 1953 1954 


Total Arrests ..... 813 1177 1415 2298 3302 2894 $3353 3947 
Under 21 years.... 74 132 175 456 671 528s 4521 657 
Over 21 years..... 739 1045 1240 1842 2631 2366 2832 3290 


%, under 21 years.. 9.1% 11.2%124%, 19.8% 203% 22.3% 15.5% 16.7% 


Reports of narcotic arrests from cities of 50,000 and more popula- 
tion in the State appear inconclusive as regards any trend. However, 
a number of fever spots do appear. 
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Addiction Among Youth 


At this point let us review the arrest figures for a perspective on 
the problem of drug addiction as it affects juvenile delinquency. We 
are told from time to time that the use of drugs by teen-agers has 
lessened. It would seem otherwise. Look again at the figures on the 
arrests of boys and girls under 21 in New York City. 


1946 1947 1948 1949 1950 1951 1952 1953 1954 


33 78 130 175 521 788 553 573 749 








There was a jump of more than 30% of arrests in 1954 over 1953, 
and it is small comfort to note that this category has not hit the 
high-danger mark of 1951. As a point of significance, in the interim 
between 1951 and 1954, a special additional facility was created for 
youngsters at Riverside Hospital (opened July, 1952) with special 
procedures for admitting them to treatment. In 1953 there were 
388 under 21 admitted to Riverside, and in the new epidemic year 
of 1954 there were 409 admissions. 

A breakdown of the 749 arrested by City police during 1954 shows 
that 432 of them were 19 or 20 years old; 147 were 18; 101 were 17; 
49 were 16 — and 20 were 15 or younger. 

When we examine the record of the number of persons who volun- 
tarily committed themselves to city prisons in hopes of being cured 
of the drug habit, you will also note that the 1954 total of 1,085 
(an all-time record) includes 39 boys and girls under the age of 21. 

The survey on juvenile delinquency prepared for the City of 
New York this Spring by Deputy Mayor Henry Epstein had this 
comment on youth and drugs: 


“I regret to report that while drug addicts have disap 
peared (or have been pretty well driven underground) in 
our schools, there is every reason to believe that narcotics 
still represent a major problem in the juvenile field and 
addiction is on the increase.” 


Another yardstick for judging the extent of the drug problem is 
in the reports from prisons. These cover the number of inmates 
who have been confined for violation of the State Narcotic Laws 
and in addition those inmates who, although imprisoned for crimes 
other than those involving drugs, have been discovered to be addicts. 








Y 
a 
<> 
< 
= 


NARCOTICS 


ILLICIT 


= 
>= 


0L96 
9€6 


9066 


£006 


P61 


LSI¢ 


6&6 


963 


8991 0616 


0&6 LI 


8681 1096 


OFIT €9Fl 





6961 [S61 


161 


Sol 


FI9T 


[gOl 


0S61 


106 
LY 


8h6 


OLS 


6F6l 


LSL 


86 


8h6l 


9IL 
Lo 


SPL 


L¥61 


609 


61 


869 


[8d 


9F61 


ge 4.6 Eoae ee eden eee I9AO pur [Z 
SaJeWIUI JIPpe JO JoquinN ‘g 


ibis sé Oe s 4d 2 ER 018 6.42 IZ Jopun 
soJBUIUT WIPpe JO JaqUINN' ‘y 


Tea oy KREeae? a> ce he ssnip 
jo siasn usaq aARey 03 puUNoOjJ 
sayewiut uostid Jo aquinu [e107 


Bei pega ve cs op oe sonooreu 
jo uorssassod 10 ayes SurAjoAul 
sadieyd uO paouajuas sUuOsIdg 


NOLLOAYHO) AO LNAALYVddad ALID MHOA MUN WOW SASVD 


‘IT 











ILLICIT NARCOTICS TRAFFIC 1905 


The general picture here is clear. The trend eased off in 1952 
following the introduction of tougher control laws, but it turned 
up again in 1953, when public attention was relaxed, and reached 
a new high in 1954. Narcotic addicts sentenced for crime in this 
latest tally are 35% greater than in the epidemic of 1951. 

The number of addicts in our City jails is also increasing in an 
alarming manner. The 1954 figure is another record, more than 16% 
over 1951. 

Experience in the State prisons does not appear to match the 
City trend. Some show record levels. Some report declining trends. 
For your information, this is covered in the following tabulation. 
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Court Reports 

The Courts of our State offer another testing ground for the 
impact of narcotics. The Court of General Sessions in New York 
County handles one of the greatest case loads in the nation, and its 
probation bookkeeping is thoroughgoing. Chief Probation Officer 
Irving W. Halpern provided a five-year analysis of the narcotic ad- 
dicts turned up by the staff. 

Exactly 29.67% of all the cases investigated by the probation ofh- 
cers of this Court during 1954 were discovered to be addicts. In 1950 
the percentage was only 10.13; in 1951 it rose to 19.59 — and it’s been 
on the rise since. 

Judge Mitchell D. Schweitzer of the Court pointed out that these 
figures are most conservative in reflecting the total link between 
drugs and crime since they do not include prisoners who were dis- 
missed for various reasons or who won acquittals. 

Following is the tabulation in this Court: 


Court of General Sessions 
Probation Analysis of Drug Users 1950-54 








Total Cases No. of Drug 
Year Investigated Addicts % of Total 
1950 2300 233 10.13 
1951 2690 527 19.59 
1952 2966 778 26.23 
1953 3068 934 30.44 
1954 3263 968 29.67 


Correction Commissioner Judge Anna M. Kross states in a report 
on drug addiction of her department for the year 1954 that: 

“It is estimated from the information available that ap- 
proximately 40% of the daily population at the Rikers 
Island Penitentiary, and 30% at the Women’s House of 
Detention, are drug users. Most addicts support their habit 
by stealing, burglary or shop-lifting, or in the case of females, 
by prostitution and petty crimes.” 

Miss Dorris Clarke, Chief Probation Officer of the City of New 
York Magistrates Courts, prepared the following chart to sift the 
narcotic pattern as it was woven through the activities of these courts. 
She divided the volume into two categories: those discovered among 
cases investigated by the probation officers and those known nar- 
cotic cases which had been processeed through Magistrates Courts 
but were not referred to probation officers for further investigation. 

In effect, therefore, the sum total of the last four columns represent 
by and large the actual number of addicts who appeared each year 
before City Magistrates. The annual totals have been noted below 
Miss Clarke’s chart. 
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The real “agony column” in Miss Clarke's chart is the one headed 
“Addicts Self-Committed (Rikers Island or House of Detention.” 
It reflects the workings of Sec. 3341 (formerly Sec. 439) of the Public 
Health Law. Under its provisions, addicts may apply through the 
Magistrates Courts in the City for commitment to a city prison for 
treatment of the narcotic habit. 

It must be remembered that these prisons do not have suitable 
or even adequate facilities for modern medical detoxification or 
withdrawal. What essentially is available is “cold turkey” — that is 
restraint and some medication while all drugs are withheld. It is 
not the easiest road to choose. Yet each year the number of persons 
who apply for the cold relief of the prison cell from their habit has 
been increasing, and the 1954 figure sets a high mark. 

The Department of Correction has done its best with these self 
committed addicts. Its report referred to above states: 


“At the City Prison Manhattan, segregation of the newly 
received drug addicts is now in force at this overcrowded 
institution. This has been accomplished by the improvising 
of a limited but temporary suitable area for a designated 
narcotic addict ward in which the addicts going through 
their trying withdrawal period now receive more readily 
extended medical supervision. A similar procedure is in 
effect at the House of Detention for Women where a special 
corridor has been set aside and designated as a Hospital 
Corridor.” 


It is this Department’s proposal that “there should be established 
a centralized facility for the hospital treatment of the self committed 
drug addicts, preferably under non-correctional auspices.” But this 
requires enabling legislation both for the authorized medical treat- 
ment and for the establishment of facilities. 

Included in these figures, although not shown on the chart, are 
persons under 2]. There were in: 


1951 — 50 
1952 —15 
1953 — 34 
1954 — 39 


These figures might be added to the totals of admissions of young- 
sters to Riverside Hospital. 

These figures, together with the statistics on Riverside Hospital, 
police arrests and prison inmates are worthy of close study by per- 
sons dealing with the problems of juvenile delinquency. 
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Other Indices 


One of the advances made during 1952 was the enactment of 
Sec. 3344 of the Public Health Law which requires attending physi- 
cians to report habitual drug users to the State Department of Health. 

These reports since 1952 show the following: 





HABITUAL DRUG USERS AS REPORTED BY THE 
NEW YORK STATE DEPARTMENT OF HEALTH 


1952* 1953 1954 





Total number of habitual users reported:. 1130 2081 2537 
(ad | Ne tender Bhacvcis ius nase -3ds iodo 283 587 495 
(DD). NG. 2) SORT o.0is's «<n sere 4 847 1494 2042 


* Reports filed pursuant to provisions of former Section 430 now Section 3344 of the Public 
Health Law. These reports commenced to be filed in the year 1952, beginning on July 10, 1952. 
The figures above set forth for 1952, therefore, cover for the period July 10, 1952 to Dec. 31, 1952. 


One final statistical note on New York City must be added. It 
covers the reports made by the Chief Medical Examiner of the City 
of New York, covering deaths attributable to the use of narcotic 
drugs. 

This death toll of addiction in New York City runs as follows: 


NARCOTIC DEATHS IN NEW YORK CITY 
AS REPORTED BY CHIEF MEDICAL EXAMINER 


1946 1947 1948 1949 1950 1951 1952 1953 1954 


oe aes ae ae 


19 17 32 56 77 122 100 102 














The State Division of Parole tallies the number of parolees annu- 
ally who have histories of drug addiction. It reported: 


No. Pargled Drug Users 


POU e 0.0 wse 2806 118 
Ps KAS whe E ERS 3164 398 
Sasi nama 3954 449 


Price of Drugs 


There are more than a dozen different habit-forming narcotics, 
some of them synthetics, which are trafficked in the vast illegal 
markets, but the ones most frequently sought by the addict are 
heroin, the derivative of the Oriental poppy, and cocaine, made 
from the leaves of the coca plant. Marijuana, also widely distributed, 
is often used as a “‘starter” towards drug addiction. The victim passes 
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on to stiffer stimulants or depressants when marijuana’s kick begins 
to pall. (Incidentally, it is marijuana’s availability as an easy intro- 
duction to the hell of addiction that makes it so dangerous.) 

Testifying in June before the Senate Judiciary subcommittee 
investigating narcotics, Commissioner of Customs Ralph Kelly dis- 
closed that smugglers bought 100 per cent pure illicit heroin in 
Hong Kong for about $60 an ounce — the ounce containing 437 
grains. By the time it reaches a city like Washington, D. C., the 
heroin has been cut to 5% pure and is “retailed” to the addict for 
about $1 a “bindle,” each “bindle” containing a single impure grain. 
The mark-up is some 14,600%. The $60 ounce sells off for $8,750. 

Federal Narcotics Commissioner Anslinger estimated before the 
same subcommittee that each addict in the nation spends an average 
$10 per day for dope. He added: 

“The maintenance of addiction is so expensive that most addicts 
cannot possibly maintain their supply of drugs without resorting to 
vice. From shoplifting and petty thievery, the addict quickly gradu- 
ates to major crimes.” 

Attorney General Goldstein pointed out in his reports to the 
Legislature in 1951 and 1952 that the very cost of drugs made addic- 
tion “contagious.” Almost invariably, an addict will either bring 
potential new users to the peddler or push some of the drugs himself 
in order to pay for his own habit. 

An extremely valuable case study was made with the approval 
of Chief City Magistrate John M. Murtagh of 200 addicts selected 
at random from the case load in the Magistrates Courts. The study 
was carried out by Max B. Laustein, Supervising Probation Officer, 
who pointed out that the sample was inconclusive because it was 
small. Nevertheless, the figures are interesting. 

About half the number of addicts studied were found to be spend- 
ing more than $50 a week on dope; 13% spent over $100 a week; 
and several were spending over $200 a week. 

Because the base figure included 10 new addicts with costs under 
$20 a week and 14 others about whose practices nothing could be 
learned, the group average came out $57 per week per addict. 

As I noted in opening, each addict must beg . . . borrow . . sweat 
out...or steal... this kind of money, week after week, until caught 
or cured. 
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Ii-— THE MEDICAL BLOCK — RECIDIVISM 


The very first barrier facing any plan for narcotics control is the 
lack of medical certainty either as to the cause or cure of addiction. 
There is much medical literature on both these topics. 

Do the physicians know why an individual becomes a dope addict? 
It would seem that they do — in the cases of some individuals. The 
person suffering intolerable, incurable pain is an obvious example. 
More often some social or psychological conflicts can be uncovered 
as a cause. But broadly speaking, physicians are agreed that no single 
cause can be nailed down among the multiple possibilities that pre- 
sent themselves. 

Faced with an addict, can modern medicine cure him? Dr. Arnold 
Z. Pfeffer, currently Assistant Clinical Professor of Psychiatry in the 
New York University College of Medicine and a scientist who has 
worked many years with the problem both at the United States 
Public Service Hospital at Lexington and here in the State of New 
York, makes this statement: 


. 


‘Although occasionally a successfully rehabilitated addict 
is observed, the over-all results of treatment are extremely 
poor. To date there are no proven techniques for the effec- : 
tive treatment of drug addicts that are applicable to the ; 
total addict population.” 4 


A ATEN heey veh ea eee Ue 


So-called “withdrawal” or detoxification of an addict is a simple 
procedure that is being technically improved every day. When com- . 
pleted, the addict is no longer taking dope — at least while under i 
close guard. The “cure” may last for longer periods, even for a con- 
siderable time when he is no longer being restrained. But no physi- 
cian considers this “cure” permanent or the addict rehabilitated. 

“Withdrawal” under the best methods involves a gradual lessen- 
ing of narcotic allowances over a period of one to two weeks. The 
patient is given sedation and nursed through the characteristic sick- 
ness and aches of the experience. 

The primitive and harsh version of this cure is “cold turkey” — 
firm restraint and absolute cut-off from narcotics. No physician 
approves of this, but we ought to realize that it is still being prac- 
ticed wherever hospital facilities are lacking. 

The important thing to understand is that withdrawal — easy or 
hard — is not a permanent cure. Even with the imperfect statistics 
available it is estimated that 50% to 80% of the “cured” revert to 
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narcotics. Second, third, fourth and more rounds of “withdrawal” 
become necessary. Sometimes the addict becomes involved in a serious 
crime that puts him away for a long time. In any event, if we are to 
reduce the social terror of narcotics, much medical progress must be 
made. 

Yet little is being undertaken. 

One of the evident truths in the situation is that the addict cannot 
cure himself. He must be supervised and guided for a long period of 
time. A program of after-care has been advocated by many authori- 
ties. Attorney General Goldstein, in his investigations, stressed re- 
peatedly the need for after-care and follow-up. It was his hope that 
such a prograia could be developd on a pilot basis at Riverside 
Hospital, the experimental facility for young addicts. 

In its 1954 annual report, Riverside Hospital itself emphasized 
this need for treatment beyond withdrawal. The report generalizes 
about its patients in this fashion: 


“In most cases, after withdrawal is completed and the 
patients regain physical strength, they lose interest in fur- 
ther therapy. They almost always state that they are able to 
take care of themselves and stay off drugs without further 
help from the hospital. Experience has shown that very few 
patients are benefitted for any length of time by withdrawal 
from drugs alone. It requires a prolonged period of hospital 
and clinic treatment before the patients are able to actually 
realize that the use of drugs is harmful.” 


It appears now, however, that Riverside had made a practice in 
the first two years of its existence of simply urging attendance at 
after-care clinics on a voluntary basis for its discharged patients. 
Results were bad. Many of the youngsters had to be brought back 
to the wards, gripped again by dope. 

In August, 1954, a new policy was adopted. With a grant from the 
Rockefeller Foundation, a compulsory after-care clinic was estab- 
lished in the Welfare Island Dispensary. Young patients are no 
longer discharged from the hospital. They are placed on “thera- 
peutic leave” and are required to appear at the clinic on a regular 
schedule for consultation and psychiatric treatment. 

Results, of course, are not yet known. In any event, this is a 
beginning. But as far as the whole State goes, it is a limited beginning 
in a small area. 

Creation of a realistic system of Post-Custodial Clinics for adult 
as well as juvenile patients would offer a dual opportunity. Not only 
would addicts be given at least a modicum of supervision as they 
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try to re-fit themselves to daily existence but physicians would also 
be given a chance to evaluate various treatment techniques. 

There is, at the present time, only a small amount of research 
work being carried on in this country into the problem of addiction 
— infinitesimally small compared to the extent of the nation’s afflic- 
tion with narcotics. 
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IIiI— OUR PRESENT DIFFICULTIES 

The attack on the drug problem must be launched along either 
of two lines, or both. Cut the supply of illicit narcotics. Reduce the 
demand. 

At the outset of this report I indicated the immense difficulties in 
attempting to make our borders dope-proof. 

“If you had the Army, the Navy, the Coast Guard, the F.B.I., the 
Customs Service and our own service, you would not stop heroin 
coming through the Port of New York.” 

That statement was made by Federal Narcotits Commissioner 
Anslinger in Washington before the Senate Judiciary subcommittee 
and quoted in the New York Times of June 4. Commissioner 
Anslinger, whose men do heroic deeds daily, was being honest and 
realistic. A deadly package of heroin is a tiny thing. It can be 
smuggled in countless ways. It is amazing that so many smugglers 
are caught! 

The fact remains that many are not. And I do not believe we can 
afford to shrug off this fact. 

With the trend of addiction on the increase again a total review 
of our thinking in this area is called for. 

New York City Police have extended their efforts remarkably 
since the alarm of 1951. The size of the Police Narcotics Bureau has 
been tripled. Armed with the new legislation of 1952, they have 
been able to smash ring after ring of peddlers. 

The fact remains that drugs appear to be circulating in the city 
very widely. Increased manpower in the Narcotics Bureau may be 
cited as the reason for the increase in the number of arrests. It does 
not explain such an index as the increasing number of addicts re- 
vealed during the self-committal process. 

Our greatest difficulty, however, is not in the enforcement of the 
law but in the treatment of the addict who is the ultimate consumer. 

Hospital facilities for treatment of addicts are extremely limited. 
The State Department of Correction has, for example, decided to 
drop the policy — instituted in 1952 —of segregating known drug 
users from other prisoners, chiefly because of a facility problem. It 
has decided to co-mingle addict and non-addict, supplying such post- 
withdrawal treatment to the former as may be required. This might 
be a subject for impartial medical evaluation. 

It is to be noted that this procedure differs from the procedure 
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at the City Prison, Manhattan, where segregation of known drug 
users is in effect. The proposal of New York City’s Department of 
Correction favoring a centralized facility under non-correctional 
auspices for the hospital treatment of the self committed drug addict 
is to be noted. 

The pinch of the hospital space problem is not limited to the 
State of New York. New Jersey provided itself with a law making 
addiction per se a crime, but it appears to find little value in it 
because it has no place to send addicts except to jail. In February, of 
this year, the New Jersey Commission on Narcotic Control urged 
the New Jersey Legislature to set up a facility for the hospitalization 
and rehabilitation of addicts. The Commission stated: 


“Such a facility is severely needed in this State where 
nothing is provided to take the addict off the street except 
jail sentences, which, when served, release the addict back 
into society to further indulge in addiction and to con- 
taminate others.” 

Parole and probation officials in our State are acutely conscious 
of the same problem and are using their limited staffs to the utmost 
in trying to check and guide the addict who has been returned to 
his environment. 

The State Board of Parole, particularly, is alert to the dangers 
involved when the ex-prisoner wanders through virtually a market 
of dope peddlers. Lee B. Mailler, Chairman of the Board, informs 
me that many narcotics cases are kept on a weekly contact basis and 
that parole officers supplement even these with family and employer 
interviews. 


“Essentially, the major problem in the supervision of 
narcotic cases on parole is, of course, the accessability of 
drugs,” Chairman Mailler wrote me on May 27. “Neither 
confinement in hospitals or institutions, or out-patient 
clinics as presently constituted will solve the problem. It 
would appear that only by a very concerted integration of 
the operations of all community agencies will we eventually 
eliminate the source of supply.” 


Chairman Mailler’s point again shifts emphasis to the need for 
post-custodial treatment and supervision. 

And, as you know, present provision for such after-care must be 
considered negligible. 

Looking broadly over the problem of narcotics, we can again 
sum up this total of failures: 


1. Our enforcement agencies are unable to really smash the 
suppliers. 
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2. Statistical methods are not uniform and we have only 
limited knowledge of the extent of addiction. 

3. Our hospital facilities for addicts are insufficient. 

4. There is little coordinated research on the medical as- 
pects although physicians —and experience — underscore the 
fact that present quick “cures” are not permanent. 

5. No broad program exists for treating the addicts. Rather, 
we release these potentially dangerous persons to circulate among 
our people under generally illusory supervision. 

6. The rate of relapse is high — and virtually all addicts are 
potential criminals while a great many become criminals and a 
very high ratio exists between criminality and addiction. 


“s 
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IV — OPPORTUNITIES FOR ACTION 


1. Compulsory After-Care: A framework exists within the State 
upon which we can begin immediately to add the timbers of a real- 
istic post-custodial treatment and supervision program for addicts. 
This framework is made up of our present parole and probation 
systems. ‘The details of construction must, of course, be drawn by 
experts in various related fields. 


I would recommend the establishment of compulsory after-care 
clinics under the over-all control of parole and probation officials. 


All addict-criminals released from prison should be required to 
take prolonged courses of treatment upon a regular schedule at these 
clinics under penalty of reimprisonment. The treatments would have 
to be devised by medical experts. 


Presumably, at the outset, many of the regimens would be experi- 
mental in nature. This would be a public asset rather than a stumbIl- 
ing block to the plan. New ventures in treatment are exactly what is 
needed since present methods are so patently ineffectual. 


Within these clinic laboratories, new progress might be made 
toward the cure of the unfortunate addicts. At the very least, they 
would provide a means of keeping a far sharper watch on the “hot” 
addict than is presently practiced.* 


Essential requirements at the present time would be enabling 
legislation setting up the program within present parole and proba- 
tion systems; a provision for a medical budget; and finally, necessary 
parole and probation personnel. 


Physically, the clinics could use office space of present parole 
and probation divisions and medical facilities of State and City 


hospitals. It is my opinion, moreover, that universities, medical 
schools and non-profit hospitals in the State could be interested 


in cooperating in such a program, adding some facilities and per- 
sonnel of their own. 


There is a fund of willingness to support this type of clinic set-up. 


* Even the highly controversial Howe plan might be tested in such clinics on a tightly- 
supervised scale. The plan, briefly, centers around free or low-cost narcotics to be administered to 
registered addicts by physicians at such clinics on a tapering-off schedule. A form of this plan 
was tried in the State of New York after World War I with disastrous results. Its advocates alle; 
the conditions of the plan condemned it to failure. It seems to many the spoon-fed addict would 
take his public dose and then continue to seek out the peddler for additional narcotics. Canada 
and other nations have rejected such proposals. But it has received new support in a recent report 
of the New York Academy of Medicine and perhaps modifications might be tried on a handful 
of addicts, if we had clinics under a compulsion program. 
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I have raised the point with a number of officials and hospital 
authorities and obtained favorable response. 
The following is from a letter to me by Chairman Mailler of the 


State Parole Board reviewing his present problem and commenting 
on the clinic project I outlined to him: 


“It is our concept with selected personnel and limited 
case loads, the needs of the narcotic parolee related to his 
employment, social life, emotional life, personality makeup, 
etc., could be met. It is also conceivable that as a result of 
such close study of individual cases, the Division of Parole 
would be in a position to gather information about possible 
sources of supply and thus work closely with the local and 
Federal authorities in their efforts to eradicate the narcotic 
problem. However, we have consistently failed to achieve 
our objective to secure additional funds for personnel to 
carry through the plan outlined. 

“In many instances, the environment to which a man is 

aroled is necessarily the same as that which contributed to 
his commitment to a correctional institution. Because of 
the availability of drugs, associations, etc., the situation was 
hopeless from the standpoint of rehabilitation. Return of 
the offender to the institution was the only solution, when 
renewal of the habit was revealed. 

“With funds to provide for specialized case loads, for 
their hospitalization apart from a concentration of nar- 
cotic addicts, for withdrawal purposes, and for placement 
of parolees in more suitable environments, we could hope 
for a decided increase in the number of rehabilitations. 

“I realize there is no easy solution to the whole problem, 
but I feel very strongly that the Division of Parole, from its 
experience over a period of years, is well equipped to make 
an objective and realistic approach to the problem through 
the proposed pilot project, if we could secure the necessary 


appropriation.” 

Commissioner of Correction Thomas J. McHugh, in expressing 
his view to me on the over-all problem, wrote: 

“For narcotic users there is a specific need for close supervision 
and psychiatric treatment while the person ts on parole. The craving 
for drugs and the temptation to return to the habit are negligible as 
long as the person is confined at a State correctional institution, but 
the problem becomes acute when the former user goes back to the 
community, frequently to the same environment and to the same 
problems and contacts which brought about the addiction in the 
first place.” 

Implicit and explicit among all the reactions is the conviction 
that no after-care program will work unless the addict is compelled 
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to take the treatment under penalty of confinement. It is for this 
reason that I advance the idea of testing an after-care clinic program 
only on such addicts as have been picked up either for violation of 
the Narcotic Laws or for other violations and have been found 
to be addicts. The handle for control is already upon tlese addicts, 
and we ought to use it. 

It is unrealistic to believe that, at the present time, we would be 
able to move swiftly to set up a compulsion clinic system covering 
self-committed addicts or those who are revealed through private 
medical examination. Should the addict-criminal respond to real 
post-custodial treatment, in these test clinics, public investment in 
clinics for all could then be considered. 

Two other states, to my knowledge, California and New Jersey, 
are considering legislation which in effect would compel addicts to 
undergo post-custodial care or treatment. The measures have been 
eyed askance because the pertinent question — “‘at what facilities?” 
— confronts the authorities. The clinic system herein proposed would 
answer the question for us in the State of New York. 

2. State “Watchdog” Agency: Local, State and Federal agencies 
are involved in the fight against narcotics and the treatment of ad- 
dicts, yet there is no continued or automatic method of liaison. 
Statistical procedures are at a great variance; witness the different 
sets of figures on narcotic arrests available at three levels, all sup- 
posedly covering the same subject. Identification and reporting of 
addicts are far from efficient. The shoplifter may not be discovered 
to be an addict until sometime after she begins serving a term for 
stealing. The fact of her addiction may subsequently be overlooked, 
and she may be released on parole with little concern for her tendency 
to take drugs. 

In addition to the uncertainty about information is the lack of 
coordinated planning on enforcement, treatment, preventive educa- 
tion or public information. 

Private agencies as well as public are touched by the narcotic 
problem. Welfare groups, religious groups, hospitals and schools 
must have both a well of counsel and a repository for such informa- 
tion as they might gather. 

It is for this reason that I advance the idea of establishing within 
the State government one agency which would at least have the duty 
of collating information and maintaining liaison. This may be done 
by a separate board or commission or by a division authorized by 
law for that purpose in an existing department. In discussing the 
problem with the State Department of Mental Hygiene, I received 
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this statement from Acting Commissioner Arthur W. Pense, M.D., 
which I recommend to the attention of the Legislature: 

“It is our view that narcotic addiction, much like alcoholism, is of 
major concern to the Departments of Correction, Health, Social 
Welfare, and Education as well as of some concern to Mental Hy- 
giene. It would therefore seem advisable to administer a state pro- 
gram through some interdepartmental agency. The Mental Health 
Commission is scheduled to go out of existence in 1956, and it might 
therefore be best to consider setting up the program under some 
other interdepartmental organization.” 

A central agency would have been alert to the resurgent trend of 
addiction before 1954 ended. 

It would have developed pilot programs for testing wherever 
hospital facilities and medical personnel are available in the State. 

It would have informed the public that the drug menace was not 
under the kind of restraint it is now generally believed to be. 

3. Inter-State Facilities: While there is a shortage of hospital beds 
and treatment facilities for addicts in the State of New York, the 
present costs of construction and the many varied demands upon 
State funds make it idle to suggest rushing into a building program 
exclusively for narcotic addicts, ideal as such a program might be. 

However, a possibility worth exploring is a facility constructed 
and supported on a pro-rata basis with other States. No State on 
the East Coast comes even near the magnitude of New York’s experi- 
ence, Only California, nationally, led New York in the number of 
persons arrested during 1954 on narcotic charges. Illinois was third. 

It is true, nevertheless, that New Jersey, Pennsylvania, Massa- 
chusetts and California have their own difficulties finding narcotic 
treatment facilities, and a joint venture under Inter-State compact 
might provide an answer — nor is contiguity absolutely vital among 
the states, parties to such a compact. I recommend that the Legisla- 
ture give consideration to this possibility. 

National Narcotics Conference: No State is an island. Any pro- 
gram developed within New York must fall short of achievement 
unless eventually it is linked to the programs of other States and the 
Federal government. The narcotics problem lies athwart the entire 
nation, and only a national effort will bring it under control. 

It is for this reason I propose that New York formally urge the 
convocation of a full-scale national conference under the auspices 
of the Federal Departments of Justice and Health. 

Primary goal of such a conference would be to reorganize the 
present disjointed fight against drugs. A full, free and detailed ex- 
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change of information would provide groundwork. Establishment of 
lines of national liaison would be the first step. 

I suggest that each State could provide a team of experts to attend 
such a conference, the expenses of that team to be borne by the 
State. Tentatively 1 would suggest that each team include repre- 
sentatives of the Governor and his enforcement branch, the Com- 
missioner of Health, the Attorney General, the Correction, Welfare 
and the Mental Hygiene Departments, plus such non-government 
medical experts as are available. 

The need for a change in the Federal Government’s present nar- 
cotics program is pointed up by the bill introduced in the 84th 
Congress by Sen. Payne. But even beyond the steps proposed therein 
there are opportunities for tightening the machinery and broaden- 
ing the scope of our national effort. 

Two important long-range goals are within the reach of a national 
conference: 

a. The development of a national medical research program, 
and; 

b. Assessment of Federal and State activities in all phases of the 
problem of narcotic addiction and how they may be improved and 
coordinated. 

The need for a Federally-sponsored research program has been 
touched on several times in this report. Precedents on the Federal 
level for such a program abound not only in the field of health but 
in agriculture, mining, shipping, aviation and many others. A con- 
certed drive on the problem through facilities of universities and 
hospitals under the direction of a National Health Council should 
prove fruitful. 

The Payne Bill (S.J. Res. 19) is chiefly concerned with a method 
for making Federal hospital facilities available for addicts com- 
mitted by State courts, a subject I will come to with my last recom- 
mendation. At this point, however, I want to bring other features 
of it to your attention as indication of the need for overhauling the 
Federal narcotics program. 

The Payne bill highlights the present gaps in preventive work by 
containing provisions to subsidize education programs with regard 
to causes and effects of narcotic addiction. The programs would be 
for teachers. 

The bill also provides for increasing penalties for convictions of 
narcotic violations in Federal courts. 

5. Further Use of Federal Hospitals: At the present time there 
are only two Federal narcotic treatment centers available; one at 
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Lexington, Kentucky, and one at Fort Worth, Texas. It is one of 
the paradoxes of the vexing narcotic problem that while there is 
some additional space available at these hospitals for addicts, they 
would be overwhelmed if they undertook to accept all worthy cases. 
The number of vacant and available beds at both these institutions 
could not accommodate, apart from persons committed for offenses 
in Federal Courts, in excess of 350 to 500 additional patients — and 
New York City cases alone could exceed that figure. 

Nevertheless, the Payne bill attempts to make some of these beds 
available by authorizing the Surgeon General to admit for care and 
treatment addicts committed by State Courts. The bill limits the 
obligation of the Surgeon General to making beds available only 
after addicts committed in Federal Courts have been accommodated. 

The bill further requires that the States committing addicts for 
treatment in the Federal facilities shall agree to pay for the care 
and treatment at costs determined by the Surgeon General. It is 
in this respect of having the States absorb the costs that the Payne 
bill differs markedly from the one introduced in the 83rd Congress 
by Senator Ives and by me as a Congressman and by others. It appears 
now to me that this feature is more equitable and I urge support 
of this bill. 

At best, it is understood, such a Federal measure would not end 
the pressure upon the States for more hospital space, but once in 
effect it might serve to underscore the value and need of extra facili- 
ties, leading in time therefore to a program of expansion. 

Again, this recommendation is to be recognized only as a first step. 
But, like the other four it is a step that can be taken now when action 
is needed. 





EXHIBIT No. 20 


Council on Pharmacy and Chemistry 
REPORT TO THE COUNCIL 


Some months ago in a random sampling 50 physicians in 
California were asked the question, “If a narcotics addict came 
to you for treatment, what disposition would you make of the 
case?” 


Inasmuch as four of the physicians queried indicated that they 
would treat the addict, while the others gave varied answers, the 
Council, believing that physicians in general would appreciate a 
discussion of the question, has authorized publication of the 
following statement. This statement has been prepared by the 
Committee on Drug Addiction and Narcotics of the National 
Research Council with the assistance of Dr. Harris Isbell, 
Director, National Institute of Mental Health Addiction Research 
Center, United States Public Health Service Hospital, Lexington, 


Kentucky. R. T. StorMONT, M.D., Secretary. 


WHAT TO DO WITH A DRUG ADDICT 


A recent questionnaire circulated in southern California re- 
vealed that many physicians were uncertain as to the proper 
course to be taken when drug addicts appeared in their offices. 
This paper has been prepared to provide information on the 
proper procedure in this situation. It will deal only with ad- 
diction to those substances covered by the Harrison Narcotic 
Act and similar laws, such as the Marihuana Tax Act. Specifical- 
ly, the drugs concerned are opium and all mixtures containing 
opium, morphine, heroin, dihydromorphinone (dilaudid®), 
methyldihydromorphinone (metopon), 3-hydroxy-N-methyl- 
morphinan (dromoran®), codeine, dihydrocodeinone (hycodan®), 
dihydrohydroxycodeinone (eukodal), meperidine (demerol®), 
methadone (dolophine,® adanon®), marihuana, and cocaine. 


PERTINENT FEDERAL REGULATIONS 


All physicians who prescribe and dispense narcotics are fur- 
nished by the Bureau of Narcotics, U. S. Treasury Department, 
with Regulations No. 5 relating to the “dealing in, dispensing 
and giving away of opium or cocoa leaves, isonipecaine or 
opiates, or any compound, manufacture, salt, derivative or 
preparation thereof” and with Pamphlet No. 56, “Prescribing 
and Dispensing of Narcotics under the Harrison Narcotic Law.” 
All physicians should be familiar with these two publications 
and, furthermore, should realize that the synthetic narcotics, 
meperidine, methadone, and dromoran,® have been legally de- 
fined as opiates and subjected to the same regulations as are 
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morphine and its derivatives. The most pertinent statement con- 
cerning addiction is Article 167 of Regulations No. 5, which 
reads in part as follows: “An order purporting to be a pre- 
scription issued to an addict or habitual user of narcotics not 
in the course of professional treatment, but for the purpose of 
providing the user with narcotics sufficient to keep him com- 
fortable by maintaining his customary use, is not a prescription 
within the meaning and intent of the act; and the person filling 
such an order, as well as the person issuing it, may be charged 
with violation of the law.” 


This regulation is interpreted in Pamphlet No. 56, which reads 
in part as follows: “The responsibility for the proper prescribing 
and dispensing of narcotic drugs under the Harrison Narcotic 
Law rests upon the physician in charge in any given case. . . 
[and] corresponding responsibility rests upon the druggist who 
fills the prescription to determine, in good faith, that the pre- 
scription was issued in the course of professional practice and 
not for the purpose of gratifying addiction . . . The good faith 
of the physician and the bona fides of his treatment in a given 
case will be established by the facts and circumstances of the 
case and the consensus of medical opinion with regard thereto, 
based upon the experience of the medical profession in cases of 
similar nature. Physicians will be expected to exercise such care 
im every case where narcotic usage is indicated, that the patient 
under treatment shall receive no quantity of narcotic drug greater 
than that sufficient for bona fide medical needs in order that 
there may be no surplus available for possible diversion by the 
patient to illicit use . . . Mere addiction alone is not regarded 
or recognized as an incurable disease. It is well established that 
the ordinary case of addiction yields to proper treatment and 
that addicts can remain permanently cured when drug taking is 
stopped and they are otherwise physically restored to health and 
strengthened in will power.” 

Many of the individual states have passed narcotic control 
laws and the physician must be familiar with the laws and 
regulations of his particular state as well as with the Federal laws. 
In general, the physician will be acting in accordance with the 
consensus of medical opinion with regard to addiction and will 
be complying with the letter and spirit of the regulations if he 
follows two principles: (1) Ambulatory treatment of addiction 
should not be attempted as institutional treatment is always 
required; (2) Narcotic drugs should never be given to an addict 
for self-administration. 

The reasons for establishing these principles are set forth in 
a committee report adopted by the House of Delegates of the 
American Medical Association in 1924. The following are ex- 
cerpts from this report: “Your committee desires to place on 
record its firm conviction that any method of treatment for 
narcotic drug addiction, whether private, institutional, official 
or governmental, which permits the addicted person to dose 


95 


at 





1926 ILLICIT NARCOTICS TRAFFIC 


himself with the habit-forming narcotic drugs placed in his hands 
for self-administration, is an unsatisfactory treatment of addic- 
tion, begets deception, extends the abuse of habit-forming nar- 
cotic drugs and causes an increase incrime. . . 

“In the opinion of your committee, the only proper and 
scientific method of treating narcotic drug addiction is under 
such conditions of control of both the addict and the drug that 
any administration of any habit-forming narcotic drug must be 
by, or under the direct personal authority of the physician with 
no chance of any distribution of the drug of addiction to others, 
or opportunity for the same person to procure any of the drug 
from any source other than from the physician directly re- 
sponsible for the addict’s treatment.” 


DIAGNOSIS OF ADDICTION 


Most frequently, addicts who appear in a physician’s office 
are transients who are unknown to the physician. Such persons 
are likely to appear when circuses and carnivals are present in 
a community. Less commonly, addicts may be nontransient 
persons who are fairly well known to the physician. Frequently, 
nontransient addicts are neurotic persons or are patients who 
are known to have been chronic alcoholics. It is not unusual for 
the nontransient addict to be a physician. In recent years, it 
has not been unusual in certain areas for an adolescent boy or 
girl to be brought to the physician by relatives or by repre- 
sentatives of social organizations for advice relative to the 
treatment of addiction. 

Most frequently, the diagnosis of addiction is made at the 
onset of the interview by the patient’s statement that he is 
addicted to and needs drugs. The addict may attempt to conceal 
his addiction and may present a glib story of some physical 
illness; most frequently mentioned are atypical angina pectoris, 
kidney colic, migraine, or hemorrhoids. Generally, the story 
culminates with the suggestion that other physicians have found 
that the only adequate remedy is a prescription for narcotic 
drugs. Frequently, addicts of this type may appear armed with 
a formula which they state was given to them by another physi- 
cian and which they have found very effective for the relief of 
their alleged symptoms. The formula will usually contain mor- 
phine, laudanum, or cocaine. If refused morphine, many addicts 
will ask for either methadone or meperidine. They will state that 
these drugs are not opiates but are synthetic drugs and are non- 
addicting. All too frequently, uninformed physicians will be 
taken in by this story and will prescribe the synthetic analgesics. 
It is not unusual for addicts to attempt to obtain narcotics on 
the basis of some mild, chronic, nonfatal disease, such as asthma, 
arthritis, or chronic osteomyelitis, for which narcotics are not 
usually required or given. They will state that these diseases 
cause them terrible pain, that physicians in another town have 
been prescribing narcotics, and that their own physicians are 
away and they need drugs only until he returns. Occasionally, 
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transient addicts may appear who are suffering with serious 
physical diseases, such as advanced cardiovascular diseases or 
emphysema. These cases present particularly difficult problems 
of treatment since the stress of abrupt withdrawal might prove 
fatal. 


Nontransient addicts who are well known to the physician 
sometimes attempt to develop stories similar to those used by 
the transient, veteran, criminal type of addict. Nontransient 
addicts, however, are more likely to be sincere than the transient 
addict. Many such patients truly desire to be cured of their 
addiction and should be given all possible help. All too fre- 
quently, a nontransient addict will be a physician or a nurse. 
In such cases, the most likely drug of addiction is now meperi- 
dine largely because of the widespread belief among the medical 
profession that this substance is not addicting. 

The presenting situation may also be that of an adolescent 
girl or boy who is brought to the physician by his parents or by 
other responsible persons. Generally, such adolescents will ad- 
mit the use of drugs and present no particular problem in diag- 
nosis. In such cases, the physician should exercise a certain 
degree of care since, because of the widespread publicity con- 
cerning addiction in adolescents, many parents may wrongly 
attribute normal or abnormal adolescent behavior to drug 
addiction. 


When the history leads one to suspect addiction, a complete 
physical examination is of the utmost importance. A transient 
addict is frequently surprised when the physician indicates a 
desire to perform a complete physical examination and may 
refuse the examination and immediately leave the office. It is 
important to realize that there are no pathognomonic physical 
signs of addiction. The opiate drugs do not cause drunkenness 
as do the barbiturates and alcohol, so mental confusion, emotion- 
al instability, nystagmus, and ataxia are not to be expected. 
Since complete or partial tolerance to many of the effects of 
morphine develops during the course of addiction, doctors must 
not expect that addicts presenting thernselves in their offices will 
show the same effects as might be expected in persons not ad- 
dicted, namely, constriction of the pupils and sedative effects. 
An addict may or may not show pupillary constriction depending 
on how recently he has received a dose of morphine. Super- 
ficially, tolerant addicts will appear to be physically and mental- 
ly normal unless they have been withowt drugs for some time 
and signs of abstinence have appeared. 


The most important findings are the presence of old and 
recent needlemarks. These needlemarks should be sought 
over the veins in the antecubital spaces, the deltoid region, the 
abdomen, the anterior surface of the thighs, and along the veins 
of the legs and hands. Multiple abscesses or old abscess scars 
are also suggestive. Miosis is not a completely reliable sign since 
partial tolerance to pupillary constriction caused by morphine 
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develops during addiction. Addicts who are using either meperi- 
dine or methadone are likely to have induration and inflam- 
mation of large areas of the skin, particularly over the deltoid 
region and the anterior surface of the thighs. Presence of long 
scars or tattooing over superficial veins is extremely suggestive, 
particularly if fresh needlemarks are present. One important 
feature may be that no physical findings are present which 
satisfactorily explain the serious symptoms detailed by the 
patient when the history was taken. 

Occasionally, persons who are suspected of taking cocaine or 
marihuana are brought to the physician for an opinion. Neither 
cocaine nor marihuana produces physical dependence. Since 
such patients are usually brought to the physician long after the 
drug effects have worn off, findings are generally scanty. The signs 
of cocaine intoxication, however, include mydriasis, sweating, 
tachycardia, increase in blood pressure, increase of deep tendon 
reflexes, nervousness, tremor, an unblinking stare, and auditory 
and visual hallucinations. Intoxication with marihuana is charac- 
terized by injection of the conjunctivae, a sleepy appearance, 
excessive giggling, silly behavior, absence of marked ataxia, and 
a strong odor on the breath resembling that of cubeb cigarettes. 

There are no laboratory procedures generally available to the 
average physician which are helpful . the diagnosis of addiction. 
Reliable tests for the presence of morphine and cocaine in the 
urine have been developed, but these methods are quite complex 
and are not suitable for use in the ordinary laboratory. There 
are no methods available for the detection of morphine in blood 
and no laboratory procedures which are sufficiently specific for 
the detection of synthetic analgesics and marihuana in either 
blood or urine. Furthermore, if such procedures were available, 
a positive test of the presence of drugs in the urine would mean 
only that the person had recently taken or been given a dose of 
a drug and would not necessarily mean that he was addicted to 
that drug. 

A definitive diagnosis of addiction to morphine or similar 
drugs depends upon the demonstration of the characteristic 
signs of abstinence following complete and abrupt withdrawal 
of drugs. In order to prove the presence of physical dependence, 
the addict must be isolated in an environment so well controlled 
that there is no possibility of any narcotic drugs, other than 
those prescribed, being obtained by the addict. If such a 
environment is available, isolation of the addict and withholding 
of all narcotics will prove the presence or absence of dependence 
on these drugs. The detection of physical dependence requires 
familiarity with the signs of abstinence from 1 ‘orphine. 

If morphine is abruptly withdrawn from a ,; itient who has 
been receiving as much as 0.26 to 0.39 gm. (4 ‘0 6 g = ‘ns) daily 
for a period of 3u days or more, few signs a.c - “served during 
the first 16 hours of abstinence. The patient is likely to go into 
a restless, tossing sleep which may last for several hours. About 
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14 to 18 hours after the last dose of the drug was given, the 
addict will begin to yawn; rhinorrhea, perspiration, and lacrima- 
tion will appear. These mild signs increase in intensity during the 
first 24 hours of abstinence; thereafter, they become constant. 
Dilatation of the pupils then appears and, on close observation, 
recurring waves of goosefiesh will be seen. About 36 hours after 
the last dose of morphine was given, uncontrollable twitching 
of the muscles occurs. The patient will become extremely rest- 
less, will move from side to side in bed, and tremor of the face 
and tongue will be evident. The patient will complain of severe 
cramps in his legs, abdomen, and back; he will be unable to 
eat or to sleep for any period of time and vomiting and diarrhea 
frequently occur. Rectal temperature rises about 2 F, respiratory 
rate is usually elevated to 20 to 30 per minute and is increased 
in depth. Systolic blood pressure is usually elevated about 15 
mm. of mercury, and patients will lose 5 to 15 pounds of weight 
during the second 24 hours of abstinence. A reduction in 
eosinophils per cubic millimeter of blood closely parallels the 
intensity of abstinence symptoms, and, at the peak intensity of 
the withdrawal illness, the eosinophil count will be nearly zero. 
This constellation of signs and symptoms constitutes as clear- 
cut and well delineated a syndrome as is ever seen in clinical 
medicine. Once it has been observed, it scarcely can be mis- 
taken for any other condition. Acute signs and symptoms reach 
maximum intensity 48 hours after the last dose of morphine has 
been given and will remain intense until 72 hours have passed. 
Thereafter, they gradually subside and, after 5 to 10 days, com- 
pletely disappear, although the addict may still be weak and 
sleeping poorly. 

It is necessary to remember that the intensity of the abstinence 
syndrome varies from person to person and is, within limits, 
dependent on the dose that the addict has been receiving. Not 
all patients will exhibit all the signs of abstinence listed above. 
Severe grades of abstinence symptoms are practically always 
seen in addicts who have been receiving as much as 60 to 90 
mg. (1 to 1.5 grains) of morphine four or more times daily. 
The intensity of abstinence symptoms becomes milder as the 
average daily dose declines. Since most adolescent addicts actual- 
ly have been receiving only small amounts of opiates, the effects 
of abstinence are usually quite mild in juvenile addicts and very 
close examination may be required to detect the minor signs 
which are present. 

Symptoms of abstinence from other opiates and the synthetic 
analgesics differ from morphine chiefly in intensity and duration. 
Effects of abstinence from heroin, dihydromorphinone, and 
metopon appear very rapidly, reach maximum intensity in 12 
hours or less, are somewhat more severe than those from 
morphine, and subside more rapidly. Abstinence symptoms from 
codeine appear slowly and are more prolonged than those from 
morphine. Abstinence symptoms from dihydrocodeinone and 
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eukodal are less intense than those from morphine, but more 
intense than those frem codeine. The symptoms from dromoran® 
are quite similar in course and intensity to those from morphine. 

Effects of abstinence from meperidine appear rapidly and are 
detectable two to three hours after the last dose of meperidine 
has been administered. Abstinence from meperidine has an 
effect somewhat similar to that of abstinence from morphine, 
but restlessness is even greater, and uncontrollable twitching and 
jerking of the muscles is extreme. The course of abstinence from 
meperidine is quite short and symptoms ysually disappear two 
to three days following withdrawal. 

Signs of abstinence from methadone come on slowly and are 
usually not detectable until the third or fourth day after the 
last dose of the drug has been given. Autonomic signs, such as 
sweating and mydriasis, are not very prominent. For this reason, 
the detection of abstinence symptoms is more difficult. The 
course of abstinence from methadone, however,’ is quite pro- 
longed. Because of this, withdrawal of methadone is regarded 
by many addicts as being more uncomfortable than abstinence 
from morphine. 

Frequently, because of the lack of suitable facilities, it may 
not be possible to isolate the addict and prove the presence of 
addiction by allowing the signs of abstinence to appear. It is 
almost useless to attempt to carry out diagnostic withdrawal in 
a general hospital, or even in mental hospitals, since addicts 
frequently manage to smuggle drugs into these environments. 
Diagnostic withdrawal may also be impossible because of the 
addict’s refusal to undergo the procedure and, in certain cases, 
it may be unwise if the patient has some serious physical disease. 

Where adequate isolation for diagnostic withdrawal is not 
possible, the diagnosis of addiction can be established only 
tentatively. 

A new drug, N-allylnormorphine, which is a very effective 
antidote for morphine, has recently been shown to precipitate 
signs of abstinence in addicted persons within 15 minutes 
following its administration. This agent, therefore, may provide 
a means of quickly establishing the presence and degree of 
physical dependence on opiate drugs, but sufficient information 
on the safety and reliability of the procedure is not available at 
this time to permit a recommendation for general use of N-allyl- 
normorphine as a diagnostic agent in suspected addiction. 


REPORTING OF ADDICTS 


The physician is under no legal obligation to report cases of 
addiction to Federal officials. The Bureau of Narcotics, however, 
welcomes voluntary reporting of addicts by physicians. 


DISPOSITION OF THE ADDICT 


Once a tentative diagnosis of addiction has been made, the 
physician would be well advised to seek consultation for con- 
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addict must institution for 
treatment. If he will not accept this advice, the physician may 
ethically refuse to take any further action. If the patient indicates 
willingness to undergo institutional treatment, steps should be 
taken immediately to obtain admission to the nearest and most 
available institution. Frequently, this can be accomplished im- 
mediately by telephoning the institution selected. The physician 
should refuse to administer any narcotics unless the patient 
shows the utrhost diligence in obtaifiing entrance into an in- 
stitution. Such excuses as time for arranging business and 
personal affairs or preference for one institution over another 
should not be accepted as reasons for the administration of 
narcotics; nor should the presence of signs of abstinence be a 
valid reason for immediate administration of narcotics unless 
the patient has such serious physical disease that stress of ab- 
stinence might prove fatal. 


The physician must be prepared to resist the demands of 
addicts for narcotics and must exercise great care and judgment 
in determining whether physical disease which requires the im- 
mediate administration of opiates is present. If a physician yields 
to the importunities of an addict and gives him morphine for 
mild asthma, his waiting room will soon be cluttered with other 
addicts, all of them complaining that they have asthma or some 
similar condition. Such a situation can lead only to embarrass- 


ment to the physician and, perhaps, to difficulties with the 
authorities. 


When the patient has agreed to go to an institution and has 
presented satisfactory evidence that he has taken steps to obtain 
admission (mere statement of the addict is not sufficient evidence 
of this), the problem is then reduced to the immediate manage- 
ment of the patient. The second principle, drugs should not be 
given to the addict for self-administration, applies here. It may 
Be possible to place the patient in a general hospital where 
narcotics can bé administered under direct supervision while 
final arrangements for entrance to the specialized institution are 
being made. The physician, in any event, should not give the 
addict a prescription for narcotics but should administer person- 
ally such drugs So ee aetirah It 
may’ OS Cqiphesized that it is always wise to seek consultation 
with another physician relative to the diagnosis of addiction 
and/or the presence of serious physical disease. A special record 
of narcotics administered should be kept, and, as has been 
previously mentioned, temporary administration of drugs should 
not be extended beyond the minimum time absolutely necessary 
for arrangements for admission to an institution to be com- 
pleted. When the addict leaves his home community, he should 
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be accompanied to the institution, whenever possible, by some 
responsible person, preferably a physician or a nurse. 

No absolute rule can be laid down for the amount of nar- 
cotics to be given during the time arrangements for admission 
to a proper institution are being made. However, no amount 
of narcotic should be used in excess of that necessary for the 
immediate need of the patient. Either morphine or methadone 
may be used since these two drugs will adequately control ab- 
stinence from any of the other narcotics. It is advisable to limit 
the initial dose to 16 mg. (%4 grain) of mbrphine or 10 mg. 
(% grain) of methadone. It practically never should be necessary 
to exceed as a single dose 60 mg. (1 grain) of morphine or 30 
mg. (2 grain) of methadone. Even in patients with very severe 
heart disease, there is little danger of abstinence from morphine 
causing death if the above dosage schedule is followed. The type 
of drug given and the dose should be unknown'to the addict 
and all possible precautions should be taken to prevent the addict 
from obtaining narcotics from other sources. 
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THE ADOLESCENT ADDICT WITH OR WITHOUT DEMONSTRABLE 
DEPENDENCE ON NARCOTIC DRUGS 


Despite their ages, adolescent addicts must be separated from : 
their usual environments. Institutional treatment for adolescents : 
with demonstrable dependence is just as necessary as for adult 
addicts and the same procedures should be followed. Adolescents 
without physical dependence might possibly be sent to a camp, 
farm, or some other environment where rehabilitative treatment 
may be attained rather than sent to institutions where contact 
with older, more hardened addicts is unavoidable. 
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PATIEN1S WITH INCURABLE, FATAL, PAINFUL DISEASES 


Persons in this class are usually patients who are dying with 
advanced carcinoma, tuberculosis, or some other chronic disease. 
The problem in such instances is completely different from those 
described above. The physician is properly concerned, primarily, 
with relieving suffering and, only secondarily, with the addiction. 
Federal and State narcotic laws were not designed to prevent 
narcotics from being prescribed in such cases. Proper, ethical 
medical practice, however, demands that certain principles be ; 
followed. 


Physicians prescribing narcotics for such patients should i 
personally be attending the patient. A diagnosis of a painful, ; 
incurable disease should be confirmed by consultation with an- } 
other physician. All means of relieving pain other than pre- : 
scription of narcotics should be exhausted. Such measures in- ; 
clude the use of drugs other than narcotics, physical therapy, 
and surgical procedures designed to relieve pain. When adminis- 
tration of narcotics becomes necessary, the physician should 
initially use drugs of lesser potency, such as codeine. When use 
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of more potent narcotics is required, they should be given in 
the smallest possible dose and the interval of administration 
should be as long as possible. Precautions should be taken to 
ensure that the amounts of narcotics prescribed are no greater 
than those actually required for the particular patient so that 
there will be no surplus for diversion to illicit use. Whenever 
possible, the drugs should be given orally rather than hypo- 
dermically. Drugs should not be given directly to the patient 
tor tal edwiniateaivon The status of the patient and his disease 
Should be reviewed” periodically to snake certain that the diag- 
nosis is correct and that definitive, curative therapy is not 

possible. 

4 COCAINE AND MARIHUANA ADDICTS 

é Since physical dependence on these drugs does not develop 

i and there is no withdrawal illness, the patient should simply 
be advised to seek treatment in a properly staffed institution. 
Hospitalization until admission to an institution can be obtained 
is not necessary or advisable. 


CHOICE OF INSTITUTION 

The choice of an institution depends upon the type of case, 
the financial situation of the patient, and other factors. Many 
private sanatoriums in the United States make a specialty of 
the treatment of narcotic drug addiction. Advice concerning 
these institutions can be obtained from local medical societies, 
the American Hospital Association, The American Psychiatric 
Association, or the American Medical Association. Alternatively, 
the physician may investigate the possibilities of having the 
a patient admitted to a public, local, or state institution. Informa- 
tion concerning such institutions can be obtained by contacting 
local.or state health departments. Leck of suitable local facilities 
‘ remains one of the difficulties in the treatment of addiction. 
Physicians should support the establishment of such facilities in 
States in which no provision for addicts has yet been made. 
Where local facilities are not available, addicts can be referred 
to the two federal hospitals maintained by the U. S. Public 
Health Service at Lexington, Kentucky, and Fort Worth, Texas. 
Persons addicted to opiates, synthetic analgesics, cocaine, and 
: marihuana are eligible for admission to these institutions. Patients 
who are addicted to alcohol, barbiturates, or bromides are not 
eligible for admission to these federal hospitals unless they are 

also addicted to morphine, synthetic analgesics, marihuana, or 
cocaine. If the patient is indigent, treatment is available without 
charge. If the patient has funds, he is required to pay $5.00 

; daily for his treatment. Addicts entering these institutions are 
i asked to remain at least 135 days before being discharged. 
4 Ordinarily, there is no waiting list for male patients and ad- 
mission can be arranged readily by writing or telephoning the 
Medical Officer in Charge of either hospital. Only the institution 
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in Lexington has facilities for female patients, consequently, 
women usually must wait for a short time before they can be 
admitted. 

THE NEED FOR COMPULSION 


Unfortunately, many addicts will not go to an institution or 
remain there until treatment is completéd unless compelled to 


do so by legal means. There is a great need for legislation in 
most of the states which would make it possible to commit ad- 
dicts to institutions where they would be forced to remain unti 
Maximum beneht Of treatment had been obtained. The Federal 
Blreau of Narcotics has drafted a text of such a proposed law 
and will distribute copies to interested persons on request. Legis- 
lation has also been proposed which would make it possible for 
the two U. S. Public Health Service Hospitals that treat addicts 


to accept and hold addicts committed under state laws. Passage 
of such laws deserves the support of all mhysicians. 





TREATMENT FOLLOWING DISCHARGE FROM = INSTITUTION 


The follow-up treatment after the patient has been discharged 
from an institution is usually the weakest link in the overall 
treatment of addiction, and it is in this particular phase of the 
problem that the ordinary physician can make the greatest con- 
tribution. The physician should do what he can to assist the 
addict to find a job following discharge from an institution. 
He can attempt to make arrangements, utilizing such social 
agencies as are available, to separate the addict from the environ- 
ment which played a role in engendering the addiction. He 
should encourage the former addict to participate in the activities 
of community groups, such as churches and clubs. The physician 
can advise the relatives of a former addict respecting environ- 
mental and familial factors which may be contributing to the 
patient’s difficulties. He can also administer such forms of 
psychotherapy as he is qualified to carry out. When suitable 
facilities are available, intensive psychotherapy by a qualified 
psychiatrist is of great value provided the patient is willing to 
accept such treatment. The addict should remain under close 
supervision for at least two years following discharge from an 
institution. Although the tendency to relapse is very great in 
addiction, the physician should maintain an optimistic attitude 
even in the face of repeated recurrence and should continually 
encourage and support the addict. 
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MANAGEMENT OF DISEASE IN FORMER ADDICTS 


When a person who formerly has been addicted to morphine 
become afflicted with a disease for which narcotics are usually 
prescribed (this situation usually develops when a surgical 
operation becomes necessary), he should be handled just as if 
he had never been addicted. Since the former addict has been 
withdrawn from narcotics and has lost his tolerance to. them, 
narcotics should be prescribed in the same doses and at the 
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same intervals as is customary with persons who have never 
been addicted. Larger doses are not required. Narcotics should 
never be given to the former addict for self-administration and 
use of narcotics should be discontinued as soon as possible. The 
addict should then be supervised closely for a month or so in 
order to avert relapse to uncontrolled use of drugs. 


MANAGEMENT OF ADDICTS WHO HAVE RELAPSED 

The management of patients who have relapsed to abusive use 
of narcotic drugs should follow the same lines as detailed above. 
The only difference is that the period of supervision following 
discharge from an institution should be extended. 
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Exuisit No. 21 
{From the Journal, American Medical Association, May 23, 1942] 


INDISPENSABLE USE OF NARCOTICS 


[Now that the sources of supply for narcotics have been largely shut off, their 
use in medical practice must be confined to the absolutely indispensable. In 
1931 The Journal published a series of articles entitled “The Indispensable 
Use of Narcotics”; these articles were collected and published in book form. 
This material is now republished—revised, rearranged and shortened—to guide 


physicians in the present attempt to confine the use of narcotic drugs to an 
irreducible minimum.—Eb.] 


USES AND ABUSES OF NARCOTICS 


Properly speaking, cocaine is not a narcotic. Although one of the most dan- 
gerous habit forming drugs and included under the Harrison Narcotic Act, it will 
not be considered here. Opium and its derivatives are the only narcotic drugs 
to be discussed. Opium itself is a complex substance containing some 20 alkaloids, 
only 4 of which, however, are of practical importance, namely morphine, codeine, 
narcotine, and papaverine. Morphine has four actions on which its therapeutic 
uses depend: (1) In small amounts it is a depressant to the pain perceiving cen- 
ters of the cerebrum. (2) In somewhat larger doses it depresses the intellectual 
functions and thereby exerts a somnifacient effect. (3) It is a depressant to 
the respiratory center, in small doses lessening its response to irritation and in 
large doses reducing the amount of air moved. (4) It tends to lessen glandular 
activity, probably affecting to a greater or less degree all the secretions of the 
body except the sweat. (5) The older writers also ascribed to it an important 
effect in diminishing the contractility of the unstriped involuntary muscles, es- 
pecially those of the intestine, but recent investigation indicates that its action 
may be stimulating rather than depresssing to peristalsis. 

Narcotine, which is the next most abundant alkaloid after morphine, despite 
its name is not narcotic. It exerts neither analgesic nor sleep-producing effects. 
Its most important action is a stimulation of the medullary centers governing 
respiration. In this it is directly antagonistic to morphine. 

Papaverine has a feeble narcotic action, its dominant effect being to lessen 
the irritability of unstriped muscle. Like narcotine, it is stimulant to the 
respiratory center. It has been recommended in various spasmodic conditions of 
the involuntary muscles, such as asthma or colic. It is a relatively feeble drug, 
requiring about a grain (0.065 gram) to produce sensible effect on a man and is 
present in opium in such small amount (about 0.5 to 1 percent) that it can play 
only a minor part, if any, in the effect of opium. 

Codeine is similar in its general actions to morphine, although much weaker. 
It has relatively slight action on pain perception or intellection and is much 
less liable to give rise to an addiction. Ordinarily opium yields from 1 to 2 
percent of codeine. 

The therapeutic purposes for which opium is used may be considered under 
six heads: (1) locally, (2) as an analgesic, (3) as a somnifacient, (4) as a 
respiratory sedative, (5) as a sudorific, (6) for its effect on the intestine. 

As. an assuager of pain, morphine stands unrivaled at present by any other 
drug or combination of drugs. Nevertheless it is used more frequently and in 
larger quantities than is necessary and often to the detriment of the patient. 
By the use of other anodynes the physician can often contrive to get along with 
surprisingly small quantities of opiates. The decision as to whether or not to 
use morphine in any given case should be based on three factors: The severity of 
the pain, its probable duratiormand its underlying cause. One of the most difficult 
problems of therapeutics that the physician has to face is the alleviation of pain 
in certain chronic diseases, such as arthritis or neuritis, which may be so intense 
as to demand an opiate and yet promises to be of such long duration that it is 
likely to lose its anodyne power and to present great risks of causing addiction. 
Physicians may, by the exercise of more thought in practicing, do much to avoid 
censure in relation to narcotic addiction. In this endeavor the substitution, 
whenever possible, of nonhabit forming drugs for morphine or other opium 
alkaloids is of paramount importance. When narcotics are indispensable, how- 
ever, no more should be administered than is necessary to achieve the desired end. 
Patients requiring daily administration should be seen often by the physician, 
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and the amount of drugs ordered or supplied should not exceed that required 
by the patient until seen again. The independence of administration on the 
part of nurses should be strictly limited to prescription, and any change in treat- 
ment should be in writing. The patient should never be informed of the nature 
of the drug used or of the dose administered. The patient should never be per- 
mitted to administer the drug hypodermically to himself. Use of the drug should 
be discontinued immediately when no longer required. If craving has resulted, 
close supervision and appropriate treatment should be maintained until the 
patient has been rendered entirely independent of the drug. 


USE UNDER THE HARRISON NARCOTIC ACT 


The Harrison Nartotic Act covers only one class of narcotic drugs, opium and 
its derivatives and preparations. It covers also coca leaves and derivatives and 
preparations of them, which are not narcotics. Registration of every practitioner 
who uses narcotic drugs professionally is mandatory under this act. A practi- 
tioner can lawfully administer, dispense and prescribe narcotic drugs to only 
such patients as are under his professional care. The act does not limit specifically 
the quantity that may be used or the time during which their use may be con- 
tinued and requires only that the dosage be consonant with proper professional 
practice. It places no restriction on the form in which narcotic drugs may be 
administered. The administration, dispensing, and prescribing of narcotic drugs 
for the sole purpose of satisfying the cravings of an addict are not within the 
bounds of professional practice. It is not, however, unlawful under the act to 
attempt to cure narcotic addicts of their addiction even though nareotie drugs 
are used in the attempt. If they are so used, the dosage from day to day should 
be accurately recorded. <A practitioner should not administer, dispense or pre- 
scribe narcotic drugs for a stranger unless it is an obvious necessity, as in the case 
of a severe accident. 

A practitioner can lawfully administer narcotic drugs personally to his patients 
hypodermically, by mouth or otherwise in any form or amount with such fre- 
quency and for such period of time as may be justified by good professional 
practice. A practitioner is not required by law to keep a record of the narcotic 
drugs he administers or dispenses to a patient on whom he personally attends, 
although such record can do no harm if administration of such drugs is lawful, 
whereas its absence may prove embarrassing. The practitioner may lawfully 
dispense narcotic drugs personally to his patients, but a too extensive resort to 
dispensing may justify a suspicion that the dispenser is only catering to narcotic 
addicts. Under no circumstances should a greater quantity of narcotic drugs 
be dispensed than the minimum required by existing conditions. The quantity 
should not exceed the quantity necessary to provide for the patient until he is 
to be seen again by the practitioner. If any greater quantity is called for, it 
should be provided through a prescription so that the entire transaction may be 
a matter of record. 

A prescription for narcotic drugs need not show the ailment or injury for 
which it is given. Every prescription, however, must contain the patient's full 
name and address and the prescriber’s signature, address and registration 
number. It must be written in ink, with an indelible pencil or on a typewriter, 
and must bear the full signature of the prescriber. It must be dated and signed 
on the day on which it is written. The act does not require a practitioner to 
keep a record of his prescriptions for narcotic drugs. A prescription for a nar- 
cotie drug cannot lawfully be refilled unless it is for one of the so-called exempt 
preparations or calls for a mixture in which the narcotic content does not exceed 
the narcotic content allowed by law in such preparations. The person who 
violates any provision of the Harison Narcotic Act is liable to fine of not more 
than $2,000 or imprisonment for not more than 5 years, or both. Failure to pay 
the required tax (registration fee) within the time limit prescribed by the act 
adds a penalty of 25 percent to the tax when it is paid. Under the laws of some 
States, conviction of violation of the Harrison Narcotic Act is a ground for 
suspension or revocation of a license to practice medicine. 


NARCOTICS IN THE PRACTICE OF MEDICINE 
That opium or its derivatives are indicated in certain diseases and contrain- 


dicated in others, nearly all will admit; but, as to specific use, there are many 
physicians whose opinions differ, and the question remains in doubt. 
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All will agree as to the indispensability of morphine in the hopeless cases of 
carcinoma, regardless of the primary site. In cases of inoperable or extensive 
carcinoma of the uterus, prostate, bowel, tongue, stomach or breast, with or 
without generalized metastases, morphine is without peer and its judicious use 
in relieving pain constitutes one of the greatest services the physician can render. 
Not only is the patient relieved of pain but the euphoria that results is a blessing, 
and death, which otherwise might be almost intolerable, may be made easy and 
comfortable. 

In another group of diseases, accompanied by pain and designated by colic, 
morphine is the drug of choice. In this group may be included the cases of biliary, 
renal, or lead colic. Some one of the general anesthetics, as chloroform or ether, 
may give the desired relief but not without the necessity of maintaining a more 
or less complete anesthesia to obtain muscular relaxation, with the probability 
of a return of the pain as soon as the anesthesia is discontinued. Accompanying 
renal, hepatic, pulmonary, or cardiac pathologic conditions may constitute a con- 
traindication to the use of either of the mentioned anesthetics. Except in a few 
cases the use of morphine is considered only a palliative measure, as renal and 
biliary colic are essentially surgical, while the relief in lead colic will be required 
only for a comparatively short time. 

The further discussion of the subject may best be accomplished by considering 
the various diseases according to the anatomic systems. Certain cardiovascular 
diseases, particularly those accompanied by pain, should be mentioned. Acute 
pericarditis, if the pain is severe, may fail to respond to any therapeutic effort 
short of the administration of morphine hypodermically, to be repeated as re- 
quired. Perhaps the rheumatic type, in the acute plastic stage, is the form most 
frequently accompanied by severe pain, although any type may belong in the 
group. 

Difference of opinion may exist as to the necessity of employing morphine in 
the arteriospasmodic type of angina pectoris. While it is true that most of the 
cases will respond to some of the vasomotor drugs, there are instances requiring 
one or more doses of morphine. In the coronary occlusion type of angina, whether 
embolic, obliterative or thrombotic, morphine becomes imperative. In this type 
the anginoid attacks are prone to be severe and protracted, without much, if any, 
expectation of relief from the vasomotor dilators. 

In the pleuropulmonary group, some of the diseases and symptoms will require 
consideration. Although acute plastic pleurisy, either primary or secondary to 
pulmonary disease, with its excruciating pain and dyspnea, responds to some 
extent to immobilization by adhesive straps and physical therapy, too often the 
desired relief is obtained only by single or repeated doses of morphine. 

Acute spontaneous pneumothorax, accompanied by pain and dyspnea, requires 
temporary relief by morphine until other therapeutic measures can be employed. 

In pulmonary diseases, certain symptoms may predominate and endanger life. 
Pulmonary hemorrhage from any cause, particularly the massive form, accom- 
panied by fear and anxiety, may be much relieved or benefited by a preliminary or 
repeated injection of morphine, this to be followed by the usual recognized 
therapeutic efforts, depending on the underlying pathologic condition. The 
dyspnea of far advanced pulmonary tuberculosis may well be classed with the 
hopeless cases of carcinoma, in which some relief and comfort may be had dur- 
ing the final days or hours. Much relief and comfort may be had in the dyspnea 
of primary or secondary cancer of the lung. The same is true in some cases of 
aneurysm compressing the trachea or a bronchus. 

In the gastrointestinal group, gastric and rectal carcinoma of the inoperable 
and hopeless type have already been considered. The pain in gastric and duodenal 
ulcers, when present, will usually respond to ulcer management and does not re- 
quire special analgesics. In the event of perforation, the treatment is surgical, 
but as a palliative measure a single or repeated hypodermic of morphine may be 
advantageous. 

The bowel diseases, as acute enterocolitis, spastic and ulcerative colitis, diverti- 
culitis, appendicitis, and the various forms of dysentery, require their own in- 
dividual form of therapy and rarely constitute a cause for special analgesics or 
opiates. Usually the cramps, pains, and irregular bowel action in spastic colitis, 
on a bowel management with tincture of belladonna, will be relieved, but occa- 
sionally the cramps or a profuse diarrhea can be controlled only by doses of an 
opiate, preferably camphorated tincture of opium. If the diarrhea is the pre- 
dominating complaint, powdered opium may give the best results, as the powder 
is more slowly absorbed in the intestinal tract. With the increased knowledge 
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of the different types of dysentery there has necessarily been an improvement in 
the therapy. Many of the older drugs have been discarded. As in spastic colitis, 
when diarrhea is particularly pronounced and uncontrollable by other means, 
powdered opium may be of service. Rectal tenesmus, regardless of the cause, 
can be best controlled or relieved by rectal suppositories containing powdered 
opium or morphine. 

Of the remaining mentioned diseases, appendicitis is surgical and often ulcera- 
tive colitis and diverticulitis also are best treated surgically. Rarely, if ever, is 
an opiate required or justified. 

Some mention should be made of typhoid and the former practice of pre- 
scribing morphine or opium in the treatment of complicating bowel hemorrhages. 
As the bleeding is usually due to the ulceration of the bowel, there is always the 
question of accompanying or developing perforation. When morphine or opium is 
prescribed, the symptoms and signs may be so modified as to make the differential 
determination more difficult or even impossible. 

While the cerebrospinal group includes a considerable number of diseases, only 
a small minority of them can justly claim the indispensable therapeutic use of 
opium or its derivatives. It is in the symptomatic treatment of the various 
psychoses, and in neuroses, psychoneuroses, hysteria, and insomnia, that the 
newer hypnotics are of such indispensable service. Even in the acute manias and 
in delirium tremens it is only after the bromides and chloral hydrate, paralde- 
hyde and the newer hypnotics have failed that an opiate is permissible. It 
should be emphasized again that the employment of opium or its derivatives for 
their hypnotic effect alone is open to question. 

As to the spinal diseases, special mention should be made of tabes dorsalis with 
tabetie crises and lightning pains. The use of morphine to relieve these condi- 
tions should be the last resort, as dependence and morphinism are easily produced. 

Peripheral neuritis, local or multiple, is usually secondary to some primary 
pathologic condition. The neuritis may be of the alcoholic or arsenical type, 
perhaps due to a focal infection or a compression, as in spinal caries or a cervical 
rib. In each individual case the therapeutic efforts should be concentrated in an 
effort to relieve the primary cause. 

The opium or codeine treatment of diabetes mellitus has no longer been in 
vogue since the advent of insulin, but not infrequently there is an associated dia- 
betie neuritis. When the pains are severe and do not subside on diabetic therapy, 
oceasional doses preferably of codeine or even of morphine may be required. 

Some narcotic preparations have been extensively employed in the treatment 
of coughing. Narcotics, however, are often misused in the treatment of coughing 
by those who fail to bear in mind the variety of causes producing coughing, diag- 
nostic uses of coughing, the services it performs and its disadvantages and dan- 
gers. The underlying basis of the cough must be borne in mind in all rational 
treatment. The productive cough should not be interfered with, unless it does 
more harm than good. Morphine should not be used for a cough when simple 
means suffice, and there are available a great many other means of controlling 
most types of cough. The cough reflex is depressed by relatively small doses of 
morphine. The exact dose necessary for the relief of coughing cannot be stated 
because irritation of the respiratory tract gives rise to strong stimuli, and the 
stronger the stimuli the greater is the depression of the center necessary to abolish 
the reflex that such stimuli would induce. The dose necessary, therefore, varies 
widely and in some cases may be as little as one-thirtieth grain (2 milligrams). 
One should never direct that the single dose of morphine for a cough be repeated 
at stated intervals without regard for the varying needs of the patient from 
hour to hour and from day to day. The dose should always be reduced to the 
least amount as alleviation of the symptoms permits. 

Morphine often causes dryness of the mouth and throat. It has been suggested 
that the apparent diminished secretion of mucus in bronchitis may be due to 
greater absorption of water, but it seems probable that the action is central. 
This may be partially overcome by the simultaneous use of nauseants when 
they are not otherwise contraindicated, and the simultaneous use of morphine 
and apomorphine has been suggested. The popular Brown Mixture contains 
one three-hundredth grain (0.2 milligram) of morphine in the form of campho- 
rated tincture of opium, and one sixty-fifth grain (1 milligram) of antimony and 
potassium tartrate in the average dose of 4 cubic centimeters (1 fluidrachm). 
Morphine is said to have the advantage over codeine of causing some relaxation 
of the bronchial muscles, which is useful when the passages are greatly ob- 
structed by an accumulation of mucus. This advantage, however, is usually 
slight compared to the many advantages of codeine. 
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The actions of codeine resemble those of morphine in general, but they differ 
in certain essentials. Codeine is less actively depressant to the higher parts of 
the brain and to the respiratory center, and it is more actively stimulating to 
the cord and, with large doses, even to the respiratory center. This probably 
partially explains why codeine sometimes proves unsatisfactory in the treat- 
ment of coughs, and it suggests that failure can often be avoided by a careful 
regulation of the dose, especially if it is used in connection with other measures 


for lessening a cough. It is almost universally admitted that codeine relieves 
a cough nearly as well as morphine. 


USE OF NARCOTICS IN SURGERY 


The use of habit-forming drugs in surgery may be divided into three parts: 
(1) The preoperative and diagnostic period, (2) the operation with its prepara- 
tory and recovery phases and (3) the care of patients with inoperable disorders, 
including those cases of cancer in which surgery is inadvisable. The preoper- 
ative period should properly be spoken of as the “study period.” It is the time 
when a proper diagnosis should be made, and, although it may necessitate in- 
numerable tests, the principal requirement is that the patient during this period 
be kept as uninfluenced by drugs as possible. Pain is one of the chief diagnostic 
signs, and, if the diagnostician is robbed of its significance through the careless 
and often too free use of morphine and its derivatives, its aid is removed. Those 
who have seen patients with abdominal or intracranial disease rendered so 
comfortable and even drowsy that all complaints have disappeared know the 
danger of the premature use of drugs. Furthermore, in the presence of head 
injuries administration of narcotics may be actually dangerous. However, if 
the investigative period is indicated for the clarification of the diagnosis, it 
should be carried out as expeditiously as possible, for to subject a patient to 
continuous pain over any great period of time is a decided reflection on one’s 
diagnostic acumen. In the excruciating pain of smooth muscle colic, as seen 
in patients with renal and bilary calculus, the use of morphine would seem to 
find full justification. In this group of disorders, however, the administration 
of atropine and the application of heat may prove efficacious, and this therapy 
deserves wider usage. 

It is in the field of traumatic surgery that morphine again assumes an impor- 
tant role, and because of its ready availability, ease of administration and rela- 
tively certain and rapid action it is almost indispensable. Here the likelihood 
of the manifestation of its one objectionable feature is reduced to a minimum. 
Military surgery would be almost impossible without morphine. In cases of severe 
trauma this drug not only brings the necessary relief from suffering but, if shock 
intervenes, constitutes one of the chief therapeutic weapons. In such conditions 
morphine should be given promptly in sufficient dosage to avoid frequent rep- 
etition. 

Morphine, either alone or combined with other synergistic drugs, continues to 
be the most universally satisfactory type of preoperative medication. For this 
purpose in recent years some of the newer barbiturate derivatives have proved 
satisfactory substitutes, and their use, even when not substituted for morphine, 
preoperatively, can result in a material saving in the quantities of opiates 
employed. 

After an operative ordeal it is of paramount importance to reduce the discom- 
fort of a patient to a minimum; morphine should not be spared to accomplish 
this end, but it should not be employed indiscriminately. Frequently the patient's 
discomfort may be due to quite tangible conditions, such as position, an unnec- 
essarily tight dressing or urinary or intestinal distention; these can be dealt 
with specifically rather than symptomatically by the injection of morphine, al- 
though to follow the former course necessarily involves slightly more effort on 
the part of those in attendance. In the first 24 to 72 hours following many major 
procedures the patient should receive sufficient morphine to keep him comfort- 
able, provided an honest effort has been made to ascertain that his discomfort 
eannot be corrected by some simple remedial measure. Here again, no doubt, 
in certain instances, other sedatives may be substituted for morphine, but in gen- 
eral such substitutions, with the possible exception of codeine, prove unsatis- 
factory. A further contraindication to large quantities of morphine after opera- 
tion is that this drug may add a degree of atony to the intestine which proves 
undesirable, particularly if there was a preexisting tendency in this direction. 

One should also mention the other drugs—heroin, codeine and ethylmorphine 
hydrochloride—which have their devotees. Ethylmorphine hydrochloride may 
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have its used in ophthalmology. There are instances when codeine can be sub- 
stituted for morphine quite effectively, and one should always consider this pos- 
sibility, particularly in view of the almost complete absence in this drug of any 
tendency to the production of addiction. When administered by mouth, it may 
be combined advantageously with some of the coal-tar derivatives. 


NARCOTICS IN OBSTETRICS AND GYNECOLOGY 


Sedatives are used during pregnancy, labor, and the puerperium. During 
pregnancy the most common indication for narcotic medicines is the prevention 
of abortion. Rest in bed, combined with morphine or other preparations of opium, 
has saved numerous pregnancies from disaster. A combination of chloral with 
bromides has been used, but it is not nearly as effective. When an acute abdomi- 
nal condition develops during gestation or an operation is performed at this time; 
narcotics are particularly indispensable, to allay uterine action which might 
expel the ovum. 

Certain cases of chorea gravidarum do not respond to the usual remedies, and 
a combination of morphine and scopolamine may have to be exhibited for tem- 
porary sedation. The same may be said of psychoses. 

Pregnancy does not contraindicate the exhibition of narcotics for any purpose 
that demands them. Although the effect of morphine on the unborn child has 
been a controversial question, the consensus appears to be that the child does not 
suffer except from an overdosage that would endanger the mother. However, 
cases are on record in which, it is said, the excessive unwarranted use of morphine 
during pregnancy has shown effects on the child. Chloral and chloroform pass 
over to the fetus, but any possible deleterious action has been considered as of 
secondary importance during pregnancy. The barbituric acid preparations also 
have widespread application in pregnancy. 

During labor, opium preparations are invaluable. However, the routine admin- 
istration of narcotics in labor, as demanded by hysterical magazine writers and 
as practiced by many overenthusiastic accoucheurs, has resulted in and is yet 
causing numerous deaths of newborn children and also a certain number of 
maternal deaths. On the other hand, there is a real and scientifically proved 
ground for the scientific administration of narcotics during labor. The process 
of human childbirth is commonly pronounced to be a natural, harmless function ; 
but accoucheurs know that, while this may have been the original intention of 
nature, the modern woman can seldom be brought through the ordeal without 
some physical damage to her body, that often she cannot be got through alive, 
and that frequently the shock to her nervous system leaves permanent injury. 

Labor is often protracted, especially in primiparas, and exhaustion of the 
mother may delay the process so long that infection may creep in. Here a hot 
pack and a rectal infusion of chloral, with a hypodermic of some opium prepara- 
tion, will rest the uterus as well as the nervous system and preserve the heart 
and the life forces of the patient. When she awakes, the activity of the uterus 
is resumed with new energy and a stubborn cervix (“rigid os”) often becomes 
supple and dilatable in the meantime. 

Only in the rarest cases is the pain of the second stage bearable by a coura- 
geous woman. It is not possible to abolish all pain, but one can and should 
mitigate it. 

Narcotics are said to lengthen the first stage of labor and to affect the child 
adversely if given in the second stage. Both statements are true, but only when 
the drugs are improperly administered. Given at the right time and in proper 
dosage, the child is not endangered and the mother is made more resistant to 
exhaustion, acidosis, shock, and postpartum hemorrhage. By preserving her 
strength in a prolonged first stage, narcotics actually shorten the second and for- 
fend difficulties in the third. Even the puerperium is more smooth and con- 
valescence more rapid, and infection is less likely. 

There are few occasions for the use of narcotics in the lying-in period. After- 
pains are almost never so severe as to require them, the barbituric acid prepara- 
tions sufficing to procure sufficient relief. A combination of codeine and acetyl- 
salicylic acid is rarely found necessary. Naturally, any complication of the 
puerperium that would require narcotics for its own sake must be so treated at 
this time. Ordinary cases of wakefulness are well handled with a barbiturate. 
In the sleeplessness that is an obstinate condition in cases of puerperal infection 
there is no drug as efficacious as morphine, and in the diarrheas of sepsis it must 
also be used. To rest the bowels in cases of peritonitis it affords the patient 
much relief. 
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In general, what is said of the use of morphine and its derivatives in surgery 
applies equally well to the practice of gynecology. For the postoperative pain 
and abdominal symptoms morphine is indispensable, and the narcotic often saves 
life by its sedative influence on the bowel. For the treatment of chronic gyne- 
cologic diseases morphine has only limited uses and should be dispensed with as 
much as possible with the exception of incurable cancer. 


NARCOTICS IN LOCAL ANESTHESIA 


The ideal method of performing operations on a conscious patient without 
mental or phyiscal discomfort requires a balanced use of sedatives, analgesics, 
and anesthesia. Premedication to local anethesia aims to diminish psychic re- 
actions and painful sensations. In minor ambulatory procedures it is not neces- 
sary; before major surgical operations the restless night, fear, and anxiety not 
only exhaust the patient but may cause definite bodily changes. Ordinarily 
sedatives of the barbituric acid series are sufficient for this purpose. The most 
frequent causes of toxic symptoms after local anesthesia are excessive premedi- 
cation, error in the concentration of the solution of local anesthetic used, inad- 
vertent intravenous or intraspinal injection and an individual hypersensitivity to 
cocaine, procaine hydrochloride or other local anesthesia. 


ABUSES OF NARCOTICS AND ADDICION 


The problem of narcotic addiction merits the attention of physicians for many 
reasons and at this time in particular results in an enormous diversion of narcotic 
drugs from their field of proper employment. 

Narcotics may be defined as agents that lessen the relation of the central 
nervous system to external as well as internal conditions of the body. They act 
by freeing the mind more or less from the thraldom of the senses, and therein 
lies their value as well as their danger. It is the “ease and ignorance” with which 
one may be relieved of a great multiplicity of symptoms by means of narcoties 
that makes their use an ever present temptation to patient and physician alike; 
and it is only by patients forswearing self-medication and by physicians adopt- 
ing certain definite rules regarding their employment that the abuse of narcotics 
can be guarded against. 

Thus, narcotics should never be employed to remove a diagnostically indispens- 
able symptom. As an illustration, the old and well-worn warning against the use 
of opium in appendicitis at once comes to mind. In a case of appendical colic, 
for instance, in which operation may or may not be required, the administration 
of an opiate may, by the comfort it gives, create the impression that the patient 
is getting well and obscure the fact that inflammation is setting in and perforation 
is threatening or has occurred, and immediate operation is required to save life. 
One may relieve the pain of a strangulated hernia or an intussusception by an 
opiate and even check the vomiting, so that it may seem that all is well when, as 
a matter of fact, the patient’s death is commencing with necrosis of the bowel. 

Nothing is easier than to remove the results of fatigue—headache, backache, 
nervous irritability, insomnia—by narcotics: nothing is worse, unless the fatigue 
is due merely to temporary overexertion. When the excessive strain is habitual 
and the demand for the relief of its ill effects also becomes habitual and is 
gratified, one is driving head on to a serious wreck. A rest treatment is needed, 
not dope. It is unfortunate that the term “rest cure” has become so intimately 
associated with the famous Weir Mitchell prescription. It should be recognized 
that there may be all sorts and degrees of rest treatment. For instance, a regular 
afterdinner nap is one of these and it will often do the distracted and harassed 
housewife or businessman more good than any amount of medicine. 

Formation of habit should be the ever-present specter to inspire fear of pre- 
scribing narcotics in chronic or recurring ailments, unless there are malignant 
conditions or limited tenure of life to make the habit relatively unobjectionable. 
Especially should physicians, dentists, nurses, and pharmacists make it their 
inviolable rule never to prescribe narcotics for themselves for from among these 
classes is recruited a large contingent of those who become afflicted with the 
habitual use of narcotics. Some narcotics, as opiates and alcohol, are intrinsically 
habit producing. They operate in creating the notorious craving, partly by being 
most efficient antagonists to the disagreeable aftereffects produced by the agent 
itself, and partly by causing mental deterioration. But all narcotics are liable 
to be habit forming, by reason of their very efficiency in relieving symptoms and 
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their inability really to cure any disease. Therefore, as soon as the effect of the 
agent wears off, the original condition asserts itself, demanding relief. Whenever, 
therefore, a narcotic is employed it should merely be as an adjunct to the real 
curative treatment. It is only when cure is impossible that the narcotic habit may 
be a lesser evil than unrelieved suffering. In any case, an extensive range of 
knowledge of the many available narcotics should permit a choice of the least ob- 
jectionable and yet most efficient agent for the particular patient to be relieved ; 
and opiates should be appealed to only as a means of last resort. 


ExuHisit No, 22 


Following are the records of the various actions of the House of 
Delegates, Medical Society of the State of New York, and the Ameri- 
can Medical Association, committee on narcotics, which constitute 
the present policy on the narcotics problem of the American Medical 
Association : 


{Minutes of the Annual Meeting, New York gos] Journal of Medicine, pt. II, September 1, 
1953 


PROCEEDINGS OF THE HOUSE OF DELEGATES, MEDICAL SoOcIETY OF THE STATE OF 
NEw York, 147TH ANNUAL MEETING, MAY 4 TO 6, 1953, BurraLo, N. Y. 


SECTION 723 (SEE 109)—LEGALIZING OF DISTRIBUTION OF NARCOTICS 


Dr. Walter T. Heldmann, Richmond: I have two resolutions to introduce at 
the request of the Richmond County Medical Society. The first concerns legal- 
izing of distribution of narcotics: 

“‘Whereas the medical profession, in its traditional role as guardian of the 
public health, has been distressed by the narcotic problem and its apparent in- 
crease ; and 

“Whereas the average user of narcotics must spend from $15 to $100 per day to 
keep himself supplied with drugs ; and 

“Whereas the crime in drug addiction stems from the inability of persons of 
moderate means to purchase drugs at present illegal prices; and 

“‘Whereas the most serious of these crimes is the conversion of each addict 
into a salesman, with consequent formation of new addicts ; and 

“Whereas the use of morphine and heroin in themselves do not incite these 
unfortunate people to crime, since both drugs are depressants ; and 

“Whereas the narcotic trade exists only because of the huge profits involved 
(for example, 2 pounds of heroin can be bought for $10 in China and sold after 
cutting and packaging for $80,000 or more) : Therefore be it 

“Resolved, that the Medical Society of the State of New York favors the 
legalizing of the distribution of narcotics free of charge with proper safeguards, 
as follows: 

“1. Establish narcotics clinics in all cities, as the need appears, under the aegis 
of the Federal Bureau of Narcotics ; 

“2. Register and fingerprint all who apply (to prevent reregistering in other 
clinics) ; 

“3. Do not demand that these addicts be forcibly confined, as they are now; 

“4. Determine the smallest amount of pure drug that will relieve the patient 
of his symptoms; 

“5. Administer this uncut material by the doctor or under his supervision 
and under sterile precautions ; 

“6. Keep accurate records of dosages; 

“7. Never give any supply to the addict, dosage to be given only at the clinic; 

“8. Nominal charge for the actual cost of the drug, possibly 15 to 30 cents; 

“9. Make an effort to effect a cure, where possible, using hospitalization if 
the patient acquiesces ; and be it further 

“‘Resolved, That the Medical Society of the State of New York instruct its dele- 
gates to the American Medical Association to work actively for the enactment 
of Federal legislation embodying these principles.” 

Speaker Hotcoms. This will be referred to the Reference Committee on Mis- 
cellaneous Business B, of which Dr. E. Dean Babbage is the chairman (p, 47). 
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REPORT OF REFERENCE COMMITTEE ON MISCELLANEOUS BUSINESS B: LEGALIZING 
OF DISTRIBUTION OF NARCOTICS 


Dr. E. DEAN BaaeGace, Erie. Two, a resolution was introduced by Dr. Walter 
T. Heldmann, of Richmond County. It is a lengthy resolution, and all members 
of the house of delegates have been sent a copy. 

Dr. Herbert Berger, president of the Medical Society of the County of Rich- 
mond, was present to discuss the resolution. His views are that addiction is 
an illness, the present system of treatment of addiction is a failure, and that the 
medical profession should take the lead in presenting some constructive program 
rather than allowing the legal profession to assume the task. He presented two 
bills that have been introduced in Congress, one by Miller of Nebraska and one 
by Bailey of West Virginia, the latter being a member of the Kefauver com- 
mittee. Both bills embody the contents of the resolution presented by Dr. Held- 
mann for your action. 

This reference committee discussed the resolution for some time and arrived 
at the following conclusions: This is a complicated subject and one that would 
have to be studied at great length. There are sO many ramifications of the 
problem that this house of delegates could debate on them the rest of this session. 
Your reference committee unanimously approves of the resolution in principle 
and recommends it be referred to the council for further study. 

I recommend that adoption of this portion of the report. 

Dr. CHARLES A. ANDERSON, Kings. I second it. 

Vice Speaker WriritraAMs. Is there any discussion? Are you ready for the 
question? Every delegate is fully aware that the recommendation of the refer- 
ence committee is to adopt the resolution in principle and refer it to the council 
for further study. 

Dr. Irvine J. SAnps, Kings. I should like to say a word about this resolution. 
I would urge you to be cautious in what you do with it. In 1920 you recall the 
name of Royal Copeland, who was quite a national figure, mayor of New York, 
Senator, and what have you. He established then the very same thing that is 
proposed in these resolutions. It was a miserable failure. The treatment of 
narcotics drug addicts from a medical standpoint of view is a very simple one, 
but you cannot cure them because the so-called economic factors, not the medical, 
are too powerful to prevent addiction. You can cure a drug addict within a 
month. There are no difficulties at all. I was at that time in 1920 in charge 
of the Bellevue ward for narcotics. The trouble is that we fail to recognize 
there is too much money as far as drug addiction is concerned. It is a social 
and economic question. When you say that we approve in principle the idea 
that we should open clinics and treat them, it is a very serious and, I am afraid 
misguided step. We doctors can cure the addict but can’t keep him off the drug. 
It is not within our policy to do so; it is not without our reason. I should like 
to have a vote against the entire proposition. 

Vice Speaker WILLIAMs. I would like to call to the attention of the house 
that by this recommendation the principle is approved, and they are referring 
it to the council for further study and action. 


* * * The question was called, and the motion was put to a vote and was 
carried (p. 64). 


PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATION, 
THE 103p ANNUAL SESSION HELD AT SAN FRANCISCO, JUNE 21, 1954 


NO. 63—-RESOLUTION ON LEGALIZATION OF DISTRIBUTION OF NARCOTICS 


Dr. Andrew A. Eggston, for the New York delegation, introduced the following 
resolution, which was referred to the reference committee on hygiene, public 
health, and industrial health: (50) 

“Whereas the medical profession, in its traditional role as guardian of the 
public health, has been distressed by the narcotic problem and its apparent in- 
crease ; and 

“Whereas the average user of narcotics must spend from $15 to $100 per day 
to keep himself supplied with drugs ; and 

“Whereas the crime in drug addiction stems from the inability of persons of 
moderate means to purchase drugs at present illegal prices ; and 

“Whereas the most serious of these crimes is the conversion of each addict 
into a salesman, with consequent formation of new addicts ; and 
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“Whereas the use of morphine and heroin in themselves do not incite these 
unfortunate persons to crime, since both drugs are depressants ; and 

“Whereas the illicit narcotic trade exists only because of the huge financial 
profits, such as are obtained by purchasing 2 pounds of heroin in China for $10 
and selling it after adulteration and packaging for $80,000: Therefore be it 

“Resolved, That the American Medical Association favors the legalization of 
distribution of narcotics at cost or free under the following safeguards: (1) 
establishing narcotic clinics in cities where needed under the aegis of the Federal 
Bureau of Narcotics (2) registration and fingerprinting of narcotic addicts; (3) 
keeping of accurate records; (4) administering the optimal doses at regular in- 
tervals to addicts at cost or free; (5) prevention of self-administration; (6) at 
tempt cures through voluntary hospitalization, if possible; and (7) avoidance of 
forceable confinement” (p. 46). 


REPORT OF REFERENCE COM MITTEE ON HYGIENE, PUBLIC HEALTH, AND 
INDUSTRIAL HEALTH 


“7. Resolution No. 63 on legalization of distribution of narcotics: Your refer- 
ence committee believes that, because of the complexity of the problem involved, 
this matter should be referred to the board of trustees for further reference to an 
appropriate group for detailed consideration by experts, the results of such study 
to be reported at a subsequent meeting of the house” (46) (50) (pp. 49-50). 


1954] 


[Minutes of the Annual Meeting, New York State Journal of Medicine, Pt. II, 
September 1, 1954] 


PROCEEDINGS OF THE HOUSE OF DELEGATES, MEDICAL SOCIETY OF THE STATE OF NEW 
York, 148TH ANNUAL MEETING, May 10 To 12, 1954, New York Ciry 


MATTERS REFERRED FROM THE HOUSE OF DELEGATES, 1953 


5. Legalizing the distribution of narcotics (sec. 109).—Dr. Herbert Berger, 
author of the resolution, was granted a conference with Dr. Ernest Gruenberg, 
executive director of the Mental Health Commission of New York State. It 
was Dr. Gruenberg’s feeling that narcotic addicts should be treated in mental 
health clinics and that separate clinics may not be necessary. Since the passage 
of the mental hygiene bill it seems likely that clinics may be established through- 
out the State where addicts could apply for treatment. 

Subsequent to this meeting Dr. Gruenberg took up with the mental health com- 
mission Dr. Berger’s request that it endorse the resolution. Dr. Gruenberg has 
reported that the commission did not consider it their function to form conclusions 
regarding proposals which are under consideration by medical societies or similar 
bodies. 


SECTION 165 (SEE 15)——-REPORT OF REFERENCE COMMITTEE ON REPORT OF COUNCIL, 
PART IV: SUPPLEMENTARY REPORT OF COUNCIL COMMITTEE ON PUBLIC HEALTH AND 
EDUCATION (LEGALIZING THE DISTRIBUTION OF NARCOTICS) 


Dr. Alfred Angrist, Queens: I am sorry, there is another resolution. The reso- 
lution of Dr. Herbert Berger which was referred to the reference committee 
from the supplementary report of the council committee on public health and 
education. 

It was noted that the cause of crime in addiction resides in the illegal acqui- 
sion through the underworld. Further, addicts are patients with mental dis- 
turbance and should be treated by physicians, presenting a medical problem with, 
very often, the legal and criminal problem appearing secondarily. There was 
good reason to have existing mental health clinics or established narcotic 
clinics handle such patients with every prospect of a cure rate superior to what 
now is recorded. An equivalent resolution has been adopted in the States of 
California, Michigan, and Llinois. 

It was the considered opinion of your reference committee that there is dis- 
tinct merit in the purpose, objectives, and recommendations included in the reso- 
lution, and that this matter be referred to council for the establishment of a com- 
mittee to make special recommendations for its formal endorsement and imple- 
mentation. I move the approval of this resolution. * * * 
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The motion was seconded. * * * 
Vice Speaker Williams: Any discussion? If not, all in favor will say “aye;” 
contrary “no.” It is carried and so ordered. 


RESOLUTION ON LEGALIZATION OF DISTRIBUTION OF NARCOTICS 
DECEMBER 1, 1054. 


Dr. Andrew A. Eggston, for the New York delegation, introduced the following 
resolution, which was referred to the reference committee on hygiene, public 
health, and industrial health: 

“Whereas the medical profession, in its traditional role as guardian of the 
public heaith, has been distressed by the narcotic problem and its apparent 
increase ; and 

“Whereas the average user of narcotics must spend from $15 to $100 per day 
to keep himself supplied with drugs; and 

“Whereas the crime in drug addiction stems from the inability of persons of 
moderate means to purchase drugs at present illegal prices; and 

“Whereas the most serious of these crimes is the conversion of each addict 
into a salesman, with consequent formation of new addicts; and 

“Whereas the use of morphine and heroin in themselves do not incite these 
unfortunate persons to crime, since both drugs are depressants; and 

“Whereas the illicit narcotic trade exists only because of the huge financial 
profits, such as are obtained by purchasing 2 pounds of heroin in China for 
$10 and selling it after adulteration and packaging for $80,000: Therefore be it 

“Resolved, That the American Medical Association favors the legalization of 
distribution of narcotics at cost or free under the following safeguards: (1) 
establishing narcotic clinics in cities where needed under the aegis of the 
Federal Bureau of Narcotics; (2) registration and fingerprinting of narcotic 
addicts; (3) keeping of accurate records; (4) administering the optimal doses 
at regular intervals to addicts at cost or free; (5) prevention of self-admin- 
istration; (6) attempt cures through voluntary hospitalization, if possible; 
and (7) avoidance of forceable confinement.” 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, PUBLIC HEALTH AND INDUSTRIAL 
HEALTH 


Dr. Charles L. Farrell, chairman, submitted the following report, which was 
adopted : 

Resolution No. 63 on legalization of distribution of narcotics: Your reference 
committee believes that, because of the complexity of the problem involved, this 
matter should be referred to the board of trustees for further reference to an 
appropriate group for detailed consideration by experts, the results of such 
study to be reported at a subsequent meeting of the house. 


[Excerpts from the Journal of the American Medical Association, dated December 25, 
1954, vol. 156, No. 17] 


PROCEEDINGS OF THE MIAMI CLINICAL MEETING 


Abstract of proceedings of the house of delegates of the American Medical 
Association at the clinical meeting in Miami, Fla., November 29-December 2, 
1954 


REPORT OF REFERENCE COMMITTEE ON REPORTS OF BOARD OF TRUSTEES AND SECRETARY 


Your committee is grateful that the nuisance of the $1 certified check for 
the payment of the Harrison Narcotic Act tax has been eliminated through 
the efforts of this bureau and trusts that the appropriate regulation will soon 
be issued. 

Volume 5 of the abstracts of medicolegal decisions was issued during the fall 
of 1954. It will continue to act as a reference source along with the previously 
published volumes. 
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Your committee concurs with the bureau that the end does not justify the 
means used in the entrapment of pharmacists and hopes that a cooperative basis 
can be reached between the Federal agencies and the medical and pharmaceutical 
prefessions in the joint enforcement of the laws dealing with prescription of 
drugs. 

Your committee trusts that the law department will fully explore and report 
to the house of delegates the question of conditional imposition of a sentence 
dealing with infraction of the Harrison Narcotic Act in regard to the right to 
register under that act. It also requests that the invasion of States’ rights by 
the Federal Government concerning the surrender of a State license to practice 
medicine be further explored. Your committee further requests that the law 
department consider the matter of the importation of narcotics by physicians (pp. 
1959, 1956). 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, PUBLIC HEALTH, AND INDUSTRIAL 
HEALTH (P. 1598) 


Dr. Warde B. Allan, chairman, submitted the following report, which was 
adopted : 

“In the report of the board of trustees, your committee notes that the bureau 
of legal medicine and legislation is continuing its cooperative work with the 
American Bar Association committee on narcotics and alcohol for at least an- 
other year. This is a very worthwhile project and of national importance to all 
groups concerned. It is understood that this is continuing under the direction 
of the Law Department. * * *” 


REPORT OF REFERENCE COMMITTEE ON SECTIONS AND SECTION WORK (PP. 1600, 1601) 
C. Resolution on Legalization of Narcotics 


In accordance with the directive of the house of delegates in June 1954, the 
board of trustees referred to the council on pharmacy and chemistry for de- 
tailed consideration the resolution introduced by Dr. Andrew A. Eggston, New 
York, which favored the distribution of narcotics at cost or free under several 
safeguards. 

The council, following consultation with several individuals and groups ac 
tive in this field, agrees that the narcotic problem has increased in seriousness 
since the close of World War II. The means of alleviating the problem, as 
suggested by the resolution, was extensively tried during the period after the 
end of the first World War. Experience with these clinics clearly indicated that 
they were an absolute failure and that they increased rather than diminished 
the problem. The evidence on this point was so clear that those who had 
originally advocated them were convinced, and all of the clincs were closed 
within a few years. However, the council feels that the present situation is 
far from satisfactory and that the problem is being handled too exclusively as a 
police problem, without sufficient emphasis on its most important medical aspects. 

The board considered the report of the council on pharmacy and chemistry, 
as well as pertinent material from the National Research Council and the Com- 
missioner of Narcotics, and recommends that the resolution introduced by Dr. 
Eggston be not adopted. The board, however, believes that the matter should 
be thoroughly explored and is referring the problem to the subcommittee on 
narcotic addiction of the council on mental health. 

Supplementary report C was referred to the reference committee on hygiene, 
public health, and industrial health. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, PUBLIC HEALTH, AND INDUSTRIAT 
HEALTH (P. 1601). 


Dr. Warde B. Allan, chairman, presented the following report, which was 
adopted : 

“Your reference committee on hygiene, public health, and industrial health 
had two matters referred to it, one being supplementary report C of the board 
of trustees, entitled “Resolution on Legalization of Narcotics.” Your reference 
committee recommends the adoption of this report.” 
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{Report of special committee on narcotic drug situation to the house of delegates, New 
Orleans, 1920, pp. 16-28 (recommendations contained on pp. 27-28) ], 


REGULATION OF HABIT-FORMING DRUGS 


The Harrison law has now been in operation a sufficeint length of time to 
afford a fair opportunity for determining its effectiveness. It must be admitted 
that it has failed of the purpose for which it was enacted, viz., the restriction 
of the use of habit-forming drugs to legitimate purposes. While definite figures 
are lacking, it is estimated that there is at present imported each year into this 
country between 4 and 5 times as much opium as is needed for medical pur- 
poses. Reports indicate that efforts to enforce the law in the face of this over- 
supply of drugs have resulted in a marked increase in the illicit distribution of 
opium, morphine, heroin, cocaine and other inhibited drugs, while the extortion 
unfortunate victims of drug habits has been made possible by the illegal methods 
under which the traffic is necessarily carried on. The enormous profits of illegal 
traffic in drugs has led to systematic efforts to increase the number of prospective 
customers while the opportunities for profits due to the dishonest enforcement of 
the law in different localities has led to blackmail and official corruption. The 
present situation is exactly the same that would have resulted if a Federal 
law has evidently failed. Nothing but continued failure and scandal can result 
manufacture and distribution unrestricted. The attempt to regulate the use of 
habit-forming drugs and to restrict their use to legitimate purposes by a license 
law has evidently failed. Nothing but continued failure and scandal can result 
so long as it is possible to produce and bring into this country each year many 
times the amount of these drugs needed for legitimate purposes. The only effec- 
tive method of control is by the Government, through the United States Public 
Health Service, being given complete control of the importance and distribution 
of habit-forming drugs, the forbidding of their manufacture or importation by 
any private individual or firm, the ascertaining of the approximate amount 
needed each year for legitimate purposes, the importation of this amount under 
Government control and its distribution to properly qualified and registered 
persons through the Public Health Service with the requirement of strict account- 
ability for all drugs issued. The council recommends that it be instructed to in- 
augurate an investigation into (1) the amount of narcotic drugs required for 
each year for legitimate purposes; (2) the amount of narcotic drugs now actu- 
ally imported into the country; (3) the devising of effective methods by which 


these drugs under proper Government supervision may be restricted to legitimate 
uses. (38) 


REPORT OF SPECIAL COMMITTEE ON NARCOTIC DRUG SITUATION 


The speaker stated that there was a special committee appointed last year on 
narcotic drug situation in the United States, and that Dr. E. Eliot Harris, New 
York, was chairman of this committee. He asked Dr. Harris to present the 
report. 

Dr. Harris requested Dr. A. T. McCormack, Kentucky, a member of the com- 
mittee, to present the report, which he did, and then the report was referred 
to the reference committee on legislation and public relations. (38) 

The report is as follows: 

At the present time the people of the United States are awake as never before 
to the menace of the narcotic drug situation. This situation was made acute by 
the activity of the Federal authorities acting under recent decisions of the United 
States Supreme Court, which decisions interpreted the Harrison narcotic law as 
applied to the practice of medicine. Under the social pressure exerted by the 
demand for facts and guidance, the medical profession should take the lead to 
which their position entitles them, and should not be compelled to follow in the 
wake of the great work already begun of stamping out drug addiction. That such 
a demand is not too radical or sensational is indicated by the fact that the narcotic 
drug habit is declared a “pestilence” by the New York City Board of Health in a 
recent amendment to its sanitary code. The profession has already responded to 
the situation by the appointment of committees for investigation in the hope of 
answering some of the most pressing questions. It is after a year of investigation, 
of conference, and of study that the committee appointed by the American Medical 
Association presents the following report. 

There are certain preliminary questions which will be asked in some form by 
one who approaches the problem of drug addiction in a constructive attitude. 
These may be stated in the following form: 
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1. Can the use of narcotics as we now know it be said to be a modern problem? 
2. Is there proof that drug addiction is widespread enough to constitute a social 
menace? 

8. Is there genuine danger of an increase of drug addiction in proportion to the 
population ? 

4. What measures have been taken to meet the danger of drug addiction as it 
now exists? How far do these measures meet the present situation ? 

5. In what direction should the measures now employed in the treatment of 
drug addiction be extended ? 

We shall undertzke to point out in this report that drug addiction in the sense in 
which we ordinarily use the word at the present time is a modern problem; that 
for certain reasons connected in part with commerce and the spread of civiliza 
tion it is widespread ; and that because of the growth of cities with their close 
association, as well as because of the ease of communication, there is grave 
danger of the rapid increase of the drug habit unless we take advantage of the 
present interest and get control of the situation through law and care of those 
already victims and therefore centers of imitation-suggestion. We shall review 
in the words of men who know from actual experience with large numbers of 
cases the measures taken to meet the menace, and on the basis of conclusions 
from these facts shall recommend future action. 

1. The poppy plant and its qualities were known throughout the Mediterranean 
Basin at an early period. Itis mentioned in the poetry of Homer and the words of 
Hippocrates. That such knowledge followed the travel routes of the ancient 
world is beyond question. But the use of opium to any great extent in the East, 
in India and China, seems to coincide with the spread of Mohammedanism and 
with the ban of Islam on alcoholic beverages. The use of the pipe and the custom 
of chewing spread rapidly from this period until the Chinese Government took 
measures to stopit. The soil of India was peculiarly adapted to the growth of the 
poppy, Where it early became an article of commerce as well as a Government 
monopoly. In 1757, this monopoly passed into the hands of the East India Co., 
and from that company to the British Government. 

We have few facts to indicate that drug addiction came to notice as a menace 
among western peoples until after the discovery of the opium alkaloids, particu- 
larly morphine and after the perfecting of the hypodermic syringe. In 1855 Dr. 
Wood of Edinburgh advised the introduction of morphine by incision. It was 
only 54 years ago that the injection of morphine under the skin was introduced 
into France. While we know that opium smoking was known, particularly to those 
in touch with the East, still in general the effects of opium smoking are less dele- 
terious than those of morphine. Moissan’* shows that the smoke of opium con- 
tains only a trifling amount of morphine. “The effect is apparently due, not to 
that alkaloid, but to such decomposition products as pyrol, acetone, and pyridin, 
and hydropyridin bases.” Browne’ found that after smoking an opium mixture 
containing 8.98 percent of morphine, 7.63 percent was left in the dross, so that only 
1.35 percent of morphine was carried over in the smoke or decomposed by the heat 

Still more recent than the use of morphine with the hypodermic needle is that 
of cocaine and of heroin, now perhaps the greatest drug menace of city life. 
Heroin has been in use only about 20 years. The ease with which these drugs 
‘an be used as snuff (“happy dust”), and their recent use by gangsters, make this 
a separate problem. Already physicians are distinguishing morphine and heroin 
users as distinct types. We shall see the evidence in the reports incorporated 
herewith. 

The facts stated indicate that we are not dealing with the opium smokers ot 
eaters of another age and civilization, but with a problem which in one phase 
dates back to the middle of the 19th century with the introduction into use of 
the hypodermic needle . In another phase, heroin addiction dates back not more 
than 10 years. As it is a recent problem, small wonder that we find the facts 
not classified. To those who know the facts regarding the rapid spread of the 
drug habit among the population, there seems serious basis for alarm. 

~. When we attempt to answer in terms of fact the question of the extent of 
the use of narcotic drugs, we are surprised at the inadequacy of our information. 
If we turn to commercial statistics, we find that it is not only very recently that 
the extent of the commerce in these drugs could be estimated. Laws and regula- 
tions governing their sale and use did not provide for tracing them from the 





1Moissan, H.: Compt. rend. 4: 33 (December 5) 1892, quoted from Encyclopedia 
Britannica, edition 11. 


* Browne, F.: Report on Opium, Hong Kong, 1908. 
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importer to the ultimate consumer. But tables compiled from the registrations 
under the Harrison narcotic law and published in a report on the Traffic in 
Narcotic Drugs, made by the Treasury Department of the United States under 
date of June 1919 give some idea of the ramifications of the traffic. These tables 
showed the use by manufacturers in 1914 of 118,282 pounds of opium and of 
767,283 ounces of morphine, heroin and cocaine, in the order named. Of 4,092 
manufacturers making proprietary medicines, 1,098 reported the use of either 
opium, morphine, heroin or cocaine in their preparations. It has been estimated 
that fully 90 percent of the opium entered for consumption is used for other than 
medicinal purposes. 

The system of registrations required by the Harrison narcotic law showed a 
total of 233,491 registrations—125,905 physicians, 42,240 dentists, 10,399 vet- 
erinarians, 48,196 retail dealers, 3,799 hospitals, 76 importers, and 831 whole- 
sale dealers. This list gives some idea of the range of legitimate dealing with 
drugs. In addition, there is of course the large amount of smuggling from Canada 
and Mexico in addition to that possible from our own long coastline on the two 
oceans and the Gulf of Mexico. Even on the basis of what is known, the astound- 
ing fact is revealed that enough opium is consumed in the United States to pro- 
vide every man, woman, and child with 36 doses a year on the estimate of 1 grain 
to a dose. When we contrast this with an annual per capita consumption in 
Austria of one-half grain; in Italy of 1 grain; in Germany of 2 grains, and in 
France of 3 grains, we have some concept of the appalling extent of the use of 
drugs in the United States. 

Probably the most serious attempt to determine the extent of drug addiction 
among the population was attempted by the compilers of the report of the 
Treasury Department to which we have referred. Five sets of questionnaires 
were issued. No. 1 was sent to the chiefs of police of 1,263 cities of the United 
States having a population of more than 5,000. Out of 760 replies, 372 reported 
no data. No. 2 was sent to 3,271 wardens of State, county, and municipal prisons 
and reformatories. Of the 760, only 126 contained certain information. No. 3 
was sent to 2,464 superintendents of State, county, and municipal almshouses, 
584 to superintendents of State hospitals, 471 to superintendents of insane 
asylums, and 1,582 to county and municipal hospitals—a total of 5,101 insti- 
tutions. Replies were received from 1,520, about 30 percent of the number. 
No. 4 was addressed to 3,023 State, district, county and municipal health officers. 
Of the 983 replies received, 777, or 26 percent, contained information of value. 
No. 5 was sent to 4,568 superintendents of private hospitals and sanatoriums. 
Only 227 returned information of any value. It will be seen from the most casual 
glance at the percentage of returns that they can have very little statistical value. 
When we subtract from those returned with something definite in the way of 
numbers the inevitable wastage from inexactness and carelessness, it is probable 
that 20 percent of the total possible amount of information would be a liberal 
estimate of the returns from this questionnaire. The most valuable result of 
the attempt was to show in a startling way the lack of proper records and reliable 
statistics as to drug addiction. 

3. Estimates as to the number of drug addicts in the United States vary from 
200,000 to 4 million. For reasons already stated, we distrust estimates based 
on the questionnaire material quoted above. If we estimate from the compulsory 
registration of narcotic drug addicts in the Greater City of New York district 
in force since July, 1919, we should find that there had been 7,741 registrations. 
But this is believed to be considerably less than the whole number resident in 
this district. In view of New York’s transportation problems and traffic dangers, 
it gives us pause to find that 23 percent of 3,500 registered addicts were chauf- 
feurs, motormen and drivers. Such a fact in itself shows the menace of the 
drug problem. 

From the facts we have thus far presented, the extent of the use of drugs in 
the United States is proved more by the amount of legitimate commerce in them 
than by exact statistics as to the number of addicts. But the figures concerning 
this commerce speak for themselves. It is, however, well to remember that after 
our entry into the European conflict there was created in this country what was 
known as the War Trade Board. One of the duties of this Board was to restrict 
the importation and exportation of merchandise to actual necessities. Opium and 
its alkaloids, also coca leaves and cocaine, were among the items restricted. 
Although this Board has gone out of existence, certain functions performed by 
it are still in force and are performed by other departments. Decisions relative 
to the importation of narcotic drugs are now being made by the State Depart- 
ment. It is still true that England permits the exportation to this country of 
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the drugs mentioned in the Harrison Act only in cases in which the importer 
has obtained permission to import these drugs from the State Department. 

4. The recognition of drug addiction as a national problem can be said to date 
from the passage of the Harrison narcotic law in 1914. In general, the scope 
and purpose of this law appear to be “a regulation of the distribution of narcotic 
drugs, and the limiting of their consumption by human beings in cases where 
they are administered, prescribed or dispensed to a patient by a physician or 
dentist.” Another purpose, as later declared by the Supreme Court, was “to 
prevent the possibility of narcotic drugs being illegally disposed of without 
payment of the tax and without the use of order forms.” The drugs covered 
are specified to be “opium or coca leaves, or any compound, manufacture, salt, 
derivative or preparation thereof,” and the persons entitled to register and 
required to pay a tax are limited to importers, manufacturers, producers, dealers, 
physicians, dentists, veterinary surgeons, and other practitioners permitted by 
some of the States. 

State governments may impose restrictions and regulations governing the 
control of narcotic drugs, which, however, should be in conformity with the 
Federal Harrison narcotic law. The present narcotic drug law in force in the 
State of New York, known as the Whitney law, was framed with the idea of 
permitting the ambulatory treatment of addicts. Ambulatory treatment is the 
giving of a narcotic drug into the possession of an addict for self-administration. 
As the law now stands, it imposes on the entire medical and pharmaceutical pro- 
fessions a mass of annoying and petty restrictions and requirements which were 
thought to be necessary in order to prevent the abuse of the ambulatory method 
of treatment, which so temptingly lends itself to questionable practices by addicts 
and others. The whole weight of opinion is now against this method of treatment. 
It therefore seems unjustifiable to insist that reputable practitioners shall be 
inconvenienced by the necessity of familiarizing themselves with the technical 
requirements of two sets of laws and regulations not in harmony. Where there 
is uniformity regarding treatment, classification and aftercare of addicts, a 
long step will have been taken toward unification of State laws in harmony with 
the Federal law. 

CONFERENCES ON DRUG ADDICTION 


In order to cover more fully the questions asked at the beginning of this 
report, particularly with reference to the treatment of addicts, the chairman of 
the committee held many conferences during the year in New York, Chicago, 
Washington, Philadelphia and Atlanta. 

The following statements were taken from notes made at the several confer- 
ences. Those who revised the notes of their statements or furnished new state- 
ments are here quoted.’ 


Dr. Thomas 8. Blair, chief, Bureau of Drug Control, Pennsylvania Department 
of Health. 

Dr. Arthur S. Braunlich, visiting physician, Riverside Hospital, New York. 

Mr. David VY. Cahill, assistant United States district attorney for the Southern 
District of New York. 

Dr. Walter H. Conley, acting general medical superintendent, Metropolitan 
Hospital, New York. 

Dr. Royal S. Copeland, health commissioner of the city of New York. 

Dr. Joseph C. Doane, chief resident physician, Philadelphia General Hospital, 
Philadelphia. 

Dr. A. G. DuMez, Hygienic Laboratory, Washington, D. C. 

Mr. Arthur D. Greenfield, A. B., LL. B., attorney at law, New York. 

Dr. S. Dana Hubbard, director, Bureau of Public Health Education, City of New 
York. 

Dr. Stephen P. Jewett, of the department of psychiatry, Bellevue Hospital, 
New York. 

Dr. Alexander Lambert, president, American Medical Association, New York. 

Dr. Perry Lichtenstein, physician in charge, City Prison, Borough of Manhattan, 
City of New York. 

Miss Sara Graham-Mulhall, first deputy commissioner, Department of Narcotic 
Drug Control, State of New York. 

Dr. Emil J. Pellini of the department of pharmacology, New York University 
and Bellevue Medical College, New York. 


* The individual statements are included in a reprint of this report, which will be sent 
on receipt of a stamped addressed envelope. 
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Dr. Alfred C. Prentice, member of the Committee on Narcotic Drug Legislation 
of the Medical Society of County of New York. 

Dr. M. Mortimer Sherman, physician to psychopathic ward, Kings County Hos- 
pital, Brooklyn. 

Dr. J. Calvin Weaver, physician to United States Penitentiary, Atlanta, Ga. 

Statement of Dr. Pellini 


I have been studying the subject of drug addiction for over a year, my en- 
deavors covering observations on both human beings and animals. 1 feel that 
I would be a little premature in drawing definitive conclusions from my experi- 
ments, as I want to be positive that they have been controlled in every possible 
way before giving them wide publicity. However, I feel that I am now justified 
in setting forth some of the opinions I have formulated from my observations 
up to the present time. 

In the first place, there is the question of the withdrawal phenomena. I feel 
that the so-called withdrawal symptoms have received a greatly exaggerated 
importance; for in my own experience, as undoubtedly in yours, there have beeu 
a number of well-controlled cases in which the withdrawal symptoms were 
entirely absent. I am satisfied from my observations that the withdrawal symp- 
toms are purely functional manifestations and have no physical basis. 

Secondly, I doubt the production of antibodies formed during addiction. In 
studying the literature one finds many conflicting reports as to the presence of 
antibodies. This in itself would cast a doubt on their existence, for if they were 
there in any amount it would be simple of proof. But as the matter stands, there 
is still a great deal of confusion. Again, it is common knowledge that addicts 
who have been withdrawn from the drug have succumbed to a dose which but 
a few days previously they had tolerated without toxic manifestations. Rapid 
loss of tolerance has also been shown in animals. 

I feel that a person can be withdrawn directly from any dosage. He may 
show symptoms, but as far as fatalities go, I am satisfied that they are not due 
to the withdrawal but to some other concomitant condition. I do not believe 
that the amount of drug that an addict has been accustomed to plays any part 
in the psychologic picture of withdrawal; I think that it is more a question of 
the duration of time he has been addicted. 

In regard to treatment, I think the first essential is thorough elimination, 
whether one employs cathartics, diuretics, saline infusions or what not. Possibly 
a combination is best. Catharsis is always indicated by the constipation of 
addiction. Secondly, I believe that immediate withdrawal is indicated. If any 
withdrawal symptoms are present, some nonopiate depressant may be given. 

From this on, active treatment should begin by building up the patient phys- 
ically. This may be accomplished by tonics, nutritious food, and sufficient ex- 
ercise to produce healthy sleep. This also helps to restore his morale. 

A slow reduction method, consuming from 10 to 15 days, can be used with 
propriety if the patient is under absolute control. The aim of this method is to 
obviate the dread with which the patient looks forward to withdrawal; but the 
prolongation of the treatment, in my opinion, merely extends the period of fear. 
Of course, it is to be understood that any reduction treatment is valueless if the 
patient is entrusted with the drug for self-administration. 

What I have said relates solely to taking the patient off the drug and immedi- 
ate subsequent treatment, and does not deal with permanent cure. To my mind 
there are two types of addicts. One is the normal, whose addiction is an inci- 
dental condition. This type will probably remain cured when taken off the drug. 
The other type is constitutionally inferior. The sole hope for his permanent cure 
lies in two channels: One is the removal of opportunity to obtain the drug; the 
other is sociological. In an addict of this kind, the cessation of his habit leaves a 


void which must be sublimated to some other mental or physical activity which 
is socially recognized. 


Statement of Dr. Braunlich 


The treatment of drug addiction, so far as the withdrawal of the drug is con- 
cerned, is the minor part leading to a successful cure. The only treatment with 
which I have any large experience is the scopolamine (hyoscine) anesthesia treat- 
ment, as the safest and most efficient method and one that does not involve too 
cumbersome a routine. Although our method is basically routine * * * it is, 
at the same time, individual to the extent that patients are not reduced equally 
to a given amount of drug; nor is the scopolamine hydrobromide given at the 
same intervals of time or amount to each patient. This requires in tbe scopol- 
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amine wards a large personnel supplied by regular trained nurses, about one 
nurse for every three patients. The drug is withdrawn from 50 to 100 patients 
weekly. The number of cases treated to date is 1,600. 

Patients are admitted to the hospital through an examination room, where they 
are undressed and taken to a second room for a thorough cleansing. 
then passed to a third room, where hospital clothing is provided. Patients are 
then sent to the admission building. It is here that a rapid reduction in their 
drug allowance takes place—no heroin is used—the patient being immediately 
switched to morphine. Each usually receives from 5 to 6 grains the first day, if 
taking large quantities of either heroin or morphine. At the end of the fifth day 
the quantity taken is anywhere from 114 to 8 grains of morphine in 24 hours 
During this reduction period, elimination is caused by the free use of cathartics 
which are given on the fourth and sixth days. On the morning of the fifth day a 
saline laxative is given, and on the morning of the seventh day, at 6, a large dose 
of castor oil, and the last dose of morphine at 6:15 a. m., before receiving the 
scopolamine treatment. 

The cathartic used is a capsule or tablet containing: calomel, 2'4 grains; 
powdered rhubarb, 21% grains; powdered ipecac, one-half grain; atropin sulfate, 
one one-hundred-and-eightieth grain; strychnine sulfate, one-thirtieth grain. 
One is given at 3, 6,and 9 p.m. The patient is transferred to the scopolamine 
wards on his seventh day after admission. He is given the first dose of scopola- 
mine the moment he becomes uncomfortable or shows withdrawal signs, usually 
one two-hundredth grain. This is repeated at intervals frequent enough to keep 
up an anesthesia corresponding to the first stage of an ether narcosis—the stage 
of excitement. They show a mild delirium, with occasional jerky muscular move- 
ments and almost generally, a reduction in the pulse rate. This anesthesia is 
kept up for 36 hours. If, during this period, the patient becomes very agitated 
(and at times a patient becomes maniacal) we do not hesitate to give a dose of 
morphine. This does not in any way lengthen the duration of the treatment. 

Marked abstinence symptoms on withdrawal of the drug are self-limited to 
about 72 hours. We expect, and usually succeed, in having the scopolamine in 
the system carry them through the final 36 hours. The abstinence symptoms most 
frequently seen, the day after treatment, is vomiting. If not too severe, or ac- 
companied by other symptoms, such as pains, we pay no attention to it; if other- 
wise, we give a few more doses of scopolamine, either by mouth or hypodermi- 
cally. 

About the 10th day after admission, the treated patient finds himself in the 
convalescent building. Although he is much weakened, he is more or less up and 
around. Because of his muscular weakness and sleeplessness, he is at his worst 
as to his craving for the drug, and it is during this convalescent period that he 
needs the most careful watching. He is given hypnotics, such as bromide, chloral 
and barbital (veronal). If the pulse is weak, he is given spartein sulfate and 
strychnine occasionally, combined with one-fortieth grain of apomorphine. 
These three, together, make a very soothing, stimulating dose. After a week 
in the convalescent ward, the patient is sent to a dormitory building and given 
some occupation in the activities of the island. There he gets no medicines of 
any kind, except for some intercurrent affection. 

Regular diet is given up to the time of entering the scopolamine wards. 
Nothing but water is given while in the scopolamine wards. After that, regular 
food is allowed as soon as the patient is able to take it. 

As we see these addicts at Riverside Hospital, more than 95 pereent of whom are 
heroin takers, there exists individual cowardice and fear. There is also a pecu'iar 
state of mind or craving which persists after the withdrawal of the narcotie. 
This tendency of the mind to revert to the drug becomes more pronounced if the 
former patient knows he can get the drug or has hopes of getting it. To take 
away all possibility of getting the drug is, in my opinion, the only way of get- 
ting a cure. * * * It is my personal opinion that we are putting the cart before 
the horse in attempting to cure patients when they are able to procure the drug 
after treatment. I believe a very large percentage will relapse sooner or later, 
regardless of the form of treatment they have had, if it is possible to procure 
their drug. If the treatment, however, withdraws the drug and builds up physi- 
cally, as at Riverside, we hope a large number will stay cured. 


Statement of Dr. Conley 


We started to treat drug addicts at the Metropolitan Hospital, New York, in 
1913, with only 12 cases. During the first 6 months of 1914 we treated 36 cases. 
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But when the Boylan law went into effect, July 1 of that year, the number in- 
creased so greatly that we treated 501 cases during the remainder of the year. 
In 1915 we admitted 1,342 cases. Under the new law the police became very 
active and arrested many peddlers and illicit dealers. With the resulting diffi- 
culty in obtaining their drug, addicts flocked to the hospital clamoring to be re- 
lieved of their habit. In 1916 we treated 890 cases, but since then the number 
has gradually decreased. 

We have tried various methods of treatment, but have given the scopolamine 
treatment wherever it could be used with safety. The method which we grad- 
ually worked up has since been widely adopted. The greatest difficulty connected 
with it is the amount of individual care necessary. 

Of the 3,300 cases that we have admitted and treated, 1,000 were repeaters, 
most of them of the underworld addict type. Of the cases prior to 1918, the 
greater number took heroin alone. Later they have been taking cocaine in addi- 
tion. In my opinion heroin is an unnecessary drug, and some effort should be 
made through the Federal Government to prohibit its manufacture. Heroin 
addicts, many of whom are gunmen, should be detained for treatment, either by 
commitment or some other due process of law. That this habit is a feature of 
gang life in cities is shown by the fact that often entire gangs come to the hos- 
pital at once for treatment. 

The morphine cases we have received were treated in a different manner from 
the heroin addicts. They are usually from a higher social level, have more 
“backbone,” and are better able to help themselves. Most of them had been 
taking the drug for 10, 15, 20 and even 30 years. They were given reduction 
treatment. 

Aftercare, in some cases for an extended period, is of paramount importance. 
Some place in the country under the direction of the health or correction depart- 
ment should be selected, a place where the air is good and where enough tillable 
land is available to furnish outdoor work for the inmates. Many addicts need 
to be reeducated, to acquire a new outlook on life, and for this, environment and 
time are important factors. With plenty of good food and physical exercise, 
the general physical condition will improve; then reeducation can be commenced 
with some hope of success. Some patients simply need to have their self-respect 
restored. Others need to be taught a trade or fitted to earn their living in a 
legitimate manner. As we learn more concerning these patients, the prospect 
of returning many of them to usefulness seems brighter. 


Statement of Dr. Doane 


Prior to the enforcement of the Harrison Act, straggling cases of drug addiction 
came to the Philadelphia General Hospital for treatment. After March 1, 1915, 
they came to us in floods. In the course of a few days, 200 patients were under 
treatment. 

There are very few permanent restorations which we can prove, and it is 
our belief that the word “cured” is not frequently applicable to the results of 
treatment of drug addiction. It is possible that we have not properly classified 
our cases; that we have accepted the term “drug addiction” as a generic term, 
applicable to all. We certainly have not attempted, successfully, to separate 
the true hospital case from the custodial case. 

My experience has been chiefly with the addicts of lower type—those of the 
underworld. We believe we have failed in Philadelphia because we tried to 
treat a symptom without really trying to treat the cause. We find that most 
patients immediately return to the drug when allowed to be at large, and it 
seems wise to ask seriously whether, after all, we have recognized that the thing 
which was causative frequently is moral, mental or physical degeneracy. If then 
we have in no way disturbed the moral pathology, is it not reasonable to expect 
an immediate relapse to the former condition? ; 

We believe that treatment is the minor thing, at least from the standpoint 
of permanent relief. We believe that as long as the class of addicts which come 
to us are able to get the drug, just as certainly will they get it; because, as we 
have intimated, we have only temporized in relieving a distressing symptom 
demanding immediate attention, and we have done nothing that we may expect 
to place the man or woman in the permanently relieved class. 

We see drug addiction, burglary, prostitution, petty larceny, and all other 
major and minor infringements of the law so closely associated that it raises 
the question as to whether there is not a more or less common cause existing. 

As to treatment: We have used, and do now use, the immediate withdrawal 
method—administering scopolamine as a means of making the withdrawal more 
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or less painless. We give one dose of the narcotic on admission, to gain the 
confidence of the patient, and to allow us to begin our eliminative treatment 
before withdrawal symptoms appear. Saline infusions have been used. 


Statement of Dr. Jewett 


My experience at Bellevue Hospital with from 6,000 to 8,000 cases has been 
like that of Dr. Conley of the Metropolitan Hospital. I believe that scopolamine 
is a very useful drug. As the previous speakers have pointed out, different 
persons react differently to this drug; and if the proper elimination has been 
carried out previously, the dose needed is very small. I have used in connection 
with scopolamine, saline infusions (about a quart) into the veins, and I feel 
that as an adjunct it is very useful. The withdrawal symptoms last about 72 
hours. I am also firmly in accord with what has been said about heroin. I feel 
that the use of this drug can be entirely dispensed with in medical practice. 

Psychology recognizes in each human being a certain quantitative intelligence 
capacity accompanied by a qualitative affect component. By improved methods 
of mental measurement we are in a position to determine with approximate 
accuracy the curve of distribution of general intelligence among our population. 
By other tests we are enabled to detect special abilities and disabilities, and 
thereby guide a child into the path which leads to useful citizenship and 
satisfaction for himself. 

Many traditions have been shattered by the application of intelligence tests. 
It was long held and still is the popular opinion, that extreme deviates from the 
normal in general native intelligence are much more frequent below the medium 
than above it. The facts are, however, that for every person of any degree of 
intellectual deficiency, there is another as far above the average as the former is 
below. For example, whereas the lowest 33%4 percent of the population go to 
95 I Q or lower (by I Q is meant the intelligence quotient, or the ratio of mental 
age to chronological age), the highest 3344 percent reach 106 I Q or higher, and the 
middle 3314 percent or average group, fall between 95 I Q and 106 I Q. The 
facts seem to be that this I Q remains fairly constant throughout the life of the 
individual. 

In order to find the distribution of native endowment of general intelligence 
among drug addicts, I make a rather intensive study of 200 unselected patients 
taken from the wards after they were free from their drug and in good physic:! 
condition. That the group was fairly representative of addicts in general and 
not of any one particular class was attested by the nature of the occupations and 
former social status of its members. The group embraced professional men, 
actors, salesmen, clerks, laborers, both skilled and unskilled, as well as others, also 
criminals and noncriminals. 

While one would not wish to draw sweeping conclusions until much more ex- 
tensive studies of like nature are made, one may with safety state of what stuff 
the average heroin addict is made. Of the entire group studied, only 5 percent 
showed an I Q above 90, and this 5 percent had been mostly morphine users of long 
standing. Thirty percent fell into the group designated as dullards, with I Q’s 
ranging from 80 to 90. Forty percent were between I Q 70 and 80. The remaining 
25 percent were mostly of borderland mental deficiency, many of this group being 
actually technically feebleminded morons of high grade. 

The indications for dealing with the definitely feebleminded among the addicts 
is, of course, perfectly clear. They should have been segregated from society and 
placed in proper colonies, schools of custodial institutions long before antisocial 
conduct had begun. In this manner we would have eliminated a definite propor- 
tion of drug addicts, even though small. 

We see the majority of the addicts fall into a group of distinctly inferior types 
whose I Q’s range between 70 and 80. Bad habits and antisocial tendencies of all 
kinds are engrafted with comparative ease on this less than average mental 
acuity. The very highest mental abilities, such as perception of remote conse- 
quences, the power to perform a complete act of thought, and the ability to post- 
pone a present desire for the sake of a greater, though remote, good, are weak in 
persons who grade below the average. We certainly cannot solve the problem of 
drug addiction in this group by segregating them permanently from society before 
their addiction begins, as this group as a whole is too large, embracing about 8 
percent of the population. A study of the life histories of the addicts embraced in 
this group, does, however, point a way for action. Such studies as I have made 
show that antisocial behavior dating back to early adolescence is a part and parce! 
of the history of nearly every addict belonging to this class of poorly endowed in 
dividuals. It is pretty safe to say that if an individual reaches 18 or 20 years of 
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age without committing antisocial acts, he is not likely to become a drug addict. 
The chances, therefore, for bettering the entire situation lie with those who deal 
with children—at least with those who study and treat them. A child, for in- 
stance, who is constantly falling back in his studies is naturally subjected to many 
social and mental annoyances and irritations. Truancy often follows. (This was 
found in a large percentage of the addicts studied.) Truancy usually means bad 
associations, both mentally and morally. An empty mind has been quite properly 
called the “devil's workshop.” The treatment is clear: a better study of the men- 
tal lives of our schoolchildren; a proper grading of these children according to 
their mental capacities rather than on their chronological ages, with a consequent 
adaptation of the school curriculum to suit the individual needs, thus giving 
them healthy competition with their equals and a normal outlet to their energies 
This is getting at the root of the problem—the proper education of subnormal 
children. Let us make a real diagnosis of the defective mind and body which 
is keeping the future citizen from reacting to society as he should. While refor- 
mation of those who are deeply settled into the ruts of drug addiction and other 
antisocial behavior is problematic, let us not forget that there is a field, namely, 
the subnormal children of school age, in which our efforts are bound to reap a 
bountiful harvest of success which will be of great social and economical value. 

In the highest type of drug addicts, possessing the requisite intelligence, moral 
qualities, and willingness to cooperate, there is a psychotherapeutic measure 
which holds forth promise—psychanalysis. This psychotherapeutic procedure is 
fundamental in nature in that it aims to discover underlying psychic conflicts that 
lead to addiction. It should clearly be understood that psychoanalysis cannot be 
directed against the habit in its clinical aspects. In those cases in which the 
underlying causative factor is a neurosis, psychoanalysis is indicated as a rational 
therapy, once the patient has been successfully freed from the drug. Psychoanaly- 
sis closely examines the makeup of the individual, and attempts to answer the 
question: “What regressive trends of the libido have led the intelligent mor- 
phinist to indulge in the cheap self-gratification that can be derived from the drug 
rather than to distribute his interests and to wrest normal pleasure from his en- 
vironment?’ There are many possibilities. Perhaps the use of the drug rep- 
resents (as Ferenczi has pointed out in the case of alcohol) “a palliative self- 
treatment by poisoning the endopsychic censor.” This does not purport to be an 
exhaustive discussion of the possibilities of psychanalysis. But in the investiga- 
tion of the complex-constellations, repressions, and resistances of the drug addict 
in relation to the tendency to habit formation, the field is one of fruitful sug- 
gestion. 


Statement of Dr. Lambert 


In 1883, when an intern in Bellevue, I became interested in morphine addiction 
because there was always a certain small percentage of those addicted to mor- 
phine in the alcoholic and general wards of the hospital. It was just after the 
time when abdominal operations had first become a common occurrence, and a 
great many patients drifted to Bellevue suffering from the morphine habit ac- 
quired through legitimate but ill-judged treatment. The surgeons had learned 
better even then, and less addictions occurred after that period. Seven years 
later, when I had become an attending physician and was studying to work out 
some solution of treatment for the addicts, about 2 percent of the admissions to 
the alcoholic wards were drug takers. These patients impressed me then as un- 
justly stigmatized as morally perverted and severely condemned as responsible 
for a habit really fastened on them by medical accident. Most of them hated their 
drug and its slavery, and were dominated by the intense fear of withdrawal suf- 
ferings. Our inability to help these people without undue suffering prompted me: 
to seek continuously for some form of withdrawal treatment which would be suc- 
cessful without unbearable suffering. This the belladonna treatment finally 
afforded. 

There was no social narcotic drug problem at that time. There was no heroin, 
and the cocain users were only beginning. Opium smoking was fairly common, 
having come from China by way of San Francisco, and was a sociable method of 
narcotism usually indulged in by small groups. When environment prevented 
the smoking, the same opium rolled in pills sufficed to keep the user comfortable. 
Morphine was the narcotic of the underworld inhabitant who did not smoke 
opium. 

I have been much struck with the general opinion expressed here and the 
keen and accurate separation that the gentlemen make between the present day 
heroin addict and the morphine addict. I have cared for both. It is usually a 
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just differentiation that the heroin addict is of an inferior personality compared 
with the morphinist. This is due to the difference in the physiologic action of the 
two drugs. Heroin inflates the personality like cocaine or like the early stages 
of alcoholic intoxication. It lasts longer than cocaine, can be snuffed in the nose 
equally well, and does not produce such intense reaction or such mental per- 
version as cocaine. It is therefore the drug of the young, gregarious person, sup- 
plying the satisfactory inflation to the youthful personality, undeveloped or de- 
ficient. Morphine is the drug of the stronger personality who has acquired the 
habit of using it to relieve pain or who has drifted through temporary medication 
unwittingly into persistent usage; or of others who are using it because of mental 
suffering to seek forgetfulness of the past. I have treated nearly all forms of 
opium addictions. The codein addicts have been few, but have taken it for 
physical pain of some physical injury or pain of neuralgia. Laudanum and solid 
opium users have been those who came from rural communities where this form 
was more economical and more readily obtainable than morphine. When pare- 
gorie has been used, the habit has usually started by medication for illness, and 
‘ontinued because of alcoholic as well as opium effect. The great majority of 
my own patients have been those who had acquired the morphine addiction 
through medication for illness, and were eager to be free from its use. 

The addicts can be taken off their drug effective by several methods of treat- 
ment. As Dr. Braunlich has pointed out, scopolamin is effective, but leaves 
them with an intense depression and still craving their drug. The belladonna 
treatment obliterates the craving for the drug; and although they may feel 
weak, they are not depressed. The physostigmin (eserin) and pilocarpin treat- 
ment also leaves them without desire and without depression. But however 
the method used to withdraw the drug and get the patient “off” his particular 
form of drug, some definite form of aftercare in absolutely essential to any suc- 
cessful handling of these patients. 

When first trying the belladonna treatment in Bellevue Hospital, I endeavored 
to trace 100 patients 6 months after the treatment had been given them in the 
hospital and they had gone out with no aftercare. I could trace 22 percent. 
Seventy-eight percent had disappeared and were untraceable. Of the 22 per- 
cent traced, 5 percent had remained off their drug, and 17 percent had gone 
back. That is, the great majority of hospital patients, if given no aftercare, 
will surely revert to their drug. In my private work at the same time I found 
that with aftercare a very large percentage remained permanently free from 
their addiction. 

No matter how long a patient has been taking opium or its (lerivatives, there 
is no permanent tissue change producing a series of morbid processes which 
can be designated as disease. The poisoning is a functional one and only dis- 
turbs the functions of the body cells. There may be set up various vicious circles 
in the body, each one adding to the sum total of poisoning; but there is no tissue 
change such as follows the use of alcohol. Remove the narcotic drug and 
cease its use, and the body recovers its various functions previously poisoned. 
The best method of aftercare is through general hygiene of the body and building 
it up by food and exercise. Among those accustomed to bodily exercise, hard 
physical and muscular training as if for athletic contests produces the best 
results. The psychologic problem of the individual addict must also be solved. 

The social and public health problems of the narcotic drug question are prac- 
tically confined to the addicts of heroin and cocaine, and their hospitalization and 
aftercare. The problems of the morphine addicts belong more to general medi- 
cine and are more easily solved and show no tendency to become a social menace. 
If the heroin addict is transferred from his drug to morphine be soon tires of 
it, as the morphine does not give the emotional satisfaction that the heroin 
produces, and before long the addict wishes to be free from it. 

It is my personal opinion that heroin is a dangerous drug socially and medicinal- 
ly, and that its manufacture and sale is a menace to the social welfare 
and to the hygiene of the community. Its manufacture and sale is unnecessary, 
as all its therapeutic actions can be performed as well, if not better, by other 
opium derivatives. In my opinion the manufacture and sale of heroin should 
he forbidden by law. 


Statement of Dr. Copeland 


Until we can impress it on the Congress of the United States that the opium 
traffic has got to stop regardless of what the British Empire or anybody else 
may think about it, we shall not get anywhere. * * * The great international 
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offender in the opium traffic is the British Empire. India is responsible for the 
production of practically all the dreadful drug. * * * It will be a matter of 
great surprise and shock to most Anglo-Saxons to know that the British Gov- 
ernment has a monopoly of the opium traffic, practically of the entire world. 
* * * The opium business of India is under the control of the lieutenant gov- 
ernor and the board of revenue, and is under the supervision of an official 
known as the opium agent, who weighs and tests the opium and pays the culti- 
vator. In 1917 there were sold at the Calcutta auction 11,725 chests of opium 
amounting to 1,641,500 pounds, and these figures relate only to what is known 
as provision opium, especially grown for export. Besides this, India produced 
about 9,000 chests of excise opium, for consumption at home, and medical opium, 
for export to London. * * * The opium sent to London is manufactured into 
morphine large quantities of which are shipped to Japan. In view of the fact 
that Japan does not tolerate the sale or use of opium or its derivatives within 
the Japanese Empire, one naturally wonders what becomes of the drug. We 
do not need to seek far for the answer, because the export duties on morphine 
shipped out of Japan into China, the first half of 1918, amounted, it has been 
said, to $5 million. Furthermore, it is easy to believe, in view of the commercial 
relations between Japan and Mexico, that a considerable part of that morphine 
may have reached the United States by way of Mexico. 

Prohibition of importation, manufacture, and exportation of opium and its 
derivatives, except the very limited amount required for the legitimate use of 
the medical profession, and this to be handled by some governmental agency, 
is necessary. * * * Otherwise, we can cure the addicts in our hospitals; but 


until we make it impossible for them to get hold of the drug, we are going to 
fail to get anywhere. 


Statement of Dr. Du Mez 


I should like to add a bit of information relative to England's traffic in 
narcotic drugs. * * * After our entry into the European conflict, there was 
created in this country what was known as the War Trade Board. One of the 
duties of this Board was to restrict the importation and exportation of mer- 
chandise to actual necessities in order that as much shipping as possible might 
be available for the transportation of war supplies. Opium and its alkaloids, 
also coca leaves and cocaine, were among the items, the importation of which 
was restricted by this Board. Since the declaration of the armistice, this Board 
has gone out of existence, although certain functions inaugurated by it are 
still being performed by other departments of the Government. Decisions rela- 
tive to the importation of narcotic drugs are now being made by the State 
Department. 

At the present time, England permits the exportation of the drugs men- 
tioned in the Harrison Act to this country only in those cases in which the 
importer has obtained permission from our State Department to import these 
drugs. * * * It is hoped that this arrangement with England will continue to 
be operative after the treaty of peace is signed, and that we may be able to enter 
into similar arrangements with other countries in order that we may further 
curtail the traffic in these dangerous drugs. 

My information on the subject of drug addiction was gained as a member 
of the committee appointed by the Secretary of the Treasury, March 25, 1918, 
to investigate the traffic in narcotic drugs, and in many subsequent conferences 
and observations. It has forced me to conclude that the narcotic clinic, either 
private or municipal, is of no value in lessening the number of addicts, and 
may even be productive of harmful results. 

The best evidence that a narcotic clinic cannot, from the nature of the course 
of treatment pursued, effect a cure, and merely acts as a base of supply where 
the addict can secure the drug which will satisfy his or her craving, can be 
had in New York City. There, the largest clinic of its kind has completely 
failed in accomplishing the purpose for which it was established. After some 
time and considerable expense it has been learned that the best course to pursue 
is to send the addict immediately to some institution, where he can be under 
constant observation and receive the proper care. 

The ambulatory treatment has all the faults of the clinic and others in addi- 
tion. The amount of drug an addict obtains when undergoing treatment by the 
so-called ambulatory method appears to be limited to the size of his purse. He 
appears to be able to persuade the unscrupulous physician to write as. many 
prescriptions as he desires at the rate of 50 cents per day’s supply, and the 
unscrupulous druggist has not failed to furnish the drug to date. 
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The institutional treatment is evidently the only logical course to pursue at 
present. The exact form of treatment followed at the various reliable institu- 
tions where addicts are received makes little or no difference. * * * Mention 
should be made of the aftercare of addicts. I have seen some addicts who re- 
quired building up physically, and many who appeared to be fairly fit. I 
suppose that most addicts need to be made over mentally. The best aftercare 
with respect to the latter condition is, in my opinion, such strict enforcement 
of the law that it will be impossible to obtain the drug, and therefore eliminate 
the possibility of renewing its use. 

Second statement of Dr. Pellini 

I feel that the so-called withdrawal symptoms have received a greatly exag- 
gerated importance, for in my own, as undoubtedly in your experience, there 
have been a number of well-controlled cases in which the withdrawal symptonis 
were entirely absent. I am satisfied from my observations that the withdrawal 
symptoms are purely functional manifestations and have no physical basis. 

All present agreed with the conclusions of Dr. Pellini. 


Statement of Dr. Hubbard 


Analysis of the facts obtained from the narcotic clinic opened April 10, 1919, 
by the New York City Department of Health showed that instead of many per- 
sons being made narcotic drug users through careless physicians, drug addiction 
spreads like a pestilence through association. Sixty-nine percent of the addicts 
treated at the clinic said they acquired the habit from assoociates. The age of 
nearly 70 percent of these addicts was under 30. They had been less than 10 
years on their drug, and were in such physical condition that most of them 
could be restored to normal with proper care. Instead of being of that thin, 
emaciated, starved, hollow-eyed, cadaverous type, many appeared physically 
normal, although some are easily determined as belonging to the feebleminded 
group. 

In a study of more than 7,500 addicts in New York City, exemptions requested 
for persons ill with some disease numbered less than 250. It would appear that 
drug addiction is not a mysterious disease. Addicts under careful medical and 
supervisory nursing present no pathologic condition—only perverted functioning. 
It is our opinion that any form of cure can take an addict off his drug, provided 
this is done promptly. This was done at Riverside Hospital, in 1,581 cases, 
in from 3 to 5 days, without discomfort to the patient. From information ob- 
tained from the large number of addicts who have come to our clinic and most 
of whom have taken various methods of cure, it may be concluded that all 
methods of withdrawal are equally efficacious, and differ only in regard to the 
comfort of the addict while taking the cure. But treatment by private physicians 
prescribing, and druggists dispensing while the individual is going about, it 
wrong. This ambulatory method, which means the giving of a narcotic drug 
into the possession of an addict for self-administration, should be forbidden. 
For one reason, he may have more than one physician supplying him with drugs. 
The case that can be cured by this treatment is the rare exception, and so 
unusual as to make one think it impossible. Physicians generally are of the 
opinion that ambulatory treatment is not good practice, and few physicians 
use this form of treating addicts, so it is believed that those so doing must be 
either ignorant of proper methods, or do so in bad faith. 

Aftercare of the addict is always essential. With suitable funds and organiza- 
tion, institutions could be provided which should furnish adequate and proper 
care. They will need for rehabilitation several months of aftercare in the 
country, combined with an effort to get them away from bad and demoralizing 
associates and into useful occupations. 

Our study of this problem in New York City indicates most positively the 
necessity for the general and uniform enforcement of the statutes. There will 
be no panic or falling in the streets, or robbing of drugstores, or crowding of 
physicians’ offices. If the addicts cannot obtain a supply of their drug, they will 
reform, and not a fatality will be recorded. 


Statement of Assistant District Attorney Cahill 


I do not say that I feel out of place here tonight because in the course of 
my work, I have made so many friends among the real doctors that I ought to 
feel somewhat at home. My attitude preferably would be that of a listener 
because, after all, I am merely studying this subject so far as it touches on 
your profession—and it is largely a medical subject. But my experience as a 
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lawyer has touched on certain activities of the medical profession, and the law 
and medicine in this respect come together so much that it is perhaps pertinent 
.to refer to facts that have come to my knowledge, and that bear on the medical 
as well as on legal aspects of the question. I am given a lead by what Dr. 
Braunlich has said—that to his mind there would be no remedy found for this 
great evil until it is made impossible for an addict to get the drug. In view 
of the infirmity of most of the people who are today addicted to the use of these 
drugs, in view of the fact that they are weak willed and prone to vices of one 
kind or another, there is always the danger that they will revert to the habit, 
if opportunity offers. My belief is that when you make it practically impossible, 
or at least very difficult and expensive, for the addict to get his drug, then he 
will stay off it. 

Beginning with that thought and basing my statement on the experiences that 
we have had in the trial of these cases, I may say to you that it seems to me 
that the ambulatory method of treatment is the particular thing that we are 
aiming atin our prosecutions. We have not touched on the activities of physicians 
in institutions to cure this evil. Our prosecutions have been directed solely 
against physicians who give the drug practically without stint and without any 
restriction, to addicts who are walking around the streets. It has been the habit 
among some of these physicians to prescribe for addicts who live in distant 
cities—to give them a prescription for a month, or 2 or 3 months, at a time. 
These facts are given as the result of recent investigations. Whenever we 
attempt to prosecute these physicians, we are confronted with this difficulty: 
At every trial with which I have anything to do, we have been asked whether 
we propose to select methods of treatment for the doctor. Of course, if we did, 
it would be presumptuous. Anybody who asks that question, it seems to me, 
does not ask it in good faith. We do not propose to interfere with the medical 
profession. The plain fact is that in every case that we have prosecuted, it 
has appeared beyond any possibility of doubt that the physician was not pursuing 
any honest method with any legitimate purpose in mind. In practically all 
ambulatory cases, the gradual reduction method has been followed. In many 
of these cases, heroin or morphine is given to the addict and, in a great many 
of them, it is combined with cocaine * * * . This is the method that is often 
followed: The doctor begins by giving, let us say, 20 grains of heroin or 20 
grains of morphine to the addict, and perhaps 5 grains of cocaine. Then he 
brings the addict down to 19% grains of heroin and 4% grains of cocaine to 
accompany that. In some cases, they reduce the dose by as little as 4,4 grain. 
On cross-examination, these physicians almost invariably say that the cocaine 
is given in order to alleviate the pain caused by the injection of the hypodermic 
needle. We find that in practically all of these cases there is no medication of 
any kind attempted. The drug is handed out in practically the amount desired 
by the addict. We have also come in contact with a class of narcotic practi- 
tioners who are perhaps a little more pretentious than these. In the case of 
these particular practitioners, I find that they believe that we are cruel toward 
the addicts and that we are seeking to deprive them of something that is necessary 
to them; and they picture and describe, with considerable exaggeration, it seems 
to me, the agony that addicts suffer when they are subjected to any of the methods 
that you gentlemen have described here tonight. 

Today there are two sources of illegitimate supply: (1) the peddler, with 
whom we can easily deal because if we get a peddler he is practically sure to be 
convicted, and if we concentrate on the peddlers we can drive most of them off 
the street; and (2) the narcotic practitioner, and we are after him now. Up to 
about a year ago, no great attention had been paid to him. We are now seeking, 
with the valuable assistance of the reputable members of the medical profession, 
to stop this habit of prescribing for addicts, catering to their desires, and con- 
tinuing their habit indefinitely for profit and without a thought of cure. 


Statement of Dr. Sherman 


For the last few years, more especially during the past year, great stress has 
been laid on the topic of drug addiction with its manifold social, economic, and 
moral problems, by jurists, legislators, physicians, social workers, and the pub- 
lic in general. This has resulted in numerous, diverse, though peculiarly interest- 
ing, methods of care and treatment associated with far-reaching, extravagant, 
and vague opinions which, through rather wide publicity, have been brought to 
the earnest attention of all. Many phases of this habit forming menace have 
been discussed, and opinions relative to its disabling and demoralizing effect, 
both on the individual proper and on the community in general, have been so 
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pessimistic in nature that the hopelessness of the situation bas assumed a mys- 
terious aspect. More particularly have the so-called intense sufferings and tor- 
tures of the poor miserable unfortunate addicts during the withdrawal stage been 
given such farfetched publicity that I feel that sympathetic humanity should be 
definitely informed of the actual experiences and observations that I have gained 
in my connection with the drug ward of the Kings County Hospital since the 
summer of 1916. 

With no desire to discredit or discount the findings or the methods pursued 
by the many able and reputable physicians of the country, or to belittle their 
opinions, I must candidly state that I have never seen during the withdrawal! 
period the classic or well-advertised symptoms. There have been no deaths due 
to the method I have pursued in my treatment of addicts, namely, the immediate 
and absolute withdrawal of the drug, irrespective of the duration of the habit or 
the amount taken. In other words, I use the “cold turkey” form of treatment, 
as it is known among the addicts. At no time has any patient shown symptoms 
to cause uneasiness or alarm. I therefore question the statement that “It is 
agreed and on record by many competent authorities that forcible deprivation 
of opiate drug may at times cause death.” I want it distinctly understood that 
this method was pursued in the treatment of the straight cases, that is, those that 
did not present any serious physical ailment in which narcotics of the morphine 
group are absolutely essential to the welfare of the patient. 

As this is only to be a brief statement, it does not appear necessary to take up 
the matter of the makeup of the patient, his previous walk of life, occupation, or 
social standing. I therefore do not feel that I ought to say anything about the 
belief held by many that addicts as a rule are irresponsible, psychopathic, de- 
fective, degenerate, or otherwise morbid or unreliable weak willed persons. But 
I must say that the material at the Kings County Hospital drug ward was 
gathered from individuals in all walks of life and from many types of psychic 
development. 

It may be worthy of note to state that many addicts who have taken other 
methods and forms of cures have frequently told me (not while they were sti! 
under my supervision) that they preferred the “cold turkey” treatment because 
they were rid once and for all time of the craving or the desire for the drug. I 
might also say that there is seldom a patient who does not take on at least 5 
pounds in weight during the 3 weeks’ residence in the hospital. 

As to aftercare, I see no other relief but strict legislation and supervision both 
by the State and by individuals working toward the same goal, namely, that of 
ridding the community of a menace, and of aiding the individual to become a self- 
sustaining and respectable citizen. Correctional and defective cases should be 
treated at the clinic said they acquired the habit from associates. The age of 
prescribing of the drug, and by honest and sincere, but firm and disciplinary 
measures, may we hope not only to control but ultimately to eradicate this un- 
necessary evil? 


Statement of Dr. Lichtenstein 


My experience with more than 12,000 cases of narcotic drug addiction in 
the New York City prison has convinced me that there is no hard and fast rule 
as to the treatment of addicts, but in all cases the principle is the same: (1) 
Reduce the drug as rapidly as possible, at the same time giving tonic treatment ; 
(2) give proper aftertreatment. 

It is quite simple to take a patient off the drug, but it is another matter to 
keep him off of the drug. Let me emphasize, however, that I am referring only 
to the addict pure and simple. I am in no sense referring to cases of chronic 
rheumatism, cancer, or advanced tuberculosis. But even with the addict, I am 
not in favor of cutting the patient off the drug immediately. They may be taken 
off in 1, 2, or 3 weeks, never longer than 3 weeks. 

Sometimes addicts are admitted who show no withdrawal symptoms. They 
are kept on strychnine, and when the first withdrawal symptom appears, are 
given some morphine. How much morphine is given? Never more than one- 
half grain. I have never found it necessary to give more to counteract with- 
drawal symptoms. If an addict is admitted who shows active withdrawal symp- 
toms, he receives one-half grain of morphine. If the symptoms are not marked, 
he may receive only one-quarter grain. I have, however, never given more than 
2 grains of morphine in 24 hours, and have not as yet had a death as a result 
of treatment. 

I have found that neither the pulse nor the pupils give definite indications. 
It is rare to find a contracted pupil in a confirmed addict; therefore the pupil 








1962 ILLICIT NARCOTICS TRAFFIC 


is no sign that the addict has not had the drug immediately before admission. 
Sometimes these addicts show no withdrawal symptoms. 
How about ambulatory cases? Such treatment is no treatment. 


Statement of Dr. Weaver 


Prisoners who are narcotic drug addicts are received at the penitentiary from 
all the States east of the Mississippi River. The treatment of addiction here 
consists of immediate and complete withdrawal of the narcotic drug. This has 
been my practice for years in this institution. None of the addicts receive any 
of the drug of their addiction from the moment of their admission, and none 
is given during the entire period of their commitment, unless they have some 
organic disease, such as chronic Bright’s disease, heart lesions with broken 
compensation, or advanced tuberculosis. Such cases, representing not more 
than 3 percent of the addicts received, necessitate a more gradual withdrawal 
of the drug. With this particular class, any distressing symptom can be 
relieved by one-fourth grain of morphine, repeated if necessary; but not more 
than 1 grain in 24 hours is required, until the drug is finally withdrawn. 

The period of readjustment in the remaining 97 percent of cases extends from 
3 to 5 days, the vast majority requiring not more than 72 hours. During this 
period they are made comfortable by some quieting medicine, not the drug of 
addiction and not the same drug twice in succession, for obvious reasons. Sup- 
plementary treatment directed to their restlessness through the use of the electric 
cabinet bath, hot packs, prolonged tub baths and drip enemas is far more efficient 
in producing sleep than any form of sedative medicine and at the same time 
promotes elimination. Their apparent sufferings manifested during the with- 
drawal period are very largely colored by their lack of cooperation in the effort 
to get them off the drug, and their wish to be denarcotized. 

When an addict enters the prison, as soon as the nature of his case is recog- 
nized, he is transferred to the hospital. He is given a tub bath and clean clothes, 
and assigned to bed. He is at once examined for any organic lesion, especially of 
the heart, lungs, and kidneys. If his general constitution is sound, and his blood 
pressure not too low or extremely high, he is immediately taken off the drug. 
He is given a thorough purging with calomel, or the compound cathartic pill, 
and hypodermically, every 3 or 4 hours, a dose of atropine, one-hundredth grain, 
or preferably, sterile saline solution. They generally vomit until, about the 
second or third day, the vomitus assumes a decidedly greenish hue, at which 
sign we consider them to be quite denarcotized. As soon as they call for food, 
we encourage them to take almost any kind of food they wish. Most of them 
seem to have a craving for sweets. In a few days, weather permitting, they 
are sent to the grounds for daily exercise and recreation. As soon as their 
strength has been regained sufficiently, they are discharged from the hospital 
and assigned to some light outdoor work. The guard has a special detail of 
those unable to do heavy manual labor, and he is instructed to show especial 
consideration for these unfortunate addicts until their strength is recovered. 
Marked physical improvement follows the outdoor employment, fresh air, mod- 
erate exercise, mental diversion, and natural sleep, which in a few months seems 
incredible. They regularly gain in weight, from 25 to 50, or even 100 pounds in 
2 or 3 months. 

Their mental rehabilitation is quite another matter. We are not equipped or 
in position as yet to carry out any plan of mental reconstruction other than by 
means of wholesome outdoor work. Recent acquisition by the government of a 
magnificent farm of 1,400 acres, about 8 miles from the prison, will prove valuable 
in this necessary part of the treatment here in the future. Any plan of ultimate 
cure must depend on a psychologic study of each individual case, to find the 
vocation for which he can be satisfactorily fitted. The majority of our patients 
are far below the normal average in intelligence. 

I am in harmony with the advanced idea that the addict should not be sent 
to a penal institution for treatment for his drug habit. They cannot be cured 
at an ordinary hospital. Therefore the United States Government should estab- 
lish special sanatoriums for the treatment of these unfortunate individuals, 
and they should remain under the Government probation after leaving such a 
sanatorium for a reasonable period, which may be found necessary in each case 
to bring about his complete and permanent cure. 


Statement of Dr. Blair 


It is conservatively estimated that there are between 50,000 and 60,000 persons 
addicted to narcotic drugs in the State of Pennsylvania * * *. Since it isa 
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phase of narcotic work very little undertaken by the Federal Government, the 
first care of the bureau of drug control of the Pennsylvania Department of Health 
was to obtain a census of all cases of justifiable continued administration of 
narcotics, as well as of the various cases of addiction regularly under the care 
of physicians for mitigation or cure. During 1919, 2,311 such cases were duly 
verified. The census of pure addicts is also proceeding, but under great difficulty. 
Only when the pure addict has a police record that is well verified can we depend 
on much of the information turned in. Our industrial survey showed that there 
is comparatively little drug addiction among skilled and responsible workers, but 
a high incidence of it among laborers and drifting gangs; that Negro laborers 
are very prone to addiction; that idleness promoted addiction, and that better 
medical and surgical care of workers will tend to eliminate whatever of addic- 
tion there is at present. Our inspection in Pennsylvania showed a greater num- 
ber of addicts in small places than in the principal cities, in proportion to the 
population. 

Our observation has not covered an interval of time sufficient to justify general 
or specific conclusions as to the results attained by the several methods used 
in the treatment of addiction. However, we are definitely of the opinion that 
the so-called reductive ambulatory method is a complete failure * * *. The 
gradual reduction method, which is always inclusive of actual treatment in 
addition to gradually descending dosage of the drug of addiction, as administered 
by a person other than the addict himself, is a failure in the hands of many 
physicians. 

When we turn to the institutional care of drug addicts, permit me to say that 
there has never been a public institution for the treatment of drug addiction in 
the United States that has been a success unless it was run on the basis of a 
psychopathic hospital, with the patients legally committed, and under definite 
control when there. So far as I have been able to ascertain, Georgia, lowa, 
and Massachusetts are the only States maintaining institutions especially for 
the treatment of inebriety due to alcohol and narcotics. There are 43 States 
that make no public provision for the treatment of narcotic cases except in hos- 
pitals for the insane. New York City has maintained relief clinics for narcotic 
addicts, but the reports, and my own personal observation, do not make an es- 
pecially favorable showing. This is also true of clinics in other places, per- 
haps because the reductive ambulatory plan of treatment, the only one open to 
most clinics, is a failure. Daniel C. Roper, commissioner of internal revenue, 
says: “The so-called reductive ambulatory treatment does not meet with the 
approbation of the Bureau for the obvious reason that where narcotics are fur- 
nished to an addict who controls the dosage himself, he will not be benefited or 
cured, and in many cases he may, by deceiving or importuning a number of doc- 
tors, secure a supply for peddling purposes.” The experience of the bureau of 
drug control of the Pennsylvania Department of health fully supports the view 
of Mr. Roper. Some form of institutional or custodial care is imperatively nec- 
essary to success in the treatment of the great majority of confirmed narcotic 
addicts. 


Statement of Miss Mulhall 


When the present deputy commissioner took office, April 1919, there had already 
been an appreciable decrease in the number of drug addicts through the enforce- 
ment of the Harrison and Whitney laws. The work of the commission is (a) 
repressive, and (b) constructive. The repressive work has grown out of the 
supervision of transactions in drugs by dealers and druggists who prescribe 
and dispense for addicts. Its educational work has been directed particularly 
against the use of heroin and cocaine. In the month of July 1919 a request was 
sent out to these dealers to cut the amount of heroin and cocaine prescribed 
and substitute morphine. Since that time there has been a reduction of ap- 
proximately 50 percent in the amount of heroin prescribed, and the prescription 
of cocaine has practically ceased. The enormous amount of heroin used is in- 
dicated by the fact that in spite of the reduction during the period from June 
18, 1919, to March 6, 1920, 1,759,491 grains of heroin were issued to addicts. 
On March 6 of this year the request of the previous July was followed by a still 
more urgent one to the physicians and dealers who prescribe for addicts, that 
bt ro whatever be prescribed. Our returns show that this request has been 

eeded. 

Prescription returns up to 1919 showed that it was not uncommon for physi- 
<«ians who prescribe for addicts to issue prescriptions of from 40 to 90 grains 
of morphine. A prescription for more than 30 grains of morphine is now un- 
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usual. One physician in May 1919 issued 295 prescriptions totaling approxi- 
mately 10,000 grains, with an average of over 30 grains per prescription. The 
same physician in February 1920 issued 41 prescriptions totaling less than 350 
grains, and averaging about 9 grains per prescription. One of the most flagrant 
of the commercial practitioners who issued 48,647 grains of morphine in May 
1919 issued 17,255 grains in February 1920. 

Under the scheme for the registration of addicts tried out in New York City, 
approximately 7,500 addicts have been recorded. (It was appalling to find 
57 infants included in this number.) A new regulation adds the names of the 
addicts to the record. When the new plan first went into effect, over 5,000 
requests for exemptions for incurables were made. But as a result of a careful 
examination to which physicians and social workers of standing lent their 
services, only 500 exemptions were granted, and these are now reduced to 300. 

Another achievement of the commission in the first district has been the com- 
mitment, in most cases willing, of nearly 1,800 addicts to institutions for treat- 
ment. A form has been worked out with the cooperation of the justices of 
the municipal courts, and is so expressed that an addict who submits himself 
to a magistrate for commitment may listen to the reading with a feeling that 
society is performing a duty in his best interest. 

We have already said that the heroin addict is youthful. It is worthy of 
note that our records show a marked increase in the use of drugs by young em- 
ployees in factories, stores, and offices. In order to protect these youths from 
traffickers, I am of the opinion that a method of commitment of all cases should 
be devised. It would in addition prevent the increase of drug addiction by 
association. 

Statement of Mr. Greenfield 


Under the provision of section 2 of the Harrison narcotic law, no sale or other 
disposition of “opium or coca leaves, or any compound, manufacture, salt, deriva- 
tive, or preparation thereof,” shall be made except pursuant to a written order 
of the purchaser, made upon a blank form issued by the Commissioner of In- 
ternal Revenue. These forms must be bought from collectors of Internal Reve- 
nue, and are sold only to registered persons who have paid the tax provided 
for in section 1. Such persons are limited to importers, manufacturers, pro- 
ducers, dealers, physicians, dentists, veterinary Surgeons and other practition- 
ers permitted in some of the States. Exception A permits the sale, dispensing, 
or distribution by a dealer to a consumer under and in pursuance of a written 
prescription issued by a physician, dentist, or veterinary surgeon registered 
under the act. 

One of the serious questions arising under the law was whether there was any 
limitation of the discretion of a physician as to the cases in which and the 
manner in which he might prescribe or dispense narcotic drugs. March 3, 
1919, the Supreme Court handed down two decisions on this question: in the 
eases of United States v. Doremius, and Webb et al. v. United States, both re- 
ported in volume 249, United States Reports, on pages 86 and 96, respectively. 
The court held in substance that exceptions A and B did not permit the-dis- 
pensing or prescribing of narcotic drugs to an addict when it was done neither 
for the treatment of any disease nor in the course of professional treatment in 
the attempted care of the habit. The practical effect of this decision was to 
deny to physicians the right to prescribe or dispense narcotic drugs to drug 
addicts in any case except (1) cases in which there is a legitimate medical rea- 
son for the use of the drugs other than drug addiction, and (2) cases in which 
the drugs are legitimately used in the course of bona fide professional treat- 
ment for the cure of the addiction. 

In the case of Webb et al. v. United States, the Supreme Court answered a 
question propounded to it by the lower court as follows: 

Question: “If a practicing and registered physician issues an order for 
morphine to an habitual user thereof, the order not being issued to him in the 
course of professional treatment in the attempted cure of the habit, but being 
issued for the purpose of providing the user with morphine sufficient to keep 
him comfortable by maintaining his customary use, is such order a physician’s 
prescription under exception B, of section 2?” 

Answer: “To call such an order for the use of morphine a physician’s prescrip- 
tion would be so plain a perversion of meaning that no discussion of the sub- 
ject is required. That question should be answered in the negative.” 

The use of narcotic drugs in the treatment of patients who are not drug 
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addicts is not affected by these decisions. The only cases in which the physician 
runs the risk of prosecution would be cases in which he had made a false diagnosis 
in bad faith or with a gross lack of professional care, or in which he had 
prescribed or dispensed an amount of the drug in excess of the possible legitimate 
requirements of the patient. 


Statement of Dr. Prentice 


There are two sources of supply of narcotic drugs to the addict. The illicit 
peddling of contraband drug through the practice of smuggling and bootlegging 
by the underworld addict and his friends, and the quasilegitimate prescribing 
by narcotic practitioners under the guise of pretending to treat the hypothetic 
disease of narcotic drug addiction, but in reality continuing the habit by main- 
taining their supply of the drug. The former constitutes a simple police prob- 
lem, readily solved by the enforcement of existing law. The latter is a far 
more harmful and insidious factor in maintaining the evil. 

Physicians known to addicts as willing to prescribe or dispense narcotic drugs 
readily acquire a clientele sufficiently numerous and profitable to maintain them 
in comparative affluence, merely by writing several hundred such drug orders 
daily, though but a nominal fee be charged for such services. Thus the addict 
gets his order for dope filled at a regular drugstore open at all convenient hours. 
He expects to secure full weight and the pure drug at moderate cost, enabling 
him to afford indefinitely a satisfactory supply. 

By contrast, the illicit peddler must operate under cover, obtaining his supply 
from illicit sources, at considerable expense, at risk of detection, confiscation and 
loss of his personal liberty. He charges the vicitims as much as the traffic will 
bear, overreaching further by liberal adulteration. When caught selling “with 
the goods on him,” arrest, certain conviction and speedy punishment are his, with 
small chance to confuse any jury to the point of disagreement by any specious 
plea of medical treatment or other artful device of high-priced lawyers and ex- 
pert testimony. 

It has been found that whenever Federal agents have prosecuted an effective 
campaign against trafficking physicians and druggists in a given community, 
though little attention was given the pedlers, large numbers of addicts have be 
come anxious to accept treatment voluntarily for withdrawal in an institution 
for that purpose: when forced to rely on the peddlers, they were unwilling to pay 
the price, to chance the personal risk, the inconvenience, the uncertainty; but 
so long as the safe, easy and cheap medical source of supply remained available, 
few had been willing to “take the cure.” 

Since enormous financial gains are reaped from the traffic, it should not be 
wondered at that those engaged in it should oppose any effort that might inter- 
fere with their business. Nor is it a strange or surprising thing that political 
officials duly charged with the administrative details of laws pretending to deal 
with or control narcotie drug traffic, whose duties involve the issue of blank 
forms, collection of registration fees, supplying prescription blanks in triplicate. 
ete., these to be duly checked and filed as required by law and regulations im- 
posed by a commission provided for that purpose, should not regard with favor 
any proposition to separate them from their agreeable and well-paid occupa- 
tion. Opposition to this needed reform as is usually the case arises from those 
whose commercial or financial interests would be served by a continuance of 
the evil. 

Of the 8,100 licensed physicians in the Greater City of New York, less than 40 
are known to the Federal authorities as engaged in this business of trafficking 
in nareotic drugs. While of the 7,741 habitual users of narcotic drugs registered 
by the New York City Department of Health, 96 percent are to be classed as 
addicts, having no disease that requires the use of a narcotic drug in its treat- 
ment. 

Institutions that specialize in the treatment of drug addiction, and the phy- 
sicians who profit by their operation (for under the law a corporation may not 
engage in the practice of medicine in New York State), need not be given undue 
consideration from the commercial standpoint. It is true that they have profited 
from an exploitation of the addicts, for the reason that they have invariably re- 
lapsed after having “taken the cure” many times, because only the habit had 
been interrupted but no systematic and thoroughgoing rehabilitation had been 
accomplished. 

The remedy for this situation seems unquestionably to consist in abolishing 
the addicts’ drug supply, by prohibiting the prescribing or dispensing of these 
drugs by physicians, and the enforcement of the law. The addicts must then 
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resort to institutions maintained privately or by the State at public expense for 
their cure, as their means of continuing the habit has been destroyed. Eventually, 
there will then be no more cases of addiction, for they will have been cured. As 
now jails, almshouses, and colonies for inebriety are rapidly going tenantless, 
and hospitals are being freed from the burden of treating alcoholic intoxication, 
under the operation of the Federal prohibition amendment, so the sanatoriums 
for drug addiction and the trafficking physicians will be out of business. 


CONCLUSIONS 


As we review the testimony and experience of these physicians and officials who 
have dealt with thousands of drug users of all types of intelligence and character, 
it becomes evident that there is a high degree of agreement on the essential points. 
The main point, and the one on which all agree, is to get the patient off the drug 
as soon as possible. Whether this is to be done at once, or within a week, the 
sooner over, the better for the patient. 

There was astonishing unanimity among those who took part in the con- 
ference as to the evil effects of the “ambulatory treatment,” the giving of a nar- 
cotic drug into the possession of an addict for self-administration, with no control 
over the number of physicians furnishing a supply. This method of treatment 
is proved a failure, and there was agreement that it should be forbidden. 

We think it is also apparent that the habitual users of narcotic drugs may 
be divided into two classes. In class 1 we shall place all those who suffer from 
a disease or ailment requiring the used of narcotic drugs, such as cancer, and other 
painful and distressing diseases. Patients in this class are legitimate medical 
cases, and the physician should be ever mindful that his patient should protect 
him by not sharing the drug with others. 

After excluding class 1, we have left for consideration those who are addicts— 
those who use narcotic drugs for the comfort they afford and continue their use 
solely by reason of an acquired habit. In this class we have those who ure 
suffering from a functional disturbance with no physical basis expressed in 
pathologic change. 

We find in an article reviewing the literature dealing with the increased toler- 
ance and withdrawal phenomena in chronic morphinism by Dr. A. G. DuMez* of 
the United States Public Health Service, this statement: “The only knowledge: 
of a positive nature that we really have at present concerning these problems is 
that * * * there is evidently present in the blood serum of tolerant animals 
(dogs) during periods of abstinence a substance or substances which, when in- 
jected into normal animals of the same species, causes the appearance of 
symptoms identical with the so-called withdrawal phenomena.” 

We cannot object to Dr. DuMez picking this choice bit of lonely literature for 
a place in his conclusion; but we do object to the phrase introducing it: “The 
only knowledge of a positive nature that we really have at present concerning 
these problems is that, ete.” 

In a reply to a letter calling his attention to this phrasing, Dr. DuMez wrote 
under date of March 17, 1920: “In my opinion, however, that portion of the con- 
cluding paragraph which states, ‘And there is evidently present in the blood 
serum of tolerant animals (dogs) during périods of abstinence a substance or 
substances which, when injected into normal animals of the same species, cause 
the appearance of symptoms identical with the so-called withdrawal phenomena,’ 
has not been conclusively proven.” A word to the wise is sufficient. 

We turn to the consideration of the persons classified as addicts after excluding 
all those who suffer from a disease calling for the use of narcotic drugs, and 
with the conviction that we are dealing with functional conditions for which the 
remedy is the withdrawal of the drug. On the basis of the testimony we have 
submitted in this report we suggest the following subdivisions of class 2, in 
which we include addicts as just defined : . 

1. Correctional cases. 

2. Mental defectives. 

3. Social misfits. 

4. Otherwise normal persons. 

Such a classification as the one just suggested would aid in the solution of 
one of the most pressing problems connected with the treatment of drug 
addicts—the problem of aftercare. All the testimony of those present at the 


*DuMez, A. G.: Increased Tolerance and Withdrawal Phenomena in Chronic Morphinism,. 
JAMA 72: 1069 (April 12) 1919. 
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conference agreed that if the addict is permitted to return to his old surround- 
ings before he is built up physically, mentally and morally, a discouraging 
number return to the drug habit. But if they could be studied in an institution 
of mental and physical hygiene after they are taken off the drug, this result 
could in many cases be prevented. The correctional cases should be committed 
to institutions with no age limit—from the cradle to senility, if necessary. If 
they show marked improvement, they could be put on probation under the care 
of a technically trained person acting as probation officer. With defectives, 
institutional care must be provided where they can be comfortable and often 
self-supporting, but where they shall not be permitted to reproduce their kind 
As to the social misfits and the otherwise normal, inasmuch as up to the present 
no completed treatment in the way of analysis and therapy has been provided, 
we shall devote the succeeding paragraphs to a consideration of what can be 
done for these classes of addicts. 

The problem of the social misfit 

When one finds himself in a situation to which adjustment and adaptation 
seem almost hopeless, there are two courses open. He can use his energy and 
initiative to alter the environment; or he can seek escape from the grim reality 
of the situation in an inner change. The adolescent often seeks escape in 
daydreams of a future which cannot be realized. For many emotional persons, 
religion, with its esthetic forms and duties, gives relief. Another class, some- 
times because of constitutional inferiority, again perhaps because the situation 
is really hopeless, develops a neurosis or psychosis. Many geniuses belong to 
this class. Just why others under the same stress “neither wince nor cry 
aloud” may not be because sturdy ancestry makes for stability; it may be 
that life has not given that which constitutes a terrible experience. 

The social misfit has become much more of a problem with the development 
of individualism and rationalism. An earlier world accepted unhappiness and 
disease with resignation as the hand of Providence. Strangely enough, with the 
accumulation of an economic surplus and shortened hours of labor has come 
the problem of getting into the right place to enjoy the surplus and the leisure 
Unremitting toil and consequent deadened nerves prevented such problems as 
arise with the change from a “pain economy” to a “pleasure economy,” so that 
it may be said that a society which has enough of a surplus for leisure will also 
have more misfits. This is shown by the fact that these misfits are found in all 
social strata. 

It is within a generation that a drifting industrial population with its enor- 
mous labor turnover has brought home to the commercial world what an expense 
on business is the social misfit, who is also an economic misfit; for the restless- 
ness of inner life works its way out in drifting from job to job, listening to any 
ugitator who assures him that this dissatisfaction and restlessness are the fault 
of someone besides himself. The studies of strikes made by men like Carlton 
Parker and Ordway Tead have brought it home to us that the basal instincts 
must be satisfied if organized society is to last. We know that the misfit can 
no longer be ignored. He is too numerous; he has learned the lesson of organiza 
tion; and he has learned through association means of cheap satisfaction that 


deaden for a time his elemental cravings, even though they return him to society 
ore of a menace and a care than before. 


Both because society grows more humane and because the social sciences have 
taught us that humaneness has a practical bearing on group success, we are 
asking ourselves today why we have such numbers of misfits in society; men 
and women who find their living conditions intolerable; who will seek refuge 
in the cheap and transient relief of drugs. Since modern psychology has taught 
us the importance of the infantile patterns in later life and of the lifelong 
influence of early education, we have turned to scrutinize more closely just what 
our so-called democratic education has done to make life happier and more 
successful for the masses. 

iven before the great war, earnest educators like Madame Montessori and 
Professor Dewey had been calling attention to the fact that our educational 
system was an anachronism: perfected in the cloister; disciplinary in character: 
made to fit a life of cultured leisure; teaching almost nothing of the life into 
which the child must go at the completion of his schoollife. With the older ap- 
prenticeship system destroyed by the minute subdivision of labor of the modern 
factory system, the child left the school to go to a factory where he learned some 
small process, often a blind alley. When the terrible monotony of the process 
drove him out, there was some other minute process waiting for him in some other 





1968 ILLICIT NARCOTICS TRAFFIC 


factory—no vision of what it all meant, of his work as a part of the whole. 
Thus, he marries, burdens himself with family cares, and becomes tied to the 
process. If he has “nerves,” some day he will get a nightmare vision of himself 
as a piece of social wastage, a victim of conditions more far-reaching than his 
individual life. When he becomes organized and vocal, society awakens to the 
fact that he is an I. W. W., a bolshevik, or what not. He is not wholly to blame. 

Modern psychology pictures the original nature of man as eternal restlessness, 
curiosity, and constructiveness. The child loves to take things apart and to 
“make things.” Moreover, we, all of us, have enough of the self-regarding instinct 
for a social utilization of these tendencies; that is, we like to do things which 
we feel are useful and for which we are given credit. If such primary instincts 
are forever thwarted, the social misfit develops. If he finds his environment 
impossible to manipulate through lack of training, he will seek forgetfulness in 
some form of self-gratification. And some form is usually found in the unwhole- 
some environment of the ordinary city street. If he comes in contact with those 
using narcotic drugs, they will find him responsive to imitation-suggestion. 

Within the past 10 years the vocational guidance movement has been develop- 
ing to meet such educational and economic situations as we have outlined. The 
aim of this movement is to get hold of the child while he is still in school, to 
study his mental makeup, to arouse in him ambition, and then to give him 
guidance into a vocation for which he seems fitted. It has grappled with the 
problem of the child who asks for his working papers as soon as he is old enough, 
who often has no reason except that he is “tired of school.” Studies made of 
these children in a number of cities show that without guidance they almost 
invariably drift into the blind alleys of the commercial and industrial world, 
from which they could be saved by a longer school life with specific trade or 
commercial training. The cities of Cincinnati, Chicago, Boston, Philadelphia, 
and New York have more or less well-developed systems of guidance to lessen 
the number of misfits, and are working to increase their usefulness by devising 
better vocational, trade and commercial tests as well as by placement and 
eareful followup work. This whole movement is based on the belief that hap- 
piness is a byproduct of normal, useful activity, and that the child can be directed 
along the way, whether he be brilliant, mediocre, or stupid. Its social philosophy 
teaches that the goal of society is to provide so flexible a social system that there 
shall be no misfits among the normal members of a population as a result of lack 
of guidance and training in the years when vocational choices are made. 

If a proper scheme of vocational guidance can be put into operation, we shall 
have a better satisfied and happier industrial population, with fewer misfits 
from this social stratum to become gangsters and narcotic addicts. And since 
the heroin user is young, it is not too late, to reclaim him to normal and happy 
living by vocational guidance and training in an institution which will teach 
him to face a new and useful life after he is cured of his habit. The therapeutic 
value of vocational training has been evidenced with the cases of shellshock 
among the soldiers who are being reclaimed to happiness and usefulness under 
the direction of the Federal Bureau for Vocational Education; and doubtless 
the same results can be obtained in the reclamation of youths who have lost their 
touch with reality in a less noble cause. 

It is already understood that much of the success of vocational guidance de- 
pends on the followup, even with normal children, to counteract the restlessness 
of youth which impels them to move on at the first difficulty. Statistics show an 
average of three jobs for working children in the first 2 years. To counteract 
this tendency with the cured addicts, it will be imperative to devise a wise 
probation system. Many an otherwise hopeless misfit can be permanently saved 
by the supervision of a wise and experienced probation officer, acting with 
authority. 

Under a proper system of classification in the institution for the aftercare of 
the addict, it will be necessary to segregate the correctional, the mental defec- 
tive, and the social misfit groups. We already have State provision for the care 
of correctional cases and mental defectives. The facilities may have to be in- 
creased, but the plan for care and training is already known through the work 
of such institutions as Letchworth Village for defectives and Elmira for cor- 
rectional cases. But the problem of the misfit and of the drug user who appears 
normal except for the drug weakness has yet to be solved. That a solution is 
worth while is shown by the economic loss to the community resulting from their 
productive failure, their irregularity at work, and the tendency through their 
example toward an increase in the number of addicts. 
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When addicts of these types (social misfits and otherwise normal persons) are 
sent to an institution where they are to be restored to normality by both mental 
and physical therapy, the misfit can be aided by vocational guidance, as we have 
shown. By a study of the addict which will include intelligence and vocational 
tests, there is no reason why his aptitudes may not be recognized and developed 
as well as in the cases of the wounded soldier who finds it necessary to change his 
life work. And the very interest aroused by this new occupation, together with 
the absorption necessary in learning a new process, will lead the addict to forget 
the past. When the new vocation is entered, a judicious followup system should 
be maintained lest in moments of discouragement old memories reawaken and 
urge a return to the old haunts and habits. 


Addicts otherwise normal 


As to those persons otherwise normal who have become drug addicts, here we 
have a complicated problem. We may be dealing with a man or woman who 
has been doing work for which he is well trained and fitted. We may have such 
a person working under too great strain. Then the “last straw” is laid on the 
burden, and in the altogether human search for relief, even for a few hours, the 
drug is perhaps taken occasionally, and the habit finally formed. The literary 
genius who has to finish his manuscript for the publisher; the social worker 
whose district must be covered at whatever cost to herself; the physician or 
nurse with an epidemic sweeping the city, and who must not stop—any of these 
may realize too late that he has become a slave to the drug. What shall we do 
with him? 

The newer psychology has distinguished the conscious activities of the human 
mind from its subconscious activities—those that take place on another level, 
and which include lost memories, impressions from the earliest period of infancy, 
and the effects of shock which have expanded beneath the level of the daily activ- 
ities and which have spread from one association center to another until all the 
activities of life are influenced by the background of experiences that can be 
recalled with the greatest difficulty, if at all. This subconscious life, sometimes 
of great intensity, has a tremendous pull on the conscious daily life. We like 
people because of their resemblance to others whom we have forgotten. In the 
domain of smell are registered impressions a thousand times as intense as those 
of taste. We have here a causation of likes, dislikes, attractions and repulsions 
whose origin we cannot understand. And buried in this part of the mind’s 
activities is often the answer to the question why an otherwise normal person, 
physically well developed, makes decisions which we call regressions. Such 
regressive tendencies, if yielded to, mean disaster to the very soul. 

Psychanalysis as a form of mental therapy undertakes the reclamation of this 
unexplored part of the ego. And here is the greatest hope for the salvation of 
the otherwise normal person whose will is not strong enough to shake off the 
drug habit. 

If, under psychanalysis, the “sore spot” in the individual subconscious mind is 
discovered and a process of reeducation begun, the theory holds that there will be 
released an increased energy. And the reclamation of this “normal” ‘addict will 
depend on the power he will have, under guidance, to direct this libido into higher 
thought and emotional levels. Studies made of individuals much given to day 
dreaming indicate that these dreamers have an oversensitive ego which makes 
their outer adjustments difficult, and thus makes for regression. The power to 
generalize their experiences is of the greatest assistance to these persons. And 
the pain of the world can be expressed in music; the longing of the world in 
marble, in painting, and in other creative forms. It is well recognized that man 
is a constructive animal, and is willing to spend himself in work in which he has 
joy and which brings him the respect of his fellow men. Teach this otherwise 
normal drug addict to irradiate and sublimate this libido which he is so wantonly 
wasting on the fetish of drug addiction. His strong desire is a measure of his 
energy. Let him be taught to direct that energy into wholesome channels which 
will give him as great pleasure and which will recreate his soul. 

Such is the task of the men and women in charge of the institution for the 
educated men and women who are drug addicts: They are to be both trained 
und sympathetic, wholesome and strong-willed; friends and guides into a new 
life in which the base desires for self-gratification is, not suppressed, but di- 


rected into new channels which will make for the happiness of the individual 
and the race. 
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RECOM MENDATIONS 
We therefore recommend: 


1. That the ambulatory treatment of drug addiction, as far as it relates to 
prescribing and dispensing of narcotic drugs to addicts for self-administration 
at their convenience, be emphatically condemned. 

2. That heroin be eliminated from all medicinal preparations, and that it 
should not be administered, prescribed or dispensed; and that the importation, 
manufacture and sale of heroin should be prohibited in the United States. 

3. That the bills introduced by Senator France, No. 2785, and Representative 
Rainey, No. 11778, to provide aid from the United States for the several States 
in prevention and control of drug addiction and the care and treatment of drug 
ae be approved, and that Senator France and Representative Rainey be so 
notified. 

4. In view of the statement in a government report that about 90 percent of 
the amount of narcotic drugs entered for consumption is used for other than 
medical purposes, the Treasury Department is respectfully urged to continue to 
study and report on the narcotic drug situation, including the question of Gov- 
ernment control of these drugs. 

5. That the Bureau of Public Health Service of the Treasury Department be 
respectfully requested to continue the compilation of State laws and regulations 
relating to habit-forming drugs and bring them up to date. 

Respectfully submitted. 


E. Exior Harris, Chairman, 
A. T. McCormack, 





[Journal of the American Medical see 74: 1324-1328 (May 8) 1920, p. 369 
Vv. 


ADDENDUM 


REPORT OF THE COMMITTEE ON THE NARCOTIC DruG SITUATION IN THE 
UNITED STATES 


At the present time the people of the United States are awake as never before 
to the menace of the narcotic drug situation. This situation was made acute by 
the activity of the Federal authorities acting under recent decisions of the 
United States Supreme Court, which decisions interpreted the Harrison narcotic 
law as applied to the practice of medicine. Under the social pressure exerted 
by the demand for facts and guidance, the medical profession should take the 
lead to which their position entitles them, and should not be compelled to follow 
in the wake of the great work already begun of stamping out drug addiction. 
That such a demand is not too radical or sensational is indicated by the fact 
that the narcotic drug habit is declared a “pestilence” by the New York City 
Board of Health in a recent amendment to its sanitary code. The profession has 
already responded to the situation by the appointment of committees for investi- 
gation in the hope of answering some of the most pressing questions, It is after 
a year of investigation, of conference, and of study that the committee appointed 
by the American Medical Association presents the following report. 

There are certain preliminary questions which will be asked in some form 
by one who approaches the problem of drug addiction in a constructive attitude. 
These may be stated in the following form: 

1. Can the use of narcotics as we now know it be said to be a “modern” prob- 
lem? 

2. Is there proof that drug addiction is widespread enough to constitute a 
social menace? 

3. Is there genuine danger of an increase of drug addiction in proportion to 
the population? 

4. What measures have been taken to meet the danger of drug addiction as it 
now exists? How far do these measures meet the present situation? 

5. In what direction should the measures now employed in the treatment of 
drug addiction be extended? 

We shall understake to point out in this report that drug addiction in the sense 
in which we ordinarily use the word at the present time is a modern problem ; 
that for certain reasons connected in part with commerce and the spread of 
civilization it is widespread ; and that because of the growth of cities with their 
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close association, as well as because of the ease of communication, there is grave 
danger of the rapid increase of the drug habit unless we take advantage of the 
present interest and get control of the situation through law and the care of 
those already victims and therefore centers of imitation-suggestion. We shall 
review in the words of men who know from actual experience with large num- 
bers of cases the measures taken to meet the menace, and on the basis of con- 
clusions from these facts shall recommend future action. 

1. The poppy plant and its qualities were known throughout the Mediterranean 
Basin at an early period. It is mentioned in the poetry of Homer and the words 
of Hippocrates. That such knowledge followed the travel routes of the ancient 
world is beyond question. But the use of opium to any great extent in the East, 
in India and China, seems to coincide with the spread of Mohammedanism and 
with the ban of Islam on alcoholic beverages. The use of the pipe and the custom 
of chewing spread rapidly from this period until the Chinese Government took 
measures to stop it. The soil of India was peculiarly adapted to the growth of 
the poppy, where it early became an article of commerce as well as a government 
monopoly. In 1757, this monoply passed into the hands of the East India Com- 
pany, and from that company to the British Government. 

We have few facts to indicate that drug addiction came to notice as a menace 
among western peoples until after the discovery of the opium alkaloids, particu- 
larly morphine, and after the perfecting of the hypodermic syringe. In 1855, 
Dr. Wood of Edinburgh advised the introduction of morphine by incision. It was 
only 54 years ago that the injection of morphine under the skin was introduced 
into France. While we know that opium smoking was known, particularly to 
those in touch with the East, still in general the effects of opium smoking are 
less deleterious than those of morphine. Moissan’ shows that the smoke of 
opium contains only a trifling amount of morphine. “The effect is apparently 
due, not to that alkaloid, but to such decomposition products as pyrol, acetone 
and pyridin, and hydropyridin bases.” Browne’ found that after smoking an 
opium mixture containing 8.98 percent of morphine, 7.63 percent was left in the 
dross, so that only 1.35 percent of morphine was carried over in the smoke or 
decomposed by the heat. 

Still more recent than the use of morphine with the hypodermic needle is 
that of cocaine and of heroin, now perhaps the greatest drug menace of city life. 
Heroin has been in use only about 20 years. The ease with which these drugs 
can be used as snuff (“happy dust”), and their recent use by gangsters, make 
this a separate problem. Already physicians are distinguishing morphine and 
heroin users as distinct types. We shall see the evidence in the reports incor- 
porated herewith. 

The facts stated indicate that we are not dealing with the opium smokers 
or eaters of another age and civilization, but with a problem which in one phase 
dates back to the middle of the 19th century with the introduction into use of 
the hypodermic needle. In another phase, heroin addiction dates back not more 
than 10 years. As it is a recent problem, small wonder that we find the facts 
not classified. To those who know the facts regarding the rapid spread of the 
drug habit among the population, there seems serious basis for alarm. 

2. When we attempt to answer in terms of fact the question of the extent of 
the use of narcotic drugs, we are surprised at the inadequacy of our information. 
If we turn to commercial statistics, we find that it is only very recently that 
the extent of the commerce in these drugs could be estimated. Laws and regula- 
tions governing their sale and use did not provide for tracing them from the 
importer to the ultimate consumer. But tables compiled from the registrations 
under the Harrison narcotic law and published in a report on the Traffic in 
Narcotic Drugs, made by the Treasury Department of the United States under 
date of June 1919, give some idea of the ramifications of the traffic. These tables 
showed the use by manufacturers in 1914 of 118,282 pounds of opium and of 
767,283 ounces of morphine, heroin and cocaine, in the order named. Of 4,092 
manufacturers making proprietary medicines, 1,098 reported the use of either 
opium, morphine, heroin or cocaine in their preparations. It has been estimated 
that fully 90 percent of the opium entered for consumption is used for other than 
medicinal purposes. 

The system of registrations required by the Harrison narcotic law showed a 
total of 233.491 registrations—125,905 physicians, 42,240 dentists, 10,399 veter- 
inarians, 48,196 retail dealers, 3,799 hospitals, 76 importers, and 831 wholesale 


4Moissan, H.: Compt. rend. 4: 33 (December 5) 1892, quoted from Encyclopaedia 
Britannica, edition 11. 
2 Browne, F.: Report on Opium, Hong Kong, 1908. 





1972 ILLICIT NARCOTICS TRAFFIC 


dealers. This list gives some idea of the range of legitimate dealing with drugs. 
In addition, there is of course the large amount of smuggling from Canada and 
Mexico in addition to that possible from our own long coastline on the two oceans 
and the Gulf of Mexico. Even on the basis of what is known, the astounding 
fact is revealed that enough opium is consumed in the United States to provide 
every man, woman, and child with 36 doses a year on the estimate of 1 grain 
to a dose. When we contrast this with an annual per capita consumption in 
Austria of one-half grain; in Italy of 1 grain; in Germany of 2 grains, and in 
France of 3 grains, we have some concept of the appalling extent of the use of 
drugs in the United States. 

Probably the most serious attempt to determine the extent of drug addiction 
among the population was attempted by the compilers of the report of the 
Treasury Department to which we have referred. Five sets of questionnaires 
were issued. No. 1 was sent to the chiefs of police of 1,263 cities of the United 
States having a population of more than 5,000. Out of 760 replies, 372 reported 
no data. No. 2 was sent to 3,271 wardens of State, county, and municipal prisons 
and reformatories. Of the 760, only 126 contained certain information. No. 3 
was sent to 2,464 superintendents of State, county, and municipal almshouses, 
584 to superintendents of State hospitals, 471 to superintendents of insane asy- 
lums, and 1,582 to county and municipal hospitals—a total of 5,101 institutions. 
Replies were received from 1,520, about 30 percent of the number. No. 4 was 
addressed to 3,023 State, district, county, and municipal health officers. Of the 
983 replies received, 777, or 26 percent, contained information of value. No. 5 
was sent to 4,568 superintendents of private hospitals and sanatoriums. Only 
227 returned information of any value. It will be seen from the most casual 
glance at the percentage of returns that they can have very little statistical 
value. When we subtract from those returned with something definite in the 
way of numbers the inevitable wastage from inexactness and carelessness, it is 
probable that 20 percent of the total possible amount of information would be 
a liberal estimate of the returns from this questionnaire. The most valuable 
result of the attempt was to show in a startling way the lack of proper records 
and reliable statistics as to drug addiction. 

3. Estimates as to the number of drug addicts in the United States vary from 
200,000 to 4 million. For reasons already stated, we distrust estimates based 
on the questionnaire material quoted above. If we estimate from the compulsory 
registration of narcotic drug addicts in the Greater City of New York district 
in force since July 1919, we should find that there had been 7,741 registrations. 
But this is believed to be considerably less than the whole number resident in 
this district. In view of New York’s transportation problems and traffie dangers, 
it gives us pause to find that 23 percent of 3,500 registered addicts were chauf- 
feurs, motormen, and drivers. Such a fact in itself shows the menace of the drug 
problem. 

From the facts we have thus far presented, the extent of the use of drugs in 
the United States is proved more by the amount of legitimate commerce in them 
than by exact statistics as to the number of addicts. But the figures concern- 
ing this commerce speak for themselves. It is, however, well to remember that 
after our entry into the European conflict there was created in this country what 
was known as the War Trade Board. One of the duties of this Board was to 
restrict the importation and exportation of merchandise to actual necessities. 
Opium and its alkaloids, also coca leaves and cocaine were among the items 
restricted. Although this’ Board has gone out of existence, certain functions 
performed by it are still in force and are performed by other departments. 
Decisions relative to the importation of narcotic drugs are now being made by 
the State Department. It is still true that England permits the exportation 
to this country of the drugs mentioned in the Harrison Act only in cases in which 
the importer has obtained permission from the State Department to import these 
drugs. 

4. The recognition of drug addiction as a national problem can be said to 
date from the passage of the Harrison narcotic law in 1914. In general, the 
scope and purpose of this law appear to be “a regulation of the distribution of 
nareotie drugs, and the limiting of their consumption by human beings to cases 
where they are administered, prescribed or dispensed to a patient by a physician 
or dentist.” Another purpose, as later declared by the Supreme Court, was “to 
prevent the possibility of narcotic drugs being illegally disposed of without pay- 
ment of the tax and without the use of order forms.” The drugs covered are 
specified to be “opium or coca leaves, or any compound, manufacture, salt, deriva- 
tive or preparation thereof,’ and the persons entitled to register and required 
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to pay a tax are limited to importers, manufacturers, producers, dealers, physi- 
cians, dentists, veterinary surgeons, and other practitioners permitted by some 
of the States. 

State governments may impose restrictions and regulations governing the 
control of narcotic drugs, which, however, should be in conformity with the 
Federal Harrison narcotic law. The present narcotic drug law in force in 
the State of New York, known as the Whitney law, was framed with the idea 
of permitting the ambulatory treatment of addicts. “Ambulatory” treatment 
is the giving of a narcotic drug into the possession of an addict for self-adminis- 
tration. As the law now stands, it imposes on the entire medical and phar- 
maceutical professions a mass of annoying and petty restrictions and require- 
rents which were thought to be necessary in order to prevent the abuse of 
the ambulatory method of treatment, which so temptingly lends itself to ques- 
tionable practices by addicts and others. The whole weight of opinion is now 
against this method of treatment. It therefore seems unjustifiable to insist 
that reputable practitioners shall be inconvenienced by the necessity of familiariz- 
ing themselves with the technical requirements of two sets of laws and 
regulations not in harmony. When there is uniformity regarding treatment, 
classification and aftercare of addicts, a long step will have been taken toward 
unification of State laws in harmony with the Federal law. 


CONFERENCES ON DRUG ADDICTION 


In order to cover more fully the questions asked at the beginning of this 
report, particularly with reference to the treatment of addicts, the chairman 
of the committee held many conferences during the year in New York, Chicago, 
Washington, Philadelphia, and Atlanta. 

The following statements were taken from notes made at the several con- 
ferences. Those who revised the notes of their statements or furnished new 
statements are here quoted.’ 

CONCLUSIONS 


AS we review the testimony and experience of these physicians and officials 
who have dealt with thousands of drug users of all types of intelligence and 
character, it becomes evident that there is a high degree of agreement on the 
essential points. The main point, and the one on which all agree, is to get the 
patient off the drug as soon as possible. Whether this is to be done at once, 
or within a week, the sooner over, the better for the patient. 

There was astonishing unanimity among those who took part in the confer- 
ence as to the evil effects of the ambulatory treatment, the giving of a narcotic 
drug into the possession of an addict for self-administration, with no control 
over the number of physicians furnishing a supply. This method of treatment 
is proved a failure, and there was agreement that it should be forbidden. 

We think it is also apparent that the habitual users of narcotic drugs may be 
divided into two classes. In class 1 we shall place all those who suffer from a 
disease or ailment requiring the used to narcotic drugs, such as cancer, and 
other painful and distressing diseases. Patients in this class are legitimate 
medical cases, and the physician should be ever mindful that his patient should 
protect him by not sharing the drug with others. 

After excluding class 1, we have left for consideration those who are addicts— 
those who use narcotic drugs for the comfort they afford and continue their 
use solely by reason of an acquired habit. In this class we have those who are 
suffering from a functional disturbance with no physical basis expressed in 
pathologic change. 

We find in an article reviewing the literature dealing with the increased toler- 
ance and withdrawal phenomena in chronic morphinism, by Dr. A. G. DuMez‘* of 
the United States Public Health Service, this statement: “The only knowledge 
of a positive nature that we really have at present concerning these problems is 
that * * * there is evidently present in the blood serum of tolerant animals 
(dogs) during periods of abstinence a substance or substances which, when in- 
jected into normal animals of the same species, causes the appearance of symp- 
toms identical with the so-called withdrawal phenomena.” 





* The individual statements are included on a reprint of this report, which will be sent 
on receipt of a stamped addressed envelop. 

*DuMez, A. G.: Increased Tolerance and Withdrawal Plenomena in Chronic Morphinism, 
J. A. M. A. 72: 1069 (April 12) 1919. 











1974 ILLICIT NARCOTICS TRAFFIC 


We cannot object to Dr. DuMez picking this choice bit of lonely literature for a 
place in his conclusion; but we do object to the phrase introducing it: “The only 
knowledge of a positive nature that we really have at present concerning these 
problems is that, etc.” 

In a reply to a letter calling his attention to this phrasirg, Dr. DuMez wrote 
under date of March 17, 1920: “In my opinion, however, th:.t portion of the con- 
cluding paragraph which states, ‘And there is evidently present in the blood 
serum of tolerant animals (dogs) Curing periods of abstilence a substance or 
substances which, when injected into normal animals of th> same species, cause 
the appearance of symptoms identical with the so-called withdrawal phenomena,’ 
has not been conclusively proven.” A word to the wise is sufficient. 

We turn to the consideration of the persons classified as addicts after excluding 
all those who suffer from a disease calling for the use of narcotic drugs, and with 
the conviction that we are dealing with functional conditions for which the remedy 
is the withdrawal of the drug. On the basis of the testimony we have submitted 
in this report we suggest the following subdivisions of class 2, in which we in- 
clude addicts as just defined: (1) Correctional cases; (2) mental defectives; 
(3) social misfits; and (4) otherwise normal persons. 

Such a classification as the one just suggested would aid in the solution 
of one of the most pressing problems connected with the treatment of drug 
addicts—the problem of aftercare. All the testimony of those present at the con- 
ference agreed that if the addict is permitted to return to his old surroundings 
before he is built up physically, mentally and morally, a discouraging number re- 
turn to the drug habit. But if they could be studied in an institution of mental 
and physical hygiene after they are taken off the drug, this result could in many 
cases be prevented. The correctional cases should be committed to institutions 
with no age limit—from the cradle to senility, if necessary. If they show marked 
improvement, they could be put on probation under the care of a technically 
trained person acting as probation officer. With defectives, institutional care 
must be provided where they can be comfortable and often self-supporting, but 
where they shall not be permitted to reproduce their kind. As to the social misfits 
and the otherwise normal, inasmuch as up to the present no completed treatment 
in the way of analysis and therapy has been provided, we shall devote the suc- 
ceeding paragraphs to a consideration of what can be done for these classes of 
addicts. 

The problem of the social misfit 


When one finds himself in a situation to which adjustment and adaptation 
seem almost hopeless, there are two courses open: He can use his energy and 
initiative to alter the environment; or he can seek escape from the grim reality of 
the situation in an inner change. The adolescent often seeks escape in daydreams 
of a future which can be realized. For many emotional persons, religion, with 
its esthetic forms and duties, gives relief. Another class, sometimes because of 
constitutional inferiority, again perhaps because the situation is really hopeless, 
develops a neurosis or phychosis. Many geniuses belong to this class. Just why 
others under the same stress “neither wince nor cry aloud” may not be because 
of sturdy ancestry makes for stability; it may be that life has not given that 
which constitutes a terrible experience. 

The social misfit has become much more of a problem with the development 
of individualism and rationalism. An earlier world accepted unhappiness and 
disease with resignation as the hand of Providence. Strangely enough, with the 
accumulation of an economic surplus and shortened hours of labor has come the 
problem of getting into the right place to enjoy the surplus and the leisure. Un- 
remitting toil and consequent deadened nerves prevented such problems as arise 
with the change from a “pain economy” to a “pleasure economy,” so that it 
may be said that a society which has enough of a surplus for leisure will also 
have more misfits. This is shown by the fact that these misfits are found in 
all social strata. 

It is within a generation that a drifting industrial population with its enor- 
mous labor turnover has brought home to the commercial world what an expense 
on business is the social misfit, who is also an economic misfit; for the restless- 
ness of inner life works its way out in drifting from job to job, listening to any 
agitator who assures him that this dissatisfaction and restlessness are the fault 
of someone besides himself. The studies of strikes made by men like Carlton 
Parker and Ordway Tead have brought it home to us that the basal instincts 
must be satisfied if organized society is to last. We know that the misfit can 
no longer be ignored. He is too numerous; he has learned the lesson of organ- 
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ization; and he has learned through association means of cheap satisfaction 
that deaden for a time his elemental cravings, even though they return him 
to seciety more of a menace and a care than before. 

Both because society grows more humane and because the social sciences 
have taught us that humaneness has a practical bearing on group success, we 
are asking ourselves today why we have such numbers of misfits in society; 
men and women who find their living conditions intolerable; who will seek 
refuge in the cheap and transient relief of drugs. Since modern psychology has 
taught us the importance of the infantile patterns in later life and of the life- 
long influence of early education, we have turned to scrutinize more closely just 
what our so-called democratic education has done to make life happier and 
more successful for the masses. 

Even before the Great War, earnest educators like Madame Montessori and 
Professor Dewey had been calling attention to the fact that our educational 
system was an anachronism ; perfected in the cloister; disciplinary in character; 
made to fit a life of cultured leisure; teaching almost nothing of the life into 
which the child must go at the completion of his school life. With the older 
apprenticeship system destroyed by the minute subdivision of labor of the 
modern factory system, the child left the school to go to a factory where he 
learned some small process, often a “blind alley.” When the terrible monotony 
of the process drove him out, there was some other minute process waiting for 
him in some other factory—no vision of what it all meant, of his work as a part 
of the whole. Thus, he marries, burdens himself with family cares, and becomes 
tied to the process. If he has “nerves,” some day he will get a nightmare vision 
of himself as a piece of social wastage, a victim of conditions far more far- 
reaching than his individual life. When he becomes organized and vocal, society 
awakens to the fact that he is an IWW, a Bolshevik, or what not. He is not 
wholly to blame. 

Modern psychology pictures the original nature of man as eternal restlessness, 
curiosity and constructiveness. The child loves to take things apart and to “make 
things.” Moreover, we, all of us, have enough of the self-regarding instinct for a 
social utilization of these tendencies; that is, we like to do things which we feel 
are useful and for which we are given credit. If such primary instincts are for- 
ever thwarted, the social misfit develops. If he finds his environment impossible 
to manipulate through lack of training, he will seek forgetfulness in some form 
of self-gratification. And some form is usually found in the unwholesome en- 
vironment of the ordinary city street. If he comes in contact with those using 
narcotic drugs, they will find him responsive to imitation-suggestion. 

Within the past 10 years the vocational guidance movement has heen develop- 
ing to meet such educational and economic situations as we have outlined. The 
aim of this movement is to get hold of the child while he is still in school, to study 
his mental makeup, to arouse in him ambition, and then to give him guidance 
into a vocation for which he seems fitted. It has grappled with the problem of 
the child who asks for his working papers as soon as he is old enough, who 
often has no reason except that he is tired of school. Studies made of these 
children in a number of cities show that without guidance they almost invariably 
drift into the blind alleys of the commercial and industrial world, from which 
they could be saved by a longer school life with specific trade or commercial train- 
ing. The cities of Cincinnati, Chicago, Boston, Philadelphia, and New York have 
more or less well-developed systems of guidance to lessen the number of misfits, 
and are working to increase their usefulness by devising better vocational, trade 
and commercial tests as well as by placement and careful followup work. This 
whole movement is based on the belief that happiness is a byproduct of normal, 
useful activity, and that the child can be directed along the way, whether he 
be brilliant, mediocre or stupid. Its social philosophy teaches that the goal of 
society is to provide so flexible a social system that there shall be not misfits 
among the normal members of a population as a result of lack of guidance and 
training in the years when vocational choices are made. 

If a proper scheme of vocational guidance can be put into operation, we shall 
have a better satisfied and happier industrial population, with fewer misfits from 
this social stratum to become gangsters and narcotic addicts. And since the 
heroin user is young, it is not too late to reclaim him to normal and happy living 
by vocational guidance and training in an institution which will teach him to 
face a new and useful life after he is cured of his habit. The therapeutic value 
of vocational training has been evidenced with the cases of shellshock among 
the soldiers who are being reclaimed to happiness and usefulness under the direc- 
tion of the Federal Bureau for Vocational Education; and doubtless the same re- 
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sults can be obtained in the reclamation of youths who have lost their touch with 
reality in a less noble cause. 

It is already understood that much of the success of vocational guidance de- 
pends on the followup, even with normal children, to counteract the restlessness 
of youth which impels them to move on at the first difficulty. Statistics show an 
average of 3 jobs for working children in the first 2 years. To counteract this 
tendency with the cured addicts, it will be imperative to devise a wise probation 
system. Many an otherwise hopeless misfit can be permanently saved by the 
supervision of a wise and experienced probation officer, acting with authority. 

Under a proper system of classification in the institution for the aftercare 
of the addict, it will be necessary to segregate the correctional, the mental defec- 
tive, and the social misfit groups. We already have State provision for the 
eare of correctional cases and mental defectives. The facilities may have to be 
increased, but the plan for care and training is already known through the work 
of such institutions as Letchworth Village for defectives and Elmira for cor- 
rectional cases. But the problem of the misfit and of the drug user who appears 
normal except for the drug weakness has yet to be solved. That a solution is 
worth while is shown by the economic loss to the community resulting from 
their productive failure, their irregularity at work, and the tendency through 
their example toward an increase in the number of addicts. 

When addicts of these types (social misfits and otherwise normal persons) 
are sent to an institution where they are to be restored to normality by both 
mental and physical therapy, the misfit can be aided by vocational guidance, 
as we have shown. By a study of the addict which will include intelligence and 
vocational tests, there is no reason why his aptitudes may not be recognized 
and developed as well as in the cases of the wounded soldier who finds it neces- 
sary to change his lifework. And the very interest aroused by this new occupa- 
tion, together with the absorption necessary in learning a new process, will lead 
the addict to forget the past. When the new vocation is entered, a judicious 
followup system should be maintained lest in moments of discouragement old 
memories reawaken and urge a return to the old haunts and habits. 


Addicts otherwise normal 


As to those persons otherwise normal who have become drug addicts, here 
we have a complicated problem. We may be dealing with a man or woman 
who has been doing work for which he is well trained and fitted. We may 
have such a person working under too great strain. Then the last straw is 
laid on the burden, and in the altogether human search for relief, even for a 
few hours, the drug is perhaps taken occasionally, and the habit finally formed. 
The literary genius who has to finish his manuscript for the publisher; the 
social worker whose district must be covered at whatever cost to herself; the 
physician or nurse with an epidemic sweeping the city, and who must not stop—- 
any of these may realize too late that he has become a slave to the drug. What 
shall we do with him? 

The newer psychology has distinguished the conscious activities of the human 
mind from its subconscious activities—those that take place on another level, 
and.which include lost memories, impressions from the earliest period of infancy, 
and the effects of shock which have expanded beneath the level of the daily 
activities and which have spread from one association center to another until 
all the activities of life are influenced by the background of experiences that can 
be recalled with the greatest difficulty, if at all. This subconscious life, some- 
times of great intensity, has a tremendous pull on the conscious daily life. We 
like people because of their resemblance to others whom we have forgotten. 
In the domain of smell are registered impressions a thousand times as intense 
as those of taste. We have here a causation of likes, dislikes, attractions, and 
repulsions whose origin we cannot understand. And buried in this part of the 
mind’s activities is often the answer to the question why an otherwise normal 
person, physically well developed, makes decisions which we call regressions. 
Such regressive tendencies, if yielded to, mean disaster to the very soul. 

Psychoanalysis as a form of mental therapy undertakes the reclamation of 
this unexplored part of the ego. And here is the greatest hope for the salvation 
of the otherwise normal person whose will is not strong enough to shake off the 
drug habit. 

If, under psychoanalysis, the “sore spot” in the individual subconscious mind 
is discovered and a process of reeducation begun, the theory holds that there will 
be released an increased energy. And the reclamation of this normal addict 
will depend on the power he will have, under guidance, to direct this libido into 
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higher thought and emotional levels. Studies made of individuals much given 
to daydreaming indicate that these dreamers have an oversensitive ego which 
makes their outer adjustments difficult, and thus makes for regression. The 
power to generalize their experiences is of the greatest assistance to these per- 
sons...And the pain of the world can be expressed in music; the longing of the 
world in marble, in painting, and in other creative forms. It is well recognized 
that man is a contsructive animal, and is willing to spend himself in work in 
which he has joy and which brings him the respect of his fellow men. Teach 
this otherwise normal drug addict to irradiate and sublimate this libido which he 
is so wantonly wasting on the fetish of drug addiction. His strong desire is a 
measure of his energy. Let him be taught to direct that energy into wholesome 
channels which will give him as great pleasure and which will recreate his soul. 

Such is the task of the men and women in charge of the institution for the 
educated men and women who are drug addicts: They are to be both trained 
and sympathetic, wholesome and strong willed; friends and guides into a new 
life in which the base desires for self-gratification is, not suppressed, but di- 
rected into new channels which will make for the happiness of the individual and 
the race. 


RECOM MENDATIONS 

We therefore recommend : 

1. That the ambulatory treatment of drug addiction, as far as it relates to 
prescribing and dispensing of narcotic drugs to addicts for self-administration 
at their convenience, be emphatically condemned. 

2. That heroin be eliminated from all medicinal preparations, and that it 
should not be administered, prescribed, or dispensed; and that the importation, 
manufacture, and sale of heroin should be prohibited in the United States. 

3. That the bills introduced by Senator France, No. 2785, and Representative 
Rainey, No. 11778, to provide aid from the United States for the several States 
in prevention and control of drug addiction and the care and treatment of drug 
addicts be approved, and that Senator France and Representative Rainey be so 
notified. 

4. In view of the statement in a Government report that about 90 percent of 
the amount of narcotic drugs entered for consumption is used for other than 
medical purposes, the Treasury Department is respectfully urged to continue to 
study and report on the narcotic-drug situation, including the question of Gov- 
ernment control of these drugs. 

5. That the Bureau of Public Health Service of the Treasury Department be 
respectfully requested to continue the compilation of State laws and regulations 
relating to habit-forming drugs and bring them up to date. 


{Journal of the American Medical Association, 76 : 1669-1671 (June) 1921] 
APPENDIX B 


REPORT OF COMMITTEE ON NARCOTIC DRUGS OF THE COUNCIL ON HEALTH AND 
PUBLIC INSTRUCTION 


(The members of this committee were Haven Emerson, chairman, George A. 
McCoy, Thomas S. Blair, and Alfred C. Prentice. ) 

The Committee on Narcotic Drugs has met in Washington and in New York 
City, and has pursued inquiries by correspondence and in person of the chair- 
man among its members and with others. 

The committee made its first business to carry out the directions given at the 
time of its appointment by the Council on Health and Public Instruction, which 
are as follows: 

“Whereas the Harrison narcotic law provides that cocaine and the opiate drugs 
may be dispensed by a physician ‘in the course of his professional practice only,’ 
and may be dispensed by a dealer on the prescription of a physician; and 

“Whereas the Supreme Court has decided that these provisions of the law 
do not permit the supplying of these drugs to habitual users under certain con- 
ditions, but has not defined the meaning of the words ‘course of his professional 
practice’ and ‘prescription,’ as used in the law, with sufficient definiteness and 
precision to enable physicians to decide with certainty what acts are lawful and 
what are unlawful in dispensing and prescribing such drugs; and 
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“Whereas it is desirable and important that the meaning of the law be made 
so clear that any physician dispensing or prescribing such drugs in any given 
case can know whether or not he is violating the law; and 

“Whereas a clear and concrete knowledge of the acts which constitute a viola- 
tion of the law will not only enable physicians to avoid its violation, but will 
also materially aid in the enforcement of the law against those who abuse their 
professional privileges ; be it 

“Resolved, That a special committee be appointed for the purpose of calling 
upon the Attorney General of the United States and conferring with him as to 
the practicability of obtaining decisions from the United States Supreme Court 
which will remove existing uncertainties as to the meaning and application of 
the provisions of the Harrison law above referred to; and further 

“Resolved, That Doctors Hmerson, McCoy, Prentice, and Blair be and they 
hereby are designated as such committee, and are hereby authorized and in- 
structed to take the necessary steps to carry out the purpose of this resolution.” 

At a conference with a representative of the Attorney General, in his office 
at Washington, the committee presented the problems stated in the above resolu- 
tion. As the result of this conference, it was agreed by the Attorney General’s 
Office that a case would be prepared, by which it is hoped that a definition of 
medical practice will be reached, which will make clear the purpose and intent 
of the Harrison law not to interfere in any way with the proper use of narcotic 
drugs in the legitimate practice of medicine, but equally not to permit the sup- 
plying of narcotic drugs to addicts, even under the guise of medical treatment 
to cure addiction. 

Your committee also called on Mr. L. G. Nutt, director of the narcotic field 
force of the Bureau of Internal Revenue of the Treasury Department, and trans- 
mitted to him the opinion of the Council on Health and Public Instruction, to 
the effect that the medical profession emphatically condemns the practice of 
distribution of the habit-forming narcotic drugs to addicts, in the course of their 
treatment for addiction in such manner that the addicts may administer the 
drug themselves. Briefly, the so-called ambulatory treatment of addicts was 
condemned, whether practiced by the private physician, or in a publie institu- 
tion such as the so-called narcotic clinic, and the director was urged to make 
use of the full powers of the Internal Revenue Bureau, under the law, to put an 
end to this practice. 

It was learned that a survey was being made by the Internal Revenue Bureau 
for the purpose of determining the amount of narcotic drugs actually imported, 
manufactured, and distributed in the United States. This is regarded as a 
necessary first step to any accurate estimation of the probable need of habit- 
forming narcotic drugs in the practice of medicine in the United States. 

A study was made of the work of Dr. Thomas S. Blair, chief, bureau of drug 
control of the Department of Health of Pennsylvania, relating to the amount 
of habit-forming narcotic drugs, estimated on a per capita basis of opium or 
its equivalent, annually used in that State by physicians in private practice and 
in hospital practice. 

On inquiry of the council on pharmacy and chemistry of the American Medical 
Association, the following opinion regarding the therapeutic uses of habit-forming 
narcotic drugs was obtained: 


“The principles governing the use of habit-forming drugs of this type may be 
stated as follows: 

“1. They should never be used unless they are deemed essential. In other 
words, they should not be used for minor affections. 

“2. No single habit-forming drug should be used continuously in the form of 
a preparation which the patient may use without the advice of a physician. 

“3. Morphine and heroin should not be used for symptoms which may be 
relieved by codeine or other less actively habit-forming drugs. 

“4. The physician should take steps to insure a rigid control of the administra- 
tion of any habit-forming drugs which he considers it essential to employ, in 
any particular instance. 

“5. Especial caution should be observed regarding the use of habit-forming 
narcotics in chronic conditions, other than those which are incurable, and in 
which morphine and other opium derivatives are indispensable.” 

In view of the information at hand, it was deemed wise to defer to a later 
date attempts to arrive at any quantitative estimation of the needs of habit- 
forming narcotic drugs in the United States. i 

Approaching the problem of the narcotic drug situation in its broad aspect, 
your committee respectfully presents for consideration, the following statement 
of facts and expressions of its opinions: 
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1. The international treaty, known as one of The Hague conventions entitled, 
“Suppression of the Abuse of Opium and Other Drugs,” was concluded between 
the United States and other leading world powers in 1912, and was ratified by 
the Senate and proclaimed by the President of the United States in 1915. Such 
a fundamental undertaking appears to have been necessary before any individual 
nation, however remotely isolated geographically or commercially, could effec- 
tively guard its own citizens or residents against the introduction and distribution 
among them of the habit-forming narcotic drugs. 

2. The Harrison law was one of the acts of Congress, enacted for the purpose 
of carrying out in good faith its international treaty obligations under The Hague 
convention above-named. While technically a tax measure, the purpose and 
scope of the Harrison law are such that it is in effect an excellent and desirable 
means of control by the Government of the abuses incident to trade in the habit- 
forming narcotic drugs. There should be no ambiguity in the interpretation of 
its requirements by the medical profession, though under cover of the words, 
“in the course of his professional practice only,” some have maintained that 
exemption is granted to physicians to prescribe or dispense the habit-forming 
narcotic drugs to addicts, alleging that they were so doing in an attempt to cure 
addiction; in reality, they were merely maintaining the addict in his customary 
use of narcotic drugs. Decisions of the courts thus far rendered have uniformly 
served to strengthen the obvious conclusion that such use of the professional 
privilege does not constitute proper professional practice. 

3. There should be made an important modification of the law by Congress, 
to remove the tax burden on the medical profession (the annual tax for registra- 
tion to permit physicians to prescribe certain habit-forming narcotic drugs was 
increased from $1 to $3, such increase having been excused at the time of the 
amendment of the law as a justifiable war-revenue measure, but unfortunately 
this remains still effective at the present time), which is imposed on physicians 
without compensatory return. Since the purpose of the Harrison law is the 
interest of the public generally, and not taxation of physicians as a class, such 
class legislation is unfair to the medical profession as well as an unsound 
economic policy. 

The amount of money collected under the Harrison law during 1920, was 
$1,513,919.15, a sum far in excess of the amount appropriated by Congress for 
its enforcement. Furthermore, less than the amount appropriated was actually 
used in the operations for its enforcement during that year with a total field 
force of only 170 for the entire United States. To some extent, at least the reason 
for complaint that the Harrison law has been ineffective, is obviously the failure 
to provide adequate funds and personnel for its enforcement, and to use such 
appropriations to their full extent. Since it was not intended that the Harrison 
law should be a revenue-producing measure, but that the registration fees of 
physicians licensed under this act should in part assist in defraying the cost 
of administration of the law, therefore, your committee recommends that the 
American Medical Association respectfully urge on Congress that the physician's 
registration fee be reduced to the nominal sum of $1, and that at least the entire 
amount received from these fees, fines, and other sources of income under the 
law be appropriated and expended by the Government in the strict enforcement 
of this law. 

4. The use of apomorphine and codein rarely if ever leads to the development 
of addiction to these drugs. Their physiological effects are such as to preclude 
the probability of their becoming of any importance as habit-forming narcotic 
drugs. The committee recommends that the American Medical Association re- 
spectfully urge on Congress such amendment of the Harrison law as will permit 
the prescribing of apormorphine and codein by physicians without the limitations 
which it is recognized as suitable to impose on those prescribing other habit- 
forming narcotic drugs. 

5. In view of the fact that enforcement of the prohibition laws is at present 
assigned to the same unit of the Internal Revenue Bureau of the Federal Govern- 
ment that is also charged with enforcement of the Harrison narcotic law, and 
since prohibition enforcement necessitates a much larger appropriation of funds 
and a greater field force, and occupies a larger share of the public attention, it is 
feared that the important duty of efficient enforcement of the narcotic law may 
be neglected. Therefore, your committee recommends that the American Medical 
Association urge the appointment by the Commissioner of Internal Revenue of a 
special deputy commissioner in charge of a separate unit for the enforcement of 
the narcotic law, and that due prominence be given to that service in the accom- 
plishment of its effective functioning. 
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6. Your committee recommends that the Harrison law be supplemented in the 
several States by uniform State laws, in harmony with and supplemental to the 
Harrison law, which shall base their control of any medical abuse of narcotic 
drugs on those powers possessed by the States to punish crime as well as to re- 
voke the license to practice medicine, dentistry, pharmacy, or veterinary medi- 
cine. 

The committee recommends that it be authorized to invite the appointment of 
committees by organizations representing the professions of dentistry and veter- 
inary medicine, pharmaceutical organizations, and organizations representing the 
various branches of the drug trade, and to cooperate with such committees, when 
appointed, in the preparation of a model State narcotic law; it further recom- 
mends that it be authorized to request the appointment of a Committee on Uni- 
form State Narcotic Law by the National Conference of Commissioners on Uni- 
form State Laws, and to cooperate with such committees when appointed, in the 
preparation of such a law; it further recommends that State narcotic laws should 
follow the general principles set forth below : 

A model State law need not be a tax law; and in fact, the taxing feature 
should be abolished. Its clear purpose, like that of the Federal statute, should 
be definitely the control of distribution of the narcotic drugs, limiting to the 
utmost every possible abuse, while conserving the absolute right and duty of 
the practitioner to exercise his judgment regarding their proper use in the 
lawful practice of his profession. Such State law should closely follow, and 
not in any way conflict with the provisions of the Federal law of paramount 
authority. The regulations and details of administration under the two laws 
should, therefore, be parallel, in order to avoid confusion and to facilitate com- 
pliance therewith; and the machinery of enforcement of a State law should be 
as simple as possible consistent with effective operation. 

Unnecessary duplication of records under the Federal and State laws should 
be eliminated, the State accepting the records kept under the Harrison law. 

Power to make and enforce special regulations of any sort, except those abso- 
lutely necessary in administrative application of the law, should not be entrusted 
to State officials. Those regulations considered necessary should be submit- 
ted for approval, before being promulgated, to the State medical board or other 
professional body of competent jurisdiction, and to the attorney-general of the 
State. 

A State law should embrace recognition of the clear purpose and intent of the 
Harrison law, evidenced by the words, “in the course of his professional prac- 
tice only,” to prohibit distribution of narcotic drugs through physicians prescrib- 
ing or dispensing them to addicts for self-administration, under the guise of ad- 
ministering the so-called ambulatory reductive method of treatment (since such 
method does not constitute treatment in good faith, nor has it the sanction of 
professional practice). Such proper control should be the basis of both State 
and Federal laws. This intent ought to be clearly defined in a State law, i. e., 
by definitely prohibiting the ambulatory treatment of addiction, either by the 
private physician, or in institutions such as the so-called narcotic clinic. 

Unlawful possession of narcotic drugs should be made prima facie evidence 
of violation of the narcotic law, as in the Harrison law. 

Legal commitment of addicts on their own application, as well as their penal 
commitment, should be made equally effective in order to insure complete con- 
trol of them while under treatment for the cure of their addiction. 

Provision should be made by the State law for the treatment of those addicted 
to the use of narcotic drugs, in suitable institutions, existing or proposed for 
that purpose, or by private physicians, in either case, under the most rigid reg- 
ulations. 

Institutional care and treatment of addicts unable to pay for such care and 
treatment should be provided for through a State law. In case special in- 
stitutions are provided for this purpose by the State, the industrial colony 
plan will approach nearest to the ideal solution of that problem. 

All institutions should be required to maintain complete records and make 
annual reports to the State department of health, including all items called for 
by that body. 

Administrative provisions of the narcotic laws in each State should be as- 
signed properly to the State department of health, or to a special bureau under 
its jurisdiction. The department of health in each State should be clothed with 
plenary police powers in dealing with narcotic addiction as a menace to the 
public, as power is vested in it for the control of communicable diseases. Pub- 
lic sentiment should demand their effective application. 
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Penalty for violation of the narcotic laws, or narcotic addiction on the part 
of a physician, dentist, veterinary surgeon, nurse, druggist, or other practi- 
tioner, should include suspension or revocation of the license to practice his, 
or her, profession, in addition to the legal penalty for the criminal offense im- 
posed by the court, on legal proof of such violation or addiction. 

7. Your committee is of the opinion that a study of the need for habit-forming 
narcotic drugs in the practice of medicine should be undertaken and pursued 
through the channels of the organized medical profession, as well as by the Fed- 
eral and State authorities. On the basis of such study, it may be determined 
whether or not the necessity exists, for the limitation of the amount of narcotic 
drugs imported, manufactured or prepared in the United States. It is the unan 
imous opinion of the committee that there are, at present, no available data on 
which could be based any practical plan for limiting imports, or for establishing 
a Gevernment monopoly in the importation, manufacture, preparation, and dis- 
tribution of the habit-forming narcotic drugs (if such plan could be legally 
adopted by the Government, except by an amendment to the Constitution of the 
United States) ; and further, that such study could attain results of value, only 
after a considerable period of years, or when the members of the medical pro- 
fession shall have been educated to supply accurate records of their actual needs 
for these drugs in the treatment of disease and the relief of pain and suffering 

8. Your committee desires to place on record its firm conviction that any 
method of treatment for narcotic drug addiction, whether private, institutional 
official, or governmental, which permits the addicted person to dose himself with 
the habit-forming narcotie drugs placed in hig hands for self-administration, is 
an unsatisfactory treatment of addiction, begets deception, extends the abuse 
of habit-forming narcotic drugs, and causes an increase in crime. Therefore, 
your committee recommends that the American Medical Association urge both 
Federal and State governments to exert their full powers and authority to put 
an end to all manner of such so-called ambulatory methods of treatment of nar 
cotie drug addiction, whether practiced by the private physician or by the so 
called narcotic clinic or dispensary. 

In the opinion of your committee, the only proper and scientific method of 
treating narcotie drug addiction is under such conditions of control of both the 
addict and the drug, that any administration of a habit-forming narcotic drug 
must be by, or under the direct personal authority of the physician, with no 
change of any distribution of the drug of addiction to others, or opportunity for 
the same person to procure any of the drug from any source other than from the 
physician direetly responsible for the addict’s treatment. 

9. Your committee recommends, in view of the fact that habit-forming nar 
cotic drugs have definite, valuable and indispensable uses in the practice of 
medicine, there should be permitted no encroachment on the right and duty of 
the physician to exercise his judgment unhampered in the legitimate use of such 
narcotic drugs. Therefore, your committee recommends that the bills now 
before Congress which propose to limit the total amount of narcotie drugs which 
may be imported into the United States be disapproved, and their passage opposed 
by the American Medical Association, for the reason that such limitation, at the 
present time, would inevitably make these drugs more expensive and difficult to 
obtain for proper medical purposes: and that such limitation of the total supply 
would certainly encourage smuggling of habit-forming narcotic drugs into the 
United States. 

10. Your committee also recommends that the several State and county medi 
cal societies, constituent to the American Medical Association, be urged to ob 
tain on their own initiative and through their own officers, such information as 
may be necessary to bring about the effective prosecution by local, State and 
Federal authorities, of that small number of the members of the medical pro 
fession who are now acting in violation of the Federal or State narcotic laws 

Respectfully submitted by the chairman, for the committee on narcotie drugs: 


HAVEN EMERSON, M. D., Chairman. 
rEORGE A. McCoy, M. PD.. 

TuHomas S. Bratr, M. P.., 

ALFRED C. PRENTICE, M. D. 


{[ Notr.—Appendixes C, D, and E, containing a list of State laws authorizing 
county and city hospitals, the text of the Iowa law for county publie hospitals 
and the text of the Michigan law on teaching disease prevention in the public 
schools, are omitted from the journal on account of lack of space.—Ep.] 
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{Abstract from report of reference committee on legislation and public relations, proceed- 
eo + the house of delegates, 76th annual session, Chicago, June 9-13, 1924, pp. 
36-39 


REpoRT OF REFERENCE COMMITTEE ON LEGISLATION AND PuBLIC RELATIONS * 


Dr. J. A. Pettit, chairman of the reference committee on legislation and public 
relations, submitted a report of that committee as follows: 

ie * * * 

2. The reference committee on legislation and public relations recommends that 
the house of delegates approve recommendation No. 8 of the report of the com- 
mittee on narcotic drugs of the council on health and public instruction, sub- 
mitted by the council to the house of delegates at the Boston session, 1921, 
and printed on page 19 of the proceedings of that session, as follows: 

“8. Your committee desires to place on record its firm conviction that any 
method of treatment for narcotic drug addiction, whether private, institutional, 
official, or governmental, which permits the addicted person to dose himself 
with the habit-forming narcotic drugs placed in his hands for self-administra- 
tion, is an unsatisfactory treatment of addiction, begets deception, extends the 
abuse of habit-forming narcotic drugs, and causes an increase in crime. There- 
fore, your committee recommends that the American Medical Association urge 
both Federal and State Governments to exert their full powers and authority 
to put an end to all manner of such so-called ambulatory methods of treatment 
of narcotic drug addiction, whether practiced by the private physician or by the 
so-called narcotic clinie or dispensary. 

“In the opinion of your committee, the only proper and scientific method of 
treating narcotic drug addiction is under such conditions of control of both the 
addict and the drug, that any administration of a habit-forming narcotic drug 
must be by, or under the direct personal authority of the physician, with no 
chance of any distribution of the drug of addiction to others, or opportunity for 
the same person to procure any of the drug from any source other than from 
the physician directly responsible for the addict’s treatment.” 


3. * * * 
4. * * * 
5. * * * 
6. x * * 
The 


report of the reference committee on legislation and public relations 
was considered section by section. 


On motion of Dr. Pettit, the second section was adopted. 


* ab * a x € * 
Dr. Pettit then moved that the report of the reference committee on legisla- 
tion and public relations be adopted as a whole. This motion was seconded 


and carried, and the speaker declared the report adopted. 


Exurisit No. 23 
{Journal of the American Medical Association, 76: (23) 1551-1556 (June 4) 1921] 


THE PROBLEM OF THE NARCOTIC Drug AppDICT 


Alfred C. Prentice, A. M., M. D., member of committee on narestic digs, council 
on health and public instruction, American Medical Associat on,“ w York 


The report of the committee on the narcotic drug situation in the United States, 
adopted by the American Medical- Association at the annual session in New 
Orleans, 1920, and published by the council on health and public instruction as 
one of its education pamphlets, has shown that existing conditions relating to 
narcotie addiction constitute a grave menace to society. 

Since reputable physicians generally lack familiarity with the facts regarding 
the addiction evil, because these cases are rarely encountered in ordinary medi- 
cal practice, it seems proper at this time to call attention to some of the more 
important features of that report for the sake of needed emphasis. 





1 Proceedings of the house of delegates of the American Medical Association, 75th annual 
session held at Chicago, Ill., June 9-13, 1924, pp. 36-39. 
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PREVALENCE OF ADDICTION 


That narcotic drug addiction does exist, though its prevalence is enormously 
exaggerated by those who would have it persist while deploring its extent, and 
that it is common among degenerate denizens of the underworld, criminals, prosti- 
tutes, mental defectives, their condition rendered more hopeless and pitiable as 
social outcasts because of the slavery to the drug, cannot be denied. That in large 
centers of population, clerks, salesmen and saleswomen, bookkeepers, mechanics, 
artisans, conductors and motormen of streetcars, and chauffeurs of public and 
private vehicles are found addicted to the use of habit-forming narcotic drugs, 
constitutes a source of danger to everyone both physical and moral. It must also 
be admitted that, in isolated cases, victims of drug acdiction may be found 
even among the educated and leisure classes ; yet, though clamdestinely maintained 
by these people, it may be in an atmosphere of supposed refinement, nevertheless 
the insidious danger of thus spreading the moral contagion may even be 
enhanced by its apparent respectability, and it must not therefore be compromised 
with or condoned in any class or social station. The vice that causes degenera- 
tion of the moral sense, and spreads through social contact, readily infects the 
entire community, saps its moral fiber, and contaminates the individual members 
one after another, like the rotten apple in a barrel of sound ones. 


HAGUE CONVENTION BASIS OF LAWS 


In 1912-14, an international convention between the United States and other 
powers Was signed at The Hague, ratified by the Senate and proclaimed by the 
President, March 3, 1915, entitled, “Suppression of the Abuse of Opium and Other 
Drugs.” 

This international treaty convention thus having become the supreme law of the 
land, and paramount to the mere act of a national legislature, the United States 
Congress, in conformity therewith, enacted three laws: one, regulating the im- 
portation and exportation of opium; another, imposing a prohibitive tax on smok- 
ing opium; and the third, known as the Harrison narcotic law, designed to regu- 
late and control the domestic distribution of opium and cocaine. 


HARRISON LAW 


While nominally a tax law, entrusted for administrative purposes to the United 
States Treasury Department, the main purpose of the Harrison law was not to 
produce revenue for the general purposes of government, but rather, specifically 
to carry out our national treaty obligations, by establishing control of the dis- 
tribution of the narcotic drugs in the United States, so as to prohibit their abuse, 
and to restrict their use to the proper channels of legitimate medical, scientific, 
dental, and veterinary practice. 

Through failure to recognize the serious international character of this ob- 
ligation of the United States Government, and because of the license tax imposed, 
which with its other regulations may appear to some as unnecessarily burden- 
some, some loose thinking has been indulged in, and criticism of the Harrison law 
has been broached, even to urge that it be repealed. On this basis has arisen a 
sinister propaganda having for its object the creation of popular sentiment hostile 
to the requirements of this law, so as to render futile or difficult the most earnest 
efforts of the Government authorities to enforce it. 

Thus it may be seen how vital a matter it is to our national honor, in respect 
to its solemn treaty obligations, that the Federal Government shall, in good faith, 
actually enforce the provisions of this act of Congress. 


STATE LAWS 


It is equally important that the several States recognizing this fundamental 
motive in human progress, should enact legislation supplemental to and in 
harmony with the Federal laws, which shall enable the exercise of the special 
police powers of the States, in cooperation with the Federal authorities, in giving 
full effect to the clear purpose and intent of this Federal statute. Such laws have 
been written on the statute books in Massachusetts, Rhode Island, and Penn- 
sylvania. 


LAW ENFORCEMENT INEFFECTIVE 


That the Harrison law has failed to prevent improper use and distribution of 
narcotics is a proper and just criticism. Failure to secure intended results of a 
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law should not be charged to inherent weakness in the law itself, necessarily. 
In this case, it is clearly the natural result of inefficient efforts in its enforce- 
ment. 

Failure, also, on the part of the State governments to provide adequate co- 
operation through State legislation and application of their police powers has 
contributed to make difficult, slow and expensive the prosecution in the Federal 
courts of a small number of cases against physicians and druggists, violators of 
the law, which cases ought never to have been necessary to proclaim the binding 
authority of the law, if State laws had been in existence prohibiting the acts 
complained of in these indictments. 

Then the World War engrossed the activities of governments, and it was not 
unti March 1919 that this law was declared by the United States Supreme Court 
to be constitutional; or that a determined attempt had been made te enforce it. 
Since that time, however, various other court decisions of an interpretative char- 
acter have been rendered, which have materially contributed toward making the 
Harrison law a most valuable and efficient legal instrument in preventing the 
abuse of narcotic drugs: Convictions are obtained regularly in the courts against 
dealers, druggists, and physicians engaged in its violation. 


IMPOSITION 


The report of the Commissioner of Internal Revenue for the year 1920 shows 
that during that period the sum of $1,513,919.50 was collected under the Harrison 
law. Itis also a matter of record that Congress had appropriated for its enforce- 
ment for that period the sum of $750,000. The Department employed a field 
force of less than 175 men for the entire United States, and actually expended 
in the cost of administration of the service, and in the operations for enforcement 
of the law together, less than the sum appropriated. Since this act was not 
intended to operate as a revenue-producing measure, it does seem but fair to 
demand of the Government that no less than the total amount of moneys collected 
under the law in fees, fines, taxes, etc., shall be expended effectively in its proper 
and adequate enforcement. Otherwise, complaint of oppression in being com- 
pelled to pay a tax of $3 for the nominal license when the moneys collected are 
not used for the purposes of enforcement of this law, cannot be regarded as 
wholly groundless. 


CONSPIRACY 


From the beginning of serious attempts made to enforce the Harrison law, 
evidence has accumulated of a widespread and well-organized conspiracy that 
has arisen and is in active operation throughout the country, aiming to defeat 
the purpose of the law, or to circumvent its requirements. Those who find it 
profitable to exploit the victims of drug addiction by supplying them with narcotic 
drugs, while at the same time maintaining their addiction, through prescribing 
or dispensing to them over prolonged periods or quite indefinitely, would most 
naturally seek to retain their privilege as purveyors, and desire to be permitted 
to continue their exceedingly profitable traffic, if not legally, at least unmolested, 
because it is carried on under the pretense of medical treatment for an assumed 
“disease.” 

PROPAGANDA 


Public opinion regarding the vice of drug addiction has been deliberately and 
consistently corrupted through propaganda in both the medical and the lay press. 
Cleverly devised appeals to that universal human instinct whereby the emotions 
are stirred by abhorrence of human suffering in any form, or by whatever may 
appear like persecution of helpless human beings; lurid portrayals of alleged 
“horrible suffering inflicted” on addicts through being deprived of their drug; 
adroit misrepresentation of fact; plausible reiteration of certain pseudoscientific 
fallacies designed to confuse the unscientific mind; downright false statement, 
and insidious innuendoes assiduously propagated are brought to bear on an 
unsuspecting public to encourage it to feel pity for the miserable wretches, “whose 
name is legion” we are told, and whose “sufferings,” hysterically exaggerated, 
are graphically served up to be looked on as if they were actually being made 
“vietims of persecution” by the authorities, who would deprive the wretches of 
even the drug they crave. 

The “righteous” narcotic practitioner, claiming that he alone understands 
their plight and can relieve them, standing ready as a ministering angel of 
mercy to prescribe for their infirmity, begs the right and privilege of placing in 
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their hands for self-administration the drug that has debased them and brought 
them in his power—for as much money as he can squeeze out of them. 

The shallow pretense that drug addiction is a disease which the specialist 
must be allowed to treat, which pretended treatment consists in supplying its 
victims with the drug that has caused their physical and moral debauchery, 
and that the regular physician because lacking in their familiarity with the ad- 
dict, his habits, desires, and emotions, is therefore incompetent to assume his 
proper treatment, has been asserted and urged in volumes of literature by the 
self-styled specialists. 

Significant articles of sensational character dealing with narcotic addiction 
have appeared in the public press during recent months, denouncing the alleged 
persecution of the addict and of his ministering angels, the narcotic practitioners, 
by local, State and Federal authorities, all of them characterized by a certain 
style indicating their probable emanation from a common source, and well cal- 
culated to create in their favor popular prejudice, in case their business or 
practice were called in question before some trial jury. Reputable members of 
the medical profession have been constantly libeled with the assertion that 
“the doctors have produced the addicts in the beginning,” through careless ad- 
ministration of the drugs, and their “innocent victims” ought all the more to 
enjoy the sympathy and solicitude of the public; that the average doctor is an 
ignoramus, and is not competent to be trusted with dangerous drugs from which 
such evils may be evoked. Such fallacies may be found in American Medicine, 
Illinois Medical Journal, American Journal of Clinical Medicine, Medical Record, 
American Journal of Public Health, Washington Post, Chicago Tribune, New 
York Tribune, New York Times, New York World, New York American, Harvey's 
Weekly, New Republic, Metropolis and others. 

Emboldened by such successful publicity for their cause, which is the busi- 
ness interest, their emissaries have appeared wherever a hearing could be 
made useful—hefore legislative committees, boards of health, governors of States, 
in the Halls of Congress, before administrative officials of the United States 
Departments of Justice and Internal Revenue, and even before reference com- 
mittees of the house of delegates of the American Medical Association. 


SCRIPT DOCTORS 


In the parlance of that underworld where the narcotic addict finds congenial 
atmosphere there exists a swift and secret means of communication—a sort 
of ‘“free-masonry” of their kind—by means of which the “script doctors” in a 
community are well known and accessible to all the addict fraternity. These 
doctors, having a monopoly of firsthand knowledge of the drug addict, his habits, 
sufferings, emotions, and desires, whose heart bleeds in sympathy for the 
addict with his intolerable craving (for often it appears that the “doc” himself 
is addicted to the ‘“dope”), whose defense of the business of supplying them with 
drugs is ever ready, suave, and plausible and, whose business sense, greed for 
money, is the creed of their professional practice—these are the “script doctors” 
invariably patronized by the addict, not because he has need for the advice or 
skill of the physician, but solely because he knows that the “doc” will give him 
his “script” or the “dope” itself, in whatever amount he says he needs. The 
drug thus “lawfully” obtained from a familiar druggist, of full weight, and of 
pure quality, at about 7 cents a grain, can then be self-administered at his 
convenience, or shared with a needy friend, or sold in the street peddling trade 
at sufficient profit to finance his next visit to the “script doctor’s” office. 


NATURE OF ADDICTION 


Tolerance to considerable doses of morphine or heroin may be all too readily 
acquired, after the first few doses. The amount necessary to produce desired 
effects then requires to be gradually increased. When the effects wear off, 
there supervenes a lassitude, mental depression, nausea or epigastric distress, 
dilated pupils, tremor and hysterical apprehension, even actual fear of imaginary 
objects. All these symptoms are promptly relieved by another dose of the drug. 

The continued habit is evidenced in most of its victims by a peculiar pallor, 
a sallowness of complexion, anemia, emaciation, untidiness of the person, and 
generally, the appearance of one prematurely aged; restless irritability of the 
nervous system, itching of the skin, tremors, insomnia, dilation of the pupils 
(contracted under the influence of the drug), deranged digestion, loss of appetite, 
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marked constipation, mental depression, impairment of mental function, and 
finally, by complete perversion of the moral nature—loss of the ethical sense. 
Osler says: “Persons addicted to morphia are inveterate liars, and no reliance 
whatever can be placed upon their statements. * * * This is not confined to 
matters relating to the vice.” 

An increase of their dose is, apparently, not always necessary. Many have 
carried on their ordinary business affairs successfully for many years on a 
satisfactory daily dose of from 2 to 5 grains of morphine. On the other hand, 
some have consumed 10, 20, 30, and even 70 grains daily for long periods. Even- 
tually, in the terminal cases, an asthenic condition supervenes wherein the sub- 
ject takes little or not food, dying from the starvation and toxemia, or from 
effects of some slight injury or intercurrent disease. 


TREATMENT 


Unless the addict is kept under constant supervision, carefully isolated from 
contact with every possible source of obtaining the drug of addiction, during 
the withdrawal period essentially (so that any administration of the drug must 
be given by the physician, and the addict may not procure any of the drug except 
from the physician directly responsible for his treatment), the proper treat- 
ment of addiction with the purpose of curing the condition is extremely difficult, 
and can rarely be carried out successfully by the general practitioner. Addicts 
must be maintained under rigid control, generally in a suitable institution, 
and should be in bed for from 3 days to a week during the withdrawal treatment. 

Withdrawal symptoms are typical, though not constantly present to the same 
degree. Some addicts enormously exaggerate their sufferings and complain bit- 
terly, striving to excite sympathy by displaying an hysterical emotionalism, 
anticipating some concession to humane feeling and another dole of the drug. 
Others appear to be possessed of a fair degree of poise, evidencing a desire to 
exhibit their moral stamina, enduring their discomfort with stoicism for the 
sake of being through with it more quickly. They complain of abdominal 
cramps, nausea, vomiting, pains in the bones, great restlessness, insomnia and 
fear. All these symptoms can be masked to a great extent by the administra- 
tion of one two-hundredth grain of scopolamin hydrobromate every 6 hours for 
the first 36 hours. During this period and, in fact, up to the end of 72 hours, 
the patients are disposed to remain in a semihypnotic condition, thirst being 
their chief complaint; and plenty of water to drink relieves that. 

To quiet their restless excitement, sulphonal, choral, paraldehyd, etc., may 
be used if indicated; but the hot pack, tub bath, drip sheet, and drip enema of 
physiologic sodium chloride or of sodium bicarbonate solution aid materially. 
It appears to make little or no difference in the result whether the treatment 
is masked by some sedative medication, or whether they are given “the cold 
turkey” (the addicts’ term for immediate withdrawal without any treatment 
to allay their sufferings). In either case, they are taken off the drug immedi- 
ately; in from 3 to 5 days their vomiting of bile has ceased, their appetite re- 
turns, they eat and digest substantial food, they gain in strength and weight, 
regularly increasing their weight by from 25 to 50 or 100 pounds in 2 or 3 
months, and they are off the drug, having had none from the beginning of 
treatment. 

In the vast majority of cases, it must be stated by way of caution, the habit 
has been broken off, and the craving no longer requires that it be satisfied. 
But it may be reawakened and allowed to dominate the individual again, if 
he permits any relaxation of his self-control. His cure, in that sense, then, 
cannot be said to be permanent until he has regained mastery of himself. There 
is great physical danger, however, if he should relapse, in beginning again to 
use his previously accustomed dose of the drug; for the tolerance to consider- 
able doses is soon lost, so that beginning anew with the old dose produces acute 
opium poisoning, and is known to have caused fatal results in a number of 
such cases. 

The explanation of withdrawal symptoms seems to be found in the starvation 
asthenia of the entire nervous system, including the depressed state of the 
endocrine gland activities, the obstipation and consequent diarrhea from depres- 
sion of the splanchnic innervation of intestinal muscle and secretion, and the 
toxemia resulting from diminished oxidation as well as diminished elimination 
of excretory substances. The clinical picture is that of severe acidosis toxemia 
accompanied by profound depression of the automatic nervous system, and is 
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essentially similar to the familiar toxema of chronic alcoholism and starvation, 
commonly called “delirium tremens” on account of the delirium present as the 
prominent symptoms in that condition. In both these toxemas, renewed doses of 
the poison that has produced the condition indirectly immediately covers up the 
symptoms by renewed depression of the sensory paths of the automatic reflexes. 

Immediate and absolute withdrawal of the drug has been routine practice at 
Bellevue Hospital, Metropolitan Hospital, and Riverside Hospital of the Health 
Department of the City of New York; at Kings County Hospital, Brooklyn, and 
at the United States Penitentiary, Atlanta, Ga., in all their cases during the past 
several years. In all these 25,000 cases of immediate withdrawal of the drug, 
there have been no deaths resulting, nor any suffering permitted that cannot be 
easily controlled. Of course, those patients suffering from complicating disease 
of heart, lungs, or kidneys received a more gradual method of withdrawal, but 
were nevertheless subjected to withdrawal from their addiction. 

Gradual withdrawal methods have been used at the New York City Prison in 
some 12,000 cases, partly to avoid criticism on the part of the friends of the 
prisoners having access to them during treatment. Here it has been found neces- 
sary to extend the withdrawal period to not more than 2 or 3 weeks. 

Personal observation of their condition under treatment, and interviews with 
the addicts during and after their having been taken off the drug, both at River- 
side Hospital and at the penitentiary, gave convincing evidence that the method 
of immediate and complete withdrawal of the drug is the method that is prefer- 
able, by far, in all cases not complicated with organic disease. Both from the 
medical point of view and that of the more intelligent addicts, the best results are 
attained in the shortest possible time by this method. Many of them preferred it 
because thus their durance was not long protracted. The immediate improvement 
in mind and body, when thoroughly detoxinated, is quite remarkable. Many who 
had experienced various methods of withdrawal, previously, some as many as 
seven times in different institutions, including every well-known method that is 
practiced, volunteered this testimonial of the “cold turkey.” Those who were 
less ingenuous, and said they preferred the gradual withdrawal method, when 
pressed for reasons, replied, “If we can’t get any more of the dope, we want to 
get what we can while it is going.’”” Many of the prisoners of lower grade men- 
tality, belonging in the group of correctional class mental defectives, were frank 
to say “they would go back on the drug, when released from confinement, if they 
could get it.” The higher grade types, however, were glad of their release from 
the slavery to the drug, expressing their firm determination of staying off for 
good, but were yet conscious of their own weakness of will, fearing they might 
relapse in spite of their resolution, if projected among their former associations. 

One of the prisoners in the penitentiary, doing time for an offense against 
the Government in time of war—a person who has never been a drug addict 
and is possessed of a mentality superior to that of the ordinary prisoner— 
having been closely associated in the prison hospital with those other prisoners 
then undergoing treatment for withdrawal from narcotic drugs, had been a close 
and sympathetic observer of, and was intimately conversant with all their 
sufferings and complaints. This prisoner proved on careful inquiry to be a 
valuable witness, bringing to the subject evidence that cannot be impugned, 
gained at firsthand and without previous bias or prejudice of any sort. He 
said: 

“T have been in the hospital about 8 monuths, and in the prison for a year. 
During that time, I have observed under treatment between 50 and 75 cases of 
narcotic drug addiction. I had no idea what a terrible affliction drug addiction 
is, until I saw its victims here. They represent the very lowest level of hu- 
manity; often very young men—mere boys, from 20 to 22 years old—already 
wrecked. Such men as Victor Hugo speaks of in Les Miserables: ‘men who are 
old, without ever having been young; possessing all the ignorance of youth, 
without any of its innocence.’ 

“All these cases have been treated by immediate withdrawal of the drug, 
except those whose physical condition (diseased) required more gradual meth- 
ods. Generally speaking, from my own observation and from what the men tell 
me, they do not suffer. They say they have felt altogether better, when they had 
been gotten off the drug. It seems to revive and stimulate their willpower, 
which had been put in abeyance by the drug. I am gratified with the results of 
the treatment. Never has it failed in a single case to break off the habit, and 
in no single instance have I seen a bad result from the treatment. The men 
also express their gratification over the relief it affords them. The craving 








1988 ILLICIT NARCOTICS TRAFFIC 


seems to be due, in part, to uncertainty; as soon as the habitué realizes here 
that there is no chance of his getting any ‘dope,’ he feels better in his mind, and 
his will is strengthened to stay off. 

“Never in a single instance have I heard a man complain of his having been 
cut off the drug completely, that is, after 2 or 3 days to a week. I have sympa- 
thized with these poor fellows, and they have given me their confidence. If there 
had been any complaints, I would have heard them; but not one complaint about 
the treatment have I heard in the hospital. Dr. Weaver is as kind and sympa- 
thetic, as humane as any doctor could be, and I thoroughly approve the methods 
used and the results cbtained by him, which I regard as the best that could be 
done for these men. Once they are off the drug, they are in a different state of 
mind. If sound and well physically, I believe that is the way to do it. I know 
the method is a most humane way to deal with them. 

“In my own town I have known narcotic practitioners to try to taper them 
off, but I have never known a case to be cured by tapering off. It is a false 
confidence inspired by the doctor, who yields to the infirmity of an addict, listens 
to his importunity, and gives him the drug he craves. For he thus shares his 
infirmity with him, and the responsibility for his unfortunate condition. 

“I do not see that any good results can be attained by catering to the thing 
that has caused the evil. You remember how, when Paul was at Ephesus, the 
silversmiths caused a riot among the people because they wished to perpetuate 
worship of the silver shrines of Diana, because, they said, ‘Ye know that by this 
business we have our wealth.’ So these doctors who cater to the addicts defend 
the business because their professional income is dependent on and wrapped up 
init. That is the only excuse for them. It is—there is no reason in it. 

“To break them off the drug habit is practically useless, unless it can be made 
permanent. If some of these men go back to it, after leaving here cured, that is 
because their treatment has not been completed. The hospital has done its part, 
having put the men on their feet physically. To save them from their vicious 
circle, however, something ought to be done on the outside to guard them from 
their old surroundings, when they leave here cured.” 

The first comprehensive series of facts, having real scientific value, that has 
yet been compiled anywhere in the world, is embraced in the published statistics 
gathered from analytic study of the nearly 8,000 cases of addiction registered and 
cared for during about 10 months by the department of health of the city of New 
York. These cases were subjected to most careful observation and study by 
specialists qualified to make scientific analyses and arrive at sound conclusions 
from them. Except from equally careful and extensive clinical study by the 
scientific method, which has not been duplicated and which is not likely to be, 
the conclusions deduced from this source cannot be safely challenged. From 
these statistics it was shown that: 

While some 5 percent claimed that an illness was their excuse for addiction, 
69 percent frankly blamed their “bad associations” for their plight. (Making due 
allowance for the addict’s unreliability of statement, especially when opportunity 
offers to blame another than hfmself, we may revise downward the 5 percent, 
while there can be no reason to assume that the 69 percent were lying, particu- 
larly since their testimony was voluntary and likewise self-derogatory. ) 

Seventy percent were under 30 years of age. 

Twenty-six percent were employed in the business of transportation. 

Less than 4 percent were suffering from a disease or painful malady which 
would justify their addiction. (Corroboration of this figure is found in the state- 
ment by Dr. Weaver of the United States penitentiary, who found “not more 
than 3 percent of addicts received having some organic disease, such as chronic 
Bright’s disease, heart lesions with broken compensation, or advanced tubercu- 
losis necessitating a more gradual withdrawal of the drug.’’) 

Only 1,580 out of 2,800 received at the clinic were willing to accept treatment 
for withdrawal of the drug of addicition, so long as they could secure a supply 
of the drug from street peddlers or from a “script doctor.” These were given 
hospital care, withdrawn from the drug by the scopolamin method, and kept for 
6 weeks under careful reconstruction training afterward, until able to be dis- 
charged in good physical condition, and able to do an honest day’s work. Within 
8 months it was found that a large proportion of them had already relapsed to 
their old habits and associates, notwithstanding every effort made to assist them 
with moral support and friendly solicitude by every agency possible. Peddlers 
from their own underworld, well known to them, were ready at the dock to meet 
every boat returning from the island hospital, eager to supply them with the 
drug once more, even gratuitously, so anxious were they to rebuild their clientele. 
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SOLUTION OF PROBLEM 


Any solution of this vexing problem must necessarily resolve itself into some 
plan for abolishing the total suppiy of drug that may be available to the addict 
from any and all sources. There are two main sources of supply, viz., the 
peddlers, most of whom are themselves addicts; and the trafficking doctor, the 
narcotic practitioner, the “script doctor” who prescribes or dispenses the drug 
to them for self-administration. The peddler, who deals largely in smuggled 
drugs, constitutes a comparatively simple police problem, easily solved by thor- 
oughgoing enforcement of existing laws. The doctor is more difficult of appre- 
hension, for he hides behind the cloth of a reputable profession, and pretends that 
he is treating a “disease” when he is really selling his professional privilege in a 
sordid market for a very large return in money. One man, now serving his term 
in the penitentiary, wrote frem 100 to 2,600 prescriptions each week for about 
10 months, and a total of more than 23,500 in that time, at about $3 each! Many 
jof these “scripts” call for as much as 500 grains of morphine or heroin at one 
time, and these doctors do not hesitate to give addicts several “scripts” at one 
time, or even send them in the mails to a distant city. One “respectable addict,” 
meaning a person who was willing to pay a large fee, has testified that she paid 
1 doctor $1,000 monthly for a period of 13 months, ‘to keep her in good health.” 

It has been estimated that 90 percent of opium imported into the United 
States is used for other than proper medicinal purposes. Much of this is 
ostensibly exported, but is in reality merely transferred by connivance to the 
underworld traffic, appearing in the hands of the peddlers as “smuggled goods,” 
and sold at fancy prices according to the necessities of the fraternity at the 
time. 

The remedy consists in abolishing the addicts’ drug supply first by prohibiting 
the prescribing or dispensing of these drugs to them by physicians, under severe 
penalty for such violation, and secondly through vigorous enforcement of both 
Federal and State laws dealing with narcotic abuse. 


AMBULATORY TREATMENT 


The so-called reductive dosage ambulatory treatment of addicts, defined by the 
United States Bureau of Internal Revenue as the “prescribing or dispensing of a 
narcotic drug to an addict, for self-administration at his convenience,” has been 
uniformly condemned as a method of treatment by every competent medical au- 
thority, and is definitely prohibited by law in Massachusetts, Rhode Island, and 
Pennsylvania, as well as by implication, certainly, in the Harrison law and 
the court decisions that have been rendered to date relating to it. A recent ruling 
by the United States Commissioner of Internal Revenue stated that : 

“This office has never approved the so-called reductive ambulatory treatment 
of addicts, for the reason that where narcotics are furnished to an addict who 
controls the dosage himself, he will not be benefited or cured. 

“It is well recognized by medical authorities that the treatment of addicts, with 
a view to curing their addiction, which makes no provision for confining them 
while the drug is being withdrawn, is a failure, except in a relatively small num- 
ber of cases where the addict is possessed of a much greater degree of willpower 
than is possessed by the ordinary addict. If a physician, pursuant to the so- 
called reductive dosage ambulatory treatment, furnishes drugs to an addict who 
is financially unable to enter an institution for the cure, and whom the local 
State or other officials are unable to put in a place of confinement where he may 
be cured without expense to himself, such physician will be held strictly account- 
able, and his furnishing of narcotics to an addict for an extended period will be 
regarded ipso facto as showing lack of good faith in the treatment of an addict 
and that he had been merely satisfying the cravings of an addict.” 

The conclusion, therefore, seems ineluctable that a physician who supplies nar- 
cotic drugs to an addict, knowing him to be an addict, or who connives with or 
condones such an act, is either grossly ignorant, or deliberately convicts himself 
as one of those who would exploit the miserable creatures of the addict world for 
sordid gain. It may be that he is himself addicted to the drug and has thus be- 
come a victim of its power to produce such profound moral perversion. For such 
there can be but one verdict. Suspend or revoke his license to practice medicine. 


by all means. Let him suffer the penalty of the law, and may God have mercy 
on his soul! 
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PRESENT STATUS OF NARCOTIC ADDICTION 


With Particular Reference to Medical Indications and Comparative 
Addiction Liability of the Newer and Older Analgesic Drugs 


VICTOR H. VOGEL, M.D. 
HARRIS ISBELL, M.D. 
and 


KENNETH W. CHAPMAN, M.D. 
Lexington, Ky. 


When the Harrison Narcotic Act was passed in 1914 
there were perhaps 150,000 to 200,000 narcotic addicts, 
mostly women, in the United States.’ Now, according 
to a recent estimate by Mr. H. J. Anslinger, Commis- 
sioner of Narcotics,’ there is about 1 addict per 3,000 
of population, or a total of approximately 48,000, mostly 
men. This reduction in addiction has been largely due 
to the vigorous enforcement of the Harrison Narcotic 
Act and to federal facilities for the treatment of addicts. 
Compared with the problems arising from the abuse of 
drugs such as the barbiturates and alcohol. sarcotic 
addiction is not a great public health hazard. However. 
to the person and his family, narcotic addiction is a 
tragedy which often brings about complete ruin. With- 
out the preventive influence of legal control and the 
treatment of identified addicts, narcotic addiction would 
spread somewhat like the infectious diseases which are 
public health problems. 

If one listens to the inveterate narcotic addict, the 
question immediately arises as to why addiction should 
be controlled and discouraged, since the addict describes 


From the United States Public Health Service Hospital, Lexington, Ky. 
Read in the General Scientific Meetings at the Ninety-Seventh Annual 
Session of the American Medical Association, Chicago, June 22, 1948. 
This article was edited previous to the date on which the Council on 
we and Chemistry announced in THE JouRNAL the addition of a 
wee ” in the spelling of ‘‘methadone.”’ 
Ko ‘Ib, L.: Drug Addiction as a Public Health Problem, Scient. 
Mealy 48: 391 (May) 1939. 

2. Anslinger, H. J.: Testimony Given Before the Subcommittee of 
the Committee on Appropriations, House of Representatives, Eightieth 
Congress, Second Session, Supplemental Federz] Security A ency Appro- 
priation Bill for 1949, Printed for the Use of the Committee on 
Appropriations. W ashington, D. C., Government Printing Office, 1948. 
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“God's medicine” as the agent which makes him at 
ease, contented, ambitious and of such improved effi- 
ciency that he can compete on normal terms with his 
4 fellowman. This effect is not seen in the majority of 
cases. After mentioning the exceptional persons who 
may adapt to life’s difficulties better with narcotic drugs. 
Kolb said of morphine and morphine like drugs °: 


when taken in large doses, [thev] sap the physical 
and mental energy; lethargy is produced, ambition is lessened, 
and the pleasurable feeling already described—that all is well— 
makes the addicts contented. These various effects cause them 
to pay less attention to work than formerly ; consequently, they 
tend to become idlers by this means alone. Those who depend 
upon the illegitimate traffic are sometimes unable to work 
because of discomfort and weakness due to insufficient narcotics. 
and at other times they stay away from their work in order 
to look for the drug. There are cases . . . who have gone 
to distant cities regularly to get an ounce of hervin or morphine. 
and others who have lost as many as a dozen jobs through 
neglecting work to meet their peddlers, or through lying in bed 
in the morning instead of going to work because the dose that 
would have put energy into them was not available. Often. 
when these cases secure a supply, after their short periods of 
deprivation, they take more than is actually necessary to keep 
them comfortable. The result is that they alternate hetween 
physical and mental irritability and physical and mental lethargy. 
Both extremes make for emaciation, physical inefficiency. and 
unusual mental reactions. 

-The dreamy satisfaction and the pleasurable physical thrill 
produced by opium in many addicts in their early experiences 
with it are of themselves forms oi clissipation that tend to cause 
foral deterioration. Addicts, as a rule, are compelled to asso- 
ciate with persons of low moral character in order to continue 
their addiction. Financial embarrassment resulting from idle- 
ness or the high price of peddled narcotics impcls them to beg 
moncy from their friends, obtain it from members of thei 
families by subterfuge, or steal, in order to supply themselve- 
with drugs; they suffer in manliness through feeling what they 
uften consider the just contempt of the public; they suffer 
through their constant fear of arrest, or because of a term in 
the penitentiary served for having narcotics in their possession 
This train of events brings about unfavorable character changes 
and gradual moral deterivration, and converts what might have 
heen fairly useful citizens into outcasts, idlcrs, or dependents. 


In spite of the fact that there is nu consistent organic 
damage seen in the body following prolonged and exces- 


RR L.: 3 -ure and Detcri ration from Narcotic Addiction, 
Ment. Hye. 82 69 ct.) 1923. 





1994 ILLICIT NARCOTICS TRAFFIC 





sive use of narcotic drugs, character deterioration is 
real and great, as evidenced by the deliberate policy of 
the Japanese in the late war to make addicts of large 
segments of the alien populations under their control. 


DEFINITION OF DRUG ADDICTION 


Drug addiction may be defined as a state in which 
a person has lost the power of self control with reference 
to a drug and abuses the drug to such an extent that 
the person or society is harmed. In the United States, 
only derivatives of opium (including morphine, heroin, 
dihydromorphinone hydrochloride [“dilaudid hydro- 
chloride], codeine and metopon), the morphine-like 
synthetic drugs (including meperidine hydrochloride 4 
| ““demerol hydrochloride’’], methadon [amidone, “dolo- 
phine,’ 10820] and isomethadon), cocaine and mari- 
huana are under control of the Harrison Narcotic Act 
and similar acts. There are other drugs which, accord- 
ing to our definition, are addicting, including the bar- 
biturates, bromides, alcohol, peyote (mescaline) and 
amphetamine, but none of these are subject to legal 
control. However, users of peyote are eligible for treat- 
ment at the federal hospitals for drug addicts. 

Himmelsbach and Small* described addiction to 
opium and similar drugs as embracing three intimately 
related but distinct phenomena: (1) tolerance, (2) 
physical dependence and (3) habituation. 

Tolerance is defined as a diminishing effect on repeti- 
tion of the same dose of the drug or, conversely, a 
necessity to increase the dose to obtain an effect equiva- 
lent to the original dose when the drug is administered 
repeatedly over a period of time. Physical dependence 
refers to an altered physiologic state, brought about by 
the repeated administration of a drug over a long period 
of time, which necessitates the continued use of the 
drug to prevent the appearance of the characteristic 
illness which is termed an abstinence syndrome. Habit- 
uation refers to emotional or psychologic dependence 
on the drug—the substitution of the drug for other 
types of adaptive behavior. Habituation is closely 
related to a drug’s euphoric effect, i.e., relief of pain 
or emotional discomfort.® 





4. Himmelsbach, C. K., and Small, L. F.: Clinical Studies of Drug 
Addiction: II. “‘Rossium’’ Treatment of Drug Addiction; with a Report 
on the Chemistry of “Rossium,” Supplement 125 to the Public Health 
Reports, United States Treasury Department, Public Health Service, 
1937, p. 1. 
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The comparative importance of these three qualities 
in the total picture of addiction is still a matter of 
dispute. The role of tolerance in addiction is obscure 
and difficult to evaluate. Tolerance, however, has been 
shown to develop to all morphine-like drugs. It is 
empirically included as one of the qualities of the addict- 
ing drug. Physical dependence has been regarded by 
many persons, particularly by pharmacologists, as the 
primary and only distinguishing characteristic of an 
addicting drug. Other persons, particularly psychia- 
trists, regard emotional dependence or habituation as 
the all-important factor in addiction. Some have gone 
so far as to claim that withdrawal symptoms are psychic 
and not of physiologic origin. A view intermediate 
hetween these two extremes is probably correct. Both 
physical and emotional dependence are important in 
addiction to morphine. Wikler ° has shown that physi- 
cal dependence on morphine and methadon develops 
in the isolated segments of the spinal cord in chronic 
spinal dogs, and also that physical dependence occurs 
in chronic decorticated dogs. Wikler’s observation 
proves beyond doubt that physical dependence is a real 
physiologic entity and is not psychic in origin. On the 
other hand, physical dependence does not explain why 
addicts begin the use of drugs, continually increase 
the dose and number of doses until they are dependent. 
Nor does physical dependence explain why so many 
addicts repeatedly relapse to the use of drugs long after 
the withdrawal illness has subsided. Some addicts begin 
to use drugs for the alleviation of pain caused by organic 
lesions; others take up the habit to relieve emotional 
tension ; all continue to use the drug because they enjoy 
the sensation it produces when taken in amounts beyond 
that necessary to alleviate or to prevent the appearance 
of the withdrawal illness. 


Barbiturates fulfil all three criteria of addiction: tol- 
erance is developed; habituation is developed; physical 
(lependence, although not seen as consistently as with 
morphine, has been repeatedly observed among our 
patients who have used barbiturates alone or with 


5. Wikler, A.: Hindlimb Reflexes in Chronic Spinal Dogs During a 
Cycle of Morphine Addiction, Federation Proc. 4: 141 (March) 1945. 
Wikler, A., and Frank, K.: Tolerance and Physical Dependence in Intact 
and Chronic Spinal Dogs During Addiction to 10820 (4-4-diphenyl-6- 
dimethylamino-3-heptanone), ibid. @:384 (March) 1947. Wikler, A.: 
Reactions of Chronic Decorticated Dogs During a Cycle of Addiction to 
Methadon, ibid. 7: 265 (March) 1948. 
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morphine. If barbiturates are withdrawn abruptly from 
patients who have been taking 12 grains (0.78 Gm.) 
or more daily for several weeks, convulsions may 
develop in three to four days and acute psychotic reac- 
tions may be seen after seven to ten days. Both of 
these conditions can be avoided by gradual reduction 


of the daily dose of barbiturates over a period of 
three weeks. 


Bromide addicts show habituation but not physical 
dependence, as demonstrated by the fact that withdrawal 
is best accomplished abruptly and by elimination pro- 
cedures. Tolerance to bromides is doubtful. 


Amphetamine fulfils the most important qualification, 
that of habituation, but neither physical dependence 
nor tolerance develops. The best treatment is abrupt 
withdrawal of the drug. 


Cocaine produces habituation but does not induce 
physical dependence or tolerance. Cocaine, when taken 
intravenously, produces an orgastic sensation, and 
addicts repeat their doses at very short intervals in 
order to experience this feeling of ecstasy as often as 
possible. As the dose is repeated, the toxic effects 
of cocaine accumulate and the users have hallucinations 
and paranoid delusions, which may be dangerous. The 
toxic effects of cocaine are so unpleasant that there are 
few pure cocaine addicts in the United States. Ordi- 
narily the drug is used in conjunction with some 
physiologic antidote, particularly morphine. 

Marihuana causes a mild form of intoxication which 
is popular among maladjusted adolescents and others, 
including musicians. Neither tolerance nor physical 
dependence develops with this drug.* The greatest dan- 
ger of smoking marihuana appears to be possible pre- 


cipitation of disturbed behavior in persons with incipient 
psychoses.®* 


With alcohol, tolerance and habituation definitely 
develop. It is possible that delirium tremens, alcoholic 
“epilepsy” and other phenomena sometimes attributed 
to toxic effects of alcohol represent abstinence syn- 
dromes based on physical dependence on this drug. 


(a) Wallace, G. B.: The Marihuana ~*~ in the City of New 
York: Sociological, Medical, Psychological and Pharmacological Studies, 
Lancaster, Pa., Jacques Cattell ress, 1945. (b) Reichard, J. D.: Some 
Myths About Marihuana, Federal Probation, 10: 15 (Dec. " 1946. (c) 
Williams, E. G.; Himmelsbach, C. K.; Wikler, A.; Ruble, D. C., and 
Lloyd, B. J.: Studies on Marihuana and Pyrahexyl Compound, Pub. 
Health Rep. 61: 1059 (July 19) 1946. 
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ETIOLOGIC ASPECTS 

Drug addiction should be regarded as a symptom of 
a basic underlying personality maladjustment. These 
personality disorders run the gamut of the standard 
psychiatric nomenclature from the simple anxiety states 
to the major psychoses. A vast majority of narcotic 
drug addict patients are fundamentally emotionally 
immature childlike persons, who have never made a 
proper adaptation to the problems of living. Many of 
our patierfts are former alcoholic addicts who found 
that narcotic drugs relieved their inner emotional ten- 
sion as effectively as alcohol but, at the same time, 
did not produce obvious signs of intoxication. After 
changing from alcohol to narcotic drugs, alcoholic 
addicts may be able, for a period of time, to deceive 
themselves and their associates into believing that they 
are making a satisfactory adjustment. 

Fhe kinds of personality disorders which underlie 
drug addiction have been well described by Kolb’ and 
by Felix,® who lists four general personality types. 

The first group is made up of normal persons acci- 
dentally addicted. It consists of patients who in the 
course of an illness have received drugs over an 
extended period of time and, following relief of their 
ailments, have continued the use of drugs. These 
persons are frequently termed “accidental” or “medical” 
addicts. Such persons are regarded by some authors 
as constituting a special group of addicts who are 
different from those persons who began the use of 
drugs as a result of association with persons who were 
already addicted. In our experience, all “medical” 
addicts have some fundamental emotional problem which 
causes them to continue the use of drugs beyond the 
period of medical need. There is, then, no basic differ- 
ence between “medical” and “nonmedical” addicts 
except in the mode of the original contact with drugs. 
In persons with stable personalities, social pressure, 
conscience and a well balanced emotional makeup 
negate the pleasure produced by drugs sufficiently to 
prevent their continued use. 

L.: Types and Characteristics of Drug Addicts, Ment. Hyg. 
9: 300° CApril) 1925. 
8. (a) Felix, R. H.: Some Comments on the Psychopath of Drug 


Addiciicen, Ment. Hyg. 23: 567 (Oct.) 19389; () An Appraisal of the 
Personality Types of the Addict, Am J. Psychiat. 100: 462 (Jan.) 1944. 
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The second group consists of persons with all kinds 
of psychoneurotic disorders who, as Felix ** said, take 
drugs to relieve whatever symptoms they may have. 
The manifestation of the neurosis may be anxiety, an 
obsession or compulsion or any of the great group of 
psychosomatic disorders. 


The third and largest group consists of psychopathic 
persons, who ordinarily become addicted through con- 
tact and association with persons already addicted. 
They are generally emotionally undeveloped aggressive 
hostile persons who take drugs merely for pleasure 
arising from the unconscious relief of inner tension, 
as shown by this statement of an addict: 


I was always getting into trouble before I got on drugs— 
never could seem to get comfortable; I had to go somewhere 
and do something all the time. I was always in trouble with 
the law. Some fellows told me about drugs and how good they 
made you feel, and I tried them. From then on I was content 
as long as I had my drugs—TI didn’t care to do anything but to 
sit around, talk to my friends occasionally, listen to the radio, 
and only be concerned with the problem of getting money for 
drugs. This I usually did by picking pockets or other such 
petty stuff. 


The fourth and smallest group is characterized by 
drug addiction with psychosis. The persons in this 
group, many of whom have borderline mental illness 
and sometimes frank mental illness, are seemingly able 
to make a better adjustment while taking drugs. Some- 
times it is difficult to establish the diagnosis and not 
until drugs are withheld does the psychosis become 


apparent. 

There is a category of patients not included in the 
aforementioned groups. Kolb’ originally listed these 
as patients with psychopathic diathesis. While it is 
true that some of these exhibit much of the overt beha- 
vior pattern of psychopathic persons, when studied care- 
fully they usually fall into a milder behavior or character 
disorder group, which has characteristics of both the psy- 
choneurotic and the psychopathic groups. Included are 
persons with severe dependency problems, withdrawn 
schizoid types, emotionally immature adults, as well 
as those suffering with the milder degrees of maladjust- 
ment and inadaptiveness to the complications of living. 
Felix ** stated that most of the persons falling into this 
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group were making a marginal adjustment to life before 
becoming acquainted with narcotics. After their first 
few experiences with narcotics they felt an exhilaration 
and a sense of relief comparable to the solution of a 
difficult problem or the shaking off of a heavy respon- 
sibility. Many of them also felt an increase in efficiency 
which, in some cases, appeared to have been actual 
improvement. 


In general, persons who never have been able to 
make a satisfactory adjustment to life, whose adaptive 
patterns of behavior have been inadequate, frequently 
find in morphine, much as the tired business man finds 
in the preprandial cocktail, a means of return to “nor- 
mal.” This is a false situation which may be recognized 
by the tired business man but is not recognized by 
the drug addict. Our studies indicate that patients who 
have made a marginal degree of emotional adjustment 
to life, and then have begun to use dtugs, lose some 
of their normal adaptive patterns of adjustment. This 
regression in personality represents the greatest danger 
of drug addiction. 


DIAGNOSIS OF OPIATE ADDICTION 


The diagnosis of addiction is usually made by the 
patient’s statement that he is addicted to and needs 
drugs. At times, however, addicts attempt to conceal 
their addiction and the diagnosis may be difficult. There 
are no pathognomonic physical signs of addiction, but 
emaciation, needlemarks and abscess scars are sugges- 
tive. In some instances, none of these signs may be 
present. Miosis is not a reliable sign, as partial toler- 
ance to the pupillary constriction caused by morphine 
develops during addiction. Signs of intoxication, such 
as ataxia and slurred speech, are seldom present unless 
the addicts are taking barbiturates or some other sedative 
drug in addition to morphine. Meperidine hydrochlo- 
ride addicts are likely to show pronounced dilatation 
of the pupils and muscular twitching. Laboratory tests 
for the presence of morphine or other drugs in the urine 
furnish almost absolute evidence that the patient is 
receiving drugs, but these tests are difficult to carry 
out and ordinarily are not available. In questionable 
cases, the only possible method of diagnosis may be 
i isolation of the patient from the source of drugs and 
: observation for signs of abstinence. 
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The signs of abstinence have been delineated best by 
Himmelsbach and his co-workers. One must always 
distinguish between the true signs of abstinence and 
signs which are attributable to anxiety reaction or symp- 
toms which are feigned in an effort to obtain drugs. 
If morphine is abruptly withdrawn from a p tient who 
has been receiving as much as 4 to 6 grains (0.26 to 
0.39 Gm.) daily for a period of thirty days or more, 
few signs are seen in the first eight to sixteen hours of 
abstinence. The patient is likely to go into a restless 
tossing sleep which lasts several hours. About fourteen 
hours after the last dose of the drug, yawning, rhinor- 
rhea, sweating and lacrimation are noticed. These mild 
signs increase in intensity during the first twenty-four 
hours of abstinence; thereafter they become constant. 
At this time, dilatation of the pupils and recurring 
waves of gooseflesh appear. One must observe patients 
carefully in order to detect these signs. 

About thirty-six hours after the last dose, uncontrol- 
lable twitching of the muscles occurs (the origin of the 
term “kicking the habit”). Severe cramps develop in 
the legs, abdomen and back; anorexia and insomnia 
become prominent ; vomiting and diarrhea are frequenily 
seen. Rectal temperature rises about 2 degrees (F.) ; 
respiratory rate rises to 25 to 30 per minute; systolic 
blood pressure is usually elevated about 15 mm. of 
mercury ; caloric intake 1s sharply reduced; weight loss 
averages 5 or 6 pounds (23 or 27 Kg ) a day. These 
acute signs and symptoms reach their height forty-eight 
hours after the last dose of morphine is taken and 
remain at a peak until seventy-two hours have passed. 
They then gradually subside over the course of the next 
five to ten days. Insomnia and changes in pulse rate, 
body temperature and the hematocrit reading can be 
detected for as long as three to four months after with- 
drawal. A simple clinical method for grading the inten- 
sity of abstinence is shown in table 1 

9. (a2) Himmelsbach and Small. (6) Kolb L., and Himmel: bach, 
C K.: Cil-meal Studies of Drug Addiction: sII. A Critical R v ew of 
the Withd-aw.ui Treatments with Method for Evalua:ing Abs:inence 
Symptoms, Supplement 128 to the Public Health Reports, United States 
Treasury Department, Public Health Service, 1938, p. 1. ' ) Himmels- 
bach, C. K.: Studies of Certain Addi wn Character'stics »{ (a) Dihydro 
morphine (‘“‘Paramorphan’”’), (b) Duihydrodesoxymorphine D (‘‘Desomor- 
phone’), (c) Dihydrodesoxycodeine-D (‘‘Desocodeine’’), and (d) Methyl- 


dihydromorphinone (‘“Metopon”’), j. Pharmacol. & Exper. Therap. 67: 
239 (Oct.) 1939. 
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The .intensity of abstinence from morphine is 
dependent more on the dose the addict has been receiv- 
ing than on any other single factor.*° Mild grades of 
abstinence may be detected in former morphine addicts 
after the administration of as little as 20 mg. (4% grain) 
of morphine four times daily for thirty days. Grades 
of abstinence which are as intense as any that can be 
developed with any drug for any period of timé can 
be produced by the administration of 60 to 90 mg. 
(1 to 1% grains) of morphine four times daily for 
thirty days. 

The picture of abstinence from heroin, dihydromor- 
phinone hydrochloride '! and metopon * is qualitatively 
similar to that of morphine, and the intensity is as 


TABLE 1.—Simple Clinical System for Evaluating Intensity 
of Abstinence Syndrome 





Mild (+) Moderate (++) 















Yawning Gooseflesh 

Lacrimation Dilated pupils 

Rhinorrhea Anorexia 

Perspiration Muscle tremor 
Pronounced (+++) Severe (++++) 

Insomnia Emesis 

Restlessness Diarrhea 

Hyperpnea Weight loss 


Elevation of blood pressure (5 pounds [2.3 Kg.] in 24 hours) 








great, except in the case of metopon. Abstinence from 
these drugs comes on more rapidly than does abstinence 
from morphine and subsides somewhat more quickly. 
Abstinence from codeine,’* while very definite. is less 
intense than abstinence from morphine, comes on more 
slowly and subsides more slowly. Abstinence from 
meperidine hydrochloride (“demerol hydrochloride” ) ** 
is also milder, comes on more rapidly and subsides 
somewhat more rapidly than the illness from withdrawal 
















10. Andrews, H. L., and Himmelsbach, C. K.: Relation of the Intensity 
of the Morphine Abstinence Syndrome to Dosage, J.. Pharmacol. & Exper. 
Therap. 81: 288 (July) 1944. 

11. King, M. R.; Himmelsbach, C. K., and Sanders, B. S.: Dilaudid 
(Dihydromorphinone): A Review of the Literature and a Study of Its 
Addictive Properties, Supplement 113 to the Public Health Reports, 
United States Treasury Department, Public Health Service, 1935, p. 1. 

12. Himmelsbach, C. K.; Andrews, H. L.; Felix, R. H.; Oberst, F. W., 
and Davenport, L. F.: Studies on Codeine Addiction, Supplement 158 to 
the Public Health Reports, Federal Security Agency, Public Health 
Service, 1940, p. i. 

13. Himmelsbach, C. K.: Studies of the Addiction Liability of Demerol 
(D-140), J. Pharmacol. & Exper. Therap. 75:64 (May) 1942; Further 
Studies on the Addiction Liability of Demerol, ibid. 78:5 (Sept.) 1943. 
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of morphine. Abstinence from methadon ** comes on 
rather slowly, is mild in intensity and subsides slowly. 
Abstinence from methadon is qualitatively different 
from abstinence from morphine in that few of the signs 
of autonomic dysfunction, which are so prominent fol- 
lowing withdrawal of morphine, are seen after with- 
drawal of methadon. The comparative intensity of 
abstinence following withdrawal of morphine, codeine, 
meperidine hydrochloride and methadon 1s shown in 
figure 1. 


Experience is of the utmost importance in diagnosing 
and treating drug addiction. The factors which have 














4 





Fig. 1.-—Comparative intensity of abstinence from various drugs. The 
solid circles indicate abstinence from morphine, the open circles abstinence 
from codeine, the triangles abstinence from meperidine hydrochloride and 
the squares abstinence from methadon. The vertical line of figure shows 
the intensity of abstinence (clinical grades), and the horizontal row of 
figures shows the number of days of abstinence. 


operated to induce addiction must be remembered. The 
problems which have arisen during the course of a 
person’s becoming addicted to the drug, such as the 
legal and emotional aspects and other psychiatric and 
social implications, must be developed in the addiction 
history and evaluated before the individual addict can 
be fully understood. 


14. Isbell, H.; Wikler, A.; Eddy, N. B.; Wilson, LL L., and Moran, 
C. F.: Tolerance amd Addiction Liability of 6Dimethylamino4-4- 
Diphenyl-Heptanone-3 (Methadon), J. A. M. A. 135: 888 (Dec. 6) 1947. 
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TREATMENT OF DRUG ADDICTION 


Withdrawal of drugs from narcotic addicts on an 
outpatient or office basis should not be undertaken ; 
it almost surely will fail. Withdrawal in any environ- 
ment except that of a well managed institution under 
the control of persons trained in treatment of addiction 
is difficult to accomplish. In the treatment of addiction, 
short hospitalization for withdrawal without a prolonged 
period of institutional rehabilitation is as futile as simple 
detoxification for chronic alcoholism. Men and women 
addicted to the drugs controlled by the Harrison Nar- 
cotic Act, as amended, are eligible for treatment as 
federal prisoners, as federal probationers or as volun- 
tary patients at the Lexington and Fort Worth hospi- 
tals. Applicants for voluntary treatment should write 
to the Surgeon General of the United States Public 
Health Service, Washington, D. C. Voluntary patients 
are asked to pay $1 per day toward the cost of their 
treatment, but this may be waived if the patient is 
unable to pay. \Vomen are treated only at the Lexing- 
ton hospital. Since the great majority of addicts are 
1 an impecunious condition, the two Public Health 
Service hospitals offer the only opportunity of success- 
ful treatment for most addicts. 

Although withdrawal is the least important part of 
the treatment of drug addiction, it should be accom- 
plished in the quickest. smoothest and most humane 
maner possible, so as to establish good rapport between 
patient and physician on which to base subsequent 
psychotherapy and rehabilitation. 

A large number of methods of withdrawing morphine 
from addicted patients have been advocated over the 
years past. Some of these methods of treatment have 
been illogical, and some have even been more dangerous 
than abrupt withdrawal of morphine.*? We are refer- 
ring to the purgation, the blister, the scopolamine hydro- 
bromide, atropine, insulin and heavy sedation treat- 
ments. 

Wieder *® recently conducted carefully controlled 
experiments on the effect of insulin on the withdrawal 
syndrome, since favorable reports on this treatment had 
appeared in the literature. He observed that insulin 
did not allay the withdrawal picture and, in one or two 
instances, seemed to make it worse. 





aA ARE SN tosses 
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15. Wieder, H.: Objective Evaluation of Insulin Therapy of the 
Morphine Abstinence Syndrome, to be published. 
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Until the discovery of methadon, rapid reduction of 
the intake of morphine over a period ot about ten 
days has been the most satisfactory method of treatment 
in our hands. In recent years, it has rarely been neces- 
sary to give more than 30 mg. (% grain) of morphine 
every six hours to prevent the appearance of signs of 
abstinence in the first two days of withdrawal; usually 
15 mg. (4 grain) of morphine every six hours suffices 
for this purpose. The dosage of morphine is reduced 
rapidly at the beginning of withdrawal and more slow!v 
near the end of the withdrawal period. It is unneces- 
sary to substitute codeine for morphine. 

Since the introduction of methadon and its accepta- 
bility as a physiologic and psychologic substitute for 
morphine, we have used it extensively in withdrawing 
morphine from addicts by shifting to methadon which 
is then withdrawn gradually. Ordinarily one can sub- 
stitute one-fourth the amount of methadon by weight 
for the dose of morphine the addict has been receiving 
without signs of abstinence appearing. Since methadon 
is a Slowly acting cumulative drug, it is started in doses 
of 10 to 20 mg. (% to % grain) three times daily 
twenty-four hours before morphine is discontinued. ‘The 
dose of methadon is then reduced rapidly over the 
course of the next ten days. Signs of abstinence still 
will be observed but are not as pronounced as the 
signs seen during gradual reduction of morphine 
(fig. 2}. Since drug addicts do not like to bear even 
minimal discomfort, they may complain bitterly during 
methadon reduction and may refuse to continue treat- 
ment, as they often do during morphine reduction. 

Adjunctive therapy to either the morphine reduction 
or the substitution and reduction of methadon treat- 
ments includes use of small doses of sedative drugs. 
It is important not to use large doses of sedative drugs 
in treating physical dependence since excessive sedation 
seems to accentuate the development of emotional upsets. 
during withdrawal. Furthermore, the use of sedative 
drugs prolongs emotional dependence on drug therapy. 
Flow baths are helpful in relieving excessive nervous- 
ness. A generous intake of fluids and an abundant 
diet should be supplied. In cases of addiction which 
are complicated by serious debilitating organic disease, 
the withdrawal period should be extended for as much 
as several months. The chief complication which has. 
to be dealt with in the withdrawal of morphine in 
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q current circumstances is the presence of simultaneous 
| barbiturate addiction. -\nxiety and hysterical reactions 
and attempts at malingering occur frequently during 
withdrawal and must be handled by appropriate psycho- 
therapeutic technics as they arise. As regards major 
psychotic reactions, in a series of 400 narcotic addicts 


observed, only 1 became definitely psychotic during 
withdrawal.’® 


REDUCTION OF 
MORPHINE 


SUBSTITUTION AND REDUCTION 


OF METHADON 





Fig. 2.—Graph of treatment of physical dependence on morphine by 
substitution and reduction of methadon as compared to reduction of 
i morphine. The points shown represent the average intensity of abstinence 
; (grades 1, 2, 3 and 4 in vertical column at left) in 10 patients who were 
addicted to 360 mg. (6 grains) of morphine daily. In the first experiment, 
5 patients were withdrawn by simple reduction of morphine and 5 patients 
were withdrawn by substitution of methadon for morphine, followed by 
reduction of methadon. After fourteen days of total abstinence all 10 
subjects were readdicted to niorphine and, when withdrawal was again 
3 carried out, the 5 men who were originally withdrawn by reduction of 
morphine were withdrawn by substitution and reduction of methadon, 
and vice versa. Period A: preliminary thirty-six hour withdrawal of 
} morphine for proof and assessment of intensity of physical dependence. 
{ Period B: restabilization on morphine. In the methadon graph, substitu- 
tion of 90 mg. (1% grains) of methadon for 360 6, (6 ovine), of 
morphine was effected on the sixth and seventh days. eriod C: reduc- 

tion of morphine or methadon. Period D: total abstinence aaa drugs. 


Prefrontal lobotomy may be useful in the treatment 
of narcotic addiction so far as it relieves intractable 
pain. 


16. Pfeffer, A. Z.: Psychosis During Withdrawal of Morphine, Arch. 
Neurol. & Psychiat. 58: 221 (Aug.) 1947. 
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The patient should remain in an institution for a 
minimum period of four to six months, so that there 
will be sufficient time to relieve the patient of any 
physical ailments and give him an opportunity to 
develop habits of living, eating, playing and working 
without drugs. During this period. every effort should 
be made to help him discover the source of his emo- 
tional difficulty and develop some insight into his 
problems. 

Unfortunately, only about 25 per cent of our patients 
are able to benefit by other than coercive treatment. 
The remainder are persons whose characters have been 
so disordered from childhood that they have never been 
able to grow up and make mature adjustments or 
establish the proper relationship with other persons. 
Voluntary patients frequently leave the hospital prema- 
turely and against medical advice, so that, in the present 
state of our knowledge, we are not able to do much 
for these persons. 


PROPER USE OF NARCOTIC DRUGS 


Analgesic Effect—Since the presence of severe pain 
which cannot be relieved by simpler means is the major 
indication for the administration of any of the potent 
analgesic drugs, an understanding of the mechanism of 
relief of pain with these drugs is important in their 
use. \Volff and his collaborators '’ have developed.a 
theory of analgesia which states that the pain-relieving 
effects of the opiates, or similar drugs, are due to 
a combination of three factors: (1) elevation of the 
threshold for perception of pain, (2) an alteration of 
the emotional reaction to pain and (3) the production 
of sedation and sleep. Elevation of the pain threshold 
and the production of sedation and sleep appear to be 
less important than alteration of the emotional reaction 
to pain. If morphine is given after the experimental 
production of pain in humanh subjects. the pain threshold 
is not elevated and yet the pain is relieved.'’ Since 
most patients who receive morphine have experienced 
pain prior to administration of the drug. elevation of 
the pain threshold is prebably of minor importance in 
clinical practice. Relief of pain is not necessarily asso- 
ciated with the production of sedation and-sleep. The 


















17. Wolff. H. G.; Hardy, J. D., and Goodell, H.: Studies on Pain: 
Measurement of the Effect of Morphine, Codeine and Other Opiates on 
the Pain Threshold and an Analysis of Their Relation to the Pain Expe- 
rience. J. Clin. Investigation 19: 659 (July) 1949. 
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barbiturates, though powerful sedative and hypnotic 
drugs, are not effective analgesics. Most of the pain- 
relieving action of the powerful analgesics must, there- 
fore, be ascribed to a rather specific alteration in the 
emot onal reaction to pain. A person with severe pain 
who receives a dose of morphine, or some other potent 
analgesic drug, may continue to perceive the pain, but, 
since the pain seems to have lost its dangerous quality, 
the patient disregards it and, under the hypnotic influ- 
ence of the drug, drifts off to sleep. It seems reasonable 
to assume that the alteration of the emotional reaction 
to pain by the analgesic drugs may be associated with 
the euphoria produced by these compounds. The exact 


Lon 1. 


TABLE 2.—Comparative Efficacy of Single Doses of New 
Drugs in Altering Various Factors Concerned 
in Analgesia * 


istics i ta bee 


SN Bray. < 


Duration of 


: Alteration Clinical 

4 Elevation of Relief 

: Dose of Pain Reaction of Pain- 

: Drug (Mg.) Threshold to Pain Sedation Hours 

i WIE Ci can cet nciencs 10 2 2 1 4 

4 MOUOPON Si Eisai sees. 6 1 1 3 4 

} Meperidine hydrochloride 100 4 3 2 3 

3 Methind@®... .....:.0..00% 5-10 3 4 4 4-10 
Codeine..... ee. eaeees 30 5 5 5 + 


* The figure 1 indicates the most effective of the 4 drugs in producing 
the effect noted; the figure 4 indicates the least effective of the 4 drugs. 


sites and mechanism of action of these drugs within the 
central nervous system are not yet understood, but 
the fact that patients who have had prefrontal lobotomy 
for the relief of pain continue to perceive pain, but 
are not disturbed by it, suggests that the important 
effect of altering the reaction to pain may be mediated 
through an action on the cortex of the frontal lobe. 

The comparative efficacy of the three new analgesics, 
metopon, meperidine hydrochloride and methadon and 
ot morphine in altering the factors concerned in anal- 
gesia is shown in table 2. 

With the exception of the elevation of the pain 
threshold, which has been measured, the comparisons 
represent the personal opinions of the authors, and were 
assigned on the basis of experience with all the drugs. 


_ Morphine.—Morphine is the most familiar drug used 
for the relief of severe grades of pain. The conditions 
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which produce pain of such intensity as to require 
morphine cover the entire field of medical practice, are 
well known to physicians and need not be recapitulated 
here. It is more important to remember that the 
physician must be careful in using morphine, or any 
equivalent drug, in situations in which the patient’s 
complaints are out of proportion with the cause of the 
pain. Such patients usually require reassurance and 
emotional support rather than drug therapy. Morphine 
is contraindicated in acute abdominal pain until a defi- 
nite diagnosis has been established and specific treat- 
ment begun. It should not be used in the treatment 
of head injuries or in any condition associated with 
increased intracranial pressure. Morphine is also used 
to relieve severe dyspnea due to cardiac disease or 
pulmonary disease, but the drug is almost always con- 
traindicated in bronchial asthma. Morphine remains the 
best drug for allaying fear prior to operative procedures. 
Morphine should never be used primarily for its seda- 
tive action, since less dangerous drugs are available for 
this purpose. 

The chief disadvantages of morphine are the produc- 
tion of vomiting, the depression of respiration, the 
induction of spasm of smooth muscle and the rapid 
development of addiction under conditions of chronic 
use. Despite these disadvantages, morphine, because of 
its cheapness, reliability and rapidity of action, remains 
the drug of choice for conditions requiring relief of 
severe pain for periods of less than two weeks. If 
pain relief is required over a longer period, metopon 
and methadon are more suitable drugs. 


Codeine.—Codeine is used for grades of pain which 
cannot be relieved by antipyretic drugs, but which are 
not severe enough to require morphine or an equivalent 
drug. As with.morphine, care should be taken not to 
use codeine for patients who are overreacting emotion- 
ally to minor pathologic disturbances. The administra- 
tion of codeine should be stopped when the need for it 
has passed, since it possesses definite, though low grade, 
addiction liability. The second indication for the 
administration of codeine is the presence of severe 
cough, but the use of the drug for this purpose should 
be carefully limited.* Coughing serves a useful purpose 


18. Hatcher A.: Narcotics in the Treatment of Coughing, J. A. 
M. A. 96: es. ‘(April 25) 1931. 
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and should be interfered with only when the cough is 
so distressing and so constant that the patient is dis- 
turbed and weakened. It should be prescribed only 
after other measures have failed. One should remem- 
ber that, in conditions in which cough is due to irritation 
of the mucous membranes of the pharynx or larger air 
passages, inhalations of medical steam and the use of 
lozenges or syrups containing volatile oils with local 


anesthetic properties are more effective than the use 
of codeine. 


Metopon.—\letopon is as etfective by mouth as when 
administered hypodermically. Tolerance develops more 
slowly to metopon '* than to morphine, and, when given 
orally, metopon produces less sedation and less mental 
confusion and is not as nauseating as morphine.'? After 
tolerance is developed to metopon, the full analgesic 
potency of the drug is restored by a short period of 
withdrawal.*° Metopon is regarded as an excellent 
drug for oral use in the relief of chronic pain. It is 
difficult to manufacture; it is rather expensive, and 
the amount available probably will always be limited. 
Its total addiction lability probably equals that of 
morphine. 


Meperidine Hydrochloride-—Meperidine hydrochlo- 
ride is a synthetic piperidine derivative which has been 
widely used in medical practice since 1941. It is not 
as effective an analgesic as are morphine, metopon and 
methadon, but has the advantage of possessing a spas- 
molytic action on the smooth muscle of the intestine of 
human heings *' and the ureter.** However, the drug 
has recently been shown to increase intrabiliary pres- 
sure" The drug is less likely to produce nausea and 
vomiting than is “morphine and is said to produce less 
respiratory depression. It is particularly useful in the 
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19. Eddy, N. B.: Metopon. J. Am. Pharm. A. (Scient. Edition) 8: 
430 (Sept.) 1947. 

20. Lee. L. E.: Studies on Morphine. Codeine and Their Derivatives: 
XVL. Clinical Studies of Morphine, Methyldihydromorphinone (Metopon) 
and Ciibeshenhecenstnarehinene- (Desomorphine), J. Pharmacol. & Exper. 
Therap. 75: 161 (June) 1942. 

21. Batterman. R. C.: Clinical ‘Effectiveness and Safety of a New 
Synthetic .\nalgesic Drug. Demerol, Arch. Int. Med. 71:345 (May) 
1943. Yonkman, F. F.; Noth, P. H.. and Hecht, H. H.: Demerol, a 
New Synthetic, Analgesic. Spasmolytic and Sedative Agent: Il. Clinical 
Observations, Ann. Int. Med. 22217 (July) 1944. 

22. Climenkc. D. R., and Berg, H.: The Influence of Demerol on the 
Ureter. J. Urol. 49: 255 (Feb.) 1943. 

23. Gaensler, E. A.: McGowan, J. M.. ana Henderson, F. F.: A Com- 
parative Study of the Action of Demero! and Opium Alkaloids in Relation 
to Riliars Spasm. Sursery 2B: 211 Feb.) 1948. 
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relief of pain associated with spasm of smooth muscle 
(except in biliary colic) and can be used in persons 
who are intolerant to morphine. The. addiction lia- 
bility of meperidine hydrochloride is rather high— 
reports in the lay press notwithstanding. Many cases 
of both “primary” and “secondary” addiction to this 
drug have been seen.** 


Methadon.—Methadon is a_ synthetic heptanone 
derivative which is very morphine-like in its pharma- 
cologic actions. In human beings it has most of the 
disadvantages of morphine. It produces constitpation, 
nausea, vomiting, itching of the skin and respiratory 
depression.** It is not well tolerated by mouth and 
causes more local reaction than morphine when injected 
subcutaneously. Methadon ts a slowly acting cumula- 
tive drug and may not, in a single dose, provide adequate 
pain relief. Due to its slowness of action and to the 
low degree of sedation obtained with single doses, it 
is not suitable for preoperative medication or for con- 
ditions requiring rapid pain relief. In repeated dosage, 
methadon has a powerful cu nulative sedative action, 
so that patients who are receiving the drug at short 
intervals must be carefully observed for evidence of 
excessive drowsiness. It is, however, an excellent drug 
for the relief of chronic pain, because tolerance develops 
to its analgesic actions more slowly than does tolerance 
to the analgesic action of morphine and the degree of 
physical dependence on methadon is less than that of 
physical dependence on morphine. 

The total addiction liability of methadon is almost 
equal to that of morphine, although its physical 
dependence liability is less.‘‘ Tlie cuphoric effect of 
methadon in the addict (and undoubtedly in the addic- 
tion-prone person) is equal to that of morphine, so 
that its habituation liability is high. The comparative 
addiction liabilities of the commonly used analgesic 
drugs are shown ir ‘able 3. 


PREVENTION OF ABUSE OF NARCOTIC DRUGS 

In general, there are two approaches to the preven- 
tion of drug addiction. The first line of effort is the 
long range program envisaged under the National 

24. Wieder, H.: ee to idine Hydrochloride ( 
Hydrochloride): Report ct Caste, Je A Mu A. 132: 1066 (Dee 
28) 1946. Andee #7 Demerol, Caimckabinat ibid. 1232: 
43 (Sept. 7) 1946. 
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2 Mental Health .\ct. The basic problem in preventing 
5 drug addiction is, ot course, the development of a 


people so emotionally sound and well integrated that 
Pa they will have no need for chemical aids to adaptive 
| behavior. Such proper personality integrations, which 


can be achieved only through well adjusted parents. 
| normal environment and proper schooling in_ social 
| behavior, would do much to prevent drug addiction. 
| The high incidence of emotional instability in our times, 


as reflected by the large numbers of noncombat psychia- 
tric casualties during the war and the increasing use 
of alcohol, indicates that we have a long way to go 


in helping persons to adjust to life in our increasingly 
complex society. 


Tasie 3.—Comparatizve Addiction Liability of 
aAnalyesic Drugs * 


Physical Habitua- 


Dependence tion 
Drug Liability Liability” Total 
IS 0 5 ie neh ies anodic irene 4 4 8 
Dihydromorphinone hydrochloride... .. 4 4 & 
pt MOREE OS COST eT Le 3 4 7 
Meperidine hydrochloride............... 2 3 5 
perenne 87 Addai Aileeed 1 4 5 
Fe ciated incanheniien = Saks onan aas A 2 1 3 


* Comparative addiction liability of analgesic drugs. The numeral 4 
indicates that the particular drug has the greatest liability of all the 
drugs with respect to the particular addiction characteristic shown; the 
numeral 1 indicates the lowest liability: the sum of the two character 


isties gives the total addition liability, the highest possible addiction 
liahility score beng 8 and the lowest 0. 


The second approach to the prevention of drug addic- 
tion, and the point of immediate attack, is to separate 
effectively the addiction-prone person, or the ex-addict. 
from narcotic drugs. The Harrison Narcotic Act, with 
its legal prohibitions and penalties, its vigilance in pre- 
venting the introduction of contraband narcotics into 
the market and its careful control over use of narcotics. 
has had a progressive influence on the reduction and 
prevention of narcotic addiction. In addition to the 
Harrison Narcotic Act, the Geneva Convention of the 
League of Nations has operated to reduce worldwide 
production and refining of opium. 

Although accidental addiction by medical use occurs 
occasionally, the great majority of patients become 
addicted under the influence of other addicts, and the 
efforts of the Public Health Service hospitals for the 
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treatment of narcotic addicts at Fort Worth, Tex., and 
Lexington, Ky., prevent addiction so far as they cure 
persons who would otherwise become foci of “infec- 
tion.” The hospital at Lexington alone has treated 
slightly more than 11,000 patients since 1935. Fol- 
low-up reports indicate that over 16 per cent of these 
patients have remained abstinent over a seven year 
period, and probably at least an additional 20 per cent 
have remained abstinent for extended periods of time. 

Physicians should keep the danger of addiction to 
analgesic drugs in mind and should exercise caution 
in prescribing them. These drugs should never be used 
when other drugs or other measures will suffice. The 
dosage should be held to the minimum compatible with 
adequate pain relief. and the interval between doses 
should be as great as possible. The drugs should be 
discontinued as soon as the need for pain relief has 
passed. They should never be used primarily for their 
sedative actions. In chronic cases, they should be 
administered orally whenever possible. Self medication 
with 4 hypodermic should not be allowed. The drugs 
should not be given intravenously unless the need for 
rapid pain relief is great, since this method produces 
maximum euphoria and carries an increased risk of 
addiction. The drugs should not be administered to 
persons with known neurotic personalities unless defi- 
nite indications for the use of a potent analgesic are 
present. Narcotic drugs should never be used for the 
relief of symptoms due to alcoholic excess, since alco- 
holic persons are very addiction-prone. Analgesic drugs 
should rarely, or never, be used in the treatment of 
asthma, since asthmatic persons are very susceptible to 
addiction. It is significant that in many cases of mor- 
phine addiction and several of the cases of primary 
addiction to meperidine hydrochloride - observed at 
Lexington addiction resulted from its use for the relief 
of asthma. 


Suggestions are made from time to time that clinics 
should be established where known addicts would be 
given drugs free, or sold drugs at minimum cost, for 
the continued support of their addiction. The pro- 
ponents of this plan believe that addiction is incurable 
or that treatment is inhumane and that if addicts are 
given the minimum amounts of drugs necessary to 





A ae toe oe il aw ERO Te tat ei epee A 2, 





ILLICIT NARCOTICS TRAFFIC 2013 





maintain their addiction lawlessness attendant on con- 
traband traffic in narcotic drugs would be eliminated. 
This reasoning is unrealistic, as has been shown by 
several attempts in this country and abroad that have 
failed. Addicts on such “rations” connive to get more 
than their allotted amount of drugs, so that they can 
increase their dosage and continue to obtain a euphoric 
effect. They may sell, or give away, part of the extra 
supply so obtained to persons who are not addicted. 
This creates new addicts who are potential customers 
for the contraband market and thus increases the prob- 
lem which the ration plan is supposed to abolish. Fur- 
thermore, many addicts can be treated and learn to live 
a useful effective life instead of one of personal neglect, 
indolence and semisomnolence which is so typical of 
the addict. Addiction is ‘infectious,” and treatment, 
rather than support of addiction, is necessary to mini- 
mize its spread. 


DA rs RE 


SUMMARY 


Because of vigorous enforcement of the Harrison 
Narcotic Act and to treatment of addicts in federal 
facilities the total number of narcotic drug addicts in 
the United States has declined from 150,000 to 200,000 
in 1914 to approximately 48,000 at the present time. 


Drug addiction is a state in which a person has lost 
the power of self control with reference to a drug and 
abuses the use of the drug to such an extent that the 
person or society is harmed. The drugs to which 
; addiction commonly occurs in the United States are 
opium and the opium alkaloids, the synthetic morphine- 
like analgesics, the barbiturates. bromides, alcohol, 
marihuana, cocaine, amphetamine and, rarely, peyote. 

The characteristics of addiction to these drugs are dis- 

cussed. 
Drug addiction is primarily a psychiatric problem 
and should be regarded as a symptom of a basic under- 
lying personality maladjustment. The common person- 
; ality types of drug addicts are described. The diagnosis 
| of narcotic addiction is usually easy, but may be diff- 
cult. Isolation of the patient and observation for signs 
of abstinence is, at times. the only conclusive means 
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of diagnosis. 
. Withdrawal of drugs is the first and the least impor- 
: ) tant step in the treatment of narcotic addiction. With- 


drawal of morphine is best achieved by a ten day 
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reduction of morphine or by substitution and reduction 
of methadon. Institutional therapy is necessary for the 
successful treatment of addiction. A minimum period 
of treatment of four to six months is essential. The 
patient’s entire personality must be reoriented by appro- 
priate psychotherapeutic technics. 

The pharmacologic characteristics, the advantages and 
of the older and newer analgesic drugs are discussed. 
The prevention of drug addiction involves the develop- 
ment of an emotionally sound people through the pro- 
gram of the National Mental Health Act, the reduction 
of the illegitimate use of narcotics by the control mea- 
sures provided for under the Harrison Narcotic Act, 
the isolation and treatmeft of addicts. which prevents 
them from spreading addiction, and proper cautious use 
of addicting drugs by physicians. i 
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SPECIAL COMMITTEE ON THE TRAFFIC IN NARCOTIC DRUGS IN 
CANADA 


The Honourable Tom Reid, Chairman. 


The Honourable Senators: 


Baird Horner Quinn 
Beaubien Howden Reid 
Burchill Hugessen Stambaugh 
Gershaw King Turgeon 
Grant Kinley Vaillancourt 
Hayden Leger Veniot 
Hawkins McIntyre Woodrow 
Hodges McKeen 
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ORDER OF REFERENCE 


Extract from the Minutes of the Proceedings of the Senate, Thursday, 
February 24, 1955: 

1. That a Special Committee of the Senate be appointed to inquire into 
and report upon the traffic in narcotic drugs in Canada and problems related 
thereto. 

2. That the said Committee be composed of the Honourable Senators 
Baird, Burchill, Gershaw, Grant, Hayden, Hawkins, Hodges, Horner, Howden, 
Hugessen, Kinley, Leger, McIntyre, Quinn, Reid, Stambaugh, Turgeon, Vaillan- 
court, Veniot and Woodrow. 

3. That the Committee be empowered to send for persons, papers and 
records. 

4. That the Committee be instructed to report to the House from time to 
time its findings, together with such recommendations as it may see fit to make. 


L. C. Moyer, 
Clerk of the Senate. 


71515—56—pt. 5——-46 
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MINUTES OF PROCEEDINGS 
WEDNESDAY, May 25, 1955. 


Pursuant to adjournment and notice the Special Committee on the Traffic 
in Narcotic Drugs in Canada met this day at 10.30 a.m. 


Present: The Honourable Senators Reid, Chairman, Baird, Beaubien, Bur- 
chill, Gershaw, Hawkins, Hodges, Horner, Howden, Hugessen, King, Leger, 
Stambaugh, Turgeon and Veniot.—15. 


In attendance: Mr. A. H. Lieff, Q.C., Committee Counsel. 


Dr. Harris Isbell, Director of Research, U.S. Public Health Hospital, Lexing- 
ton, Kentucky, was heard and questioned by Counsel and members of the 
Committee. 


At 12.30 p.m. the Committee adjourned until Friday, May 27, at 11.00 a.m. 
in Montreal, P.Q. 
Attest. 


John A. Hinds, 
Assistant Chief Clerk of Committees. 
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THE SENATE 


SPECIAL COMMITTEE ON NARCOTIC DRUG TRAFFIC 
Ottawa, Wednesday, May 25, 1955. 
EVIDENCE 


The Special Committee on the narcotic drug traffic met this day at 10.30 a.m. 
Senator Ret in the Chair. 


The CHAIRMAN: Gentlemen, we have a very important witness before us 
coday, Dr. Harris Isbell from Lexington, Kentucky, whom I should now like 
to introduce to the committee. 


Mr. LierF: With your permission, Mr. Chairman, may I say for the record 
that Dr. Isbell is the Director of the National Institute of Mental Health, 
Addiction Research Centre of the Public Health Service Centre, Lexington. He 
has been in the Public Health Service for some twenty years, and for the past 
eleven years has held his present position. 


Dr. Isbell, perhaps you would tell the committee something about Lexing- 
ton, your institution there and some of the problems you are facing. 


Dr. HARRIS ISBELL: Mr. Chairman, Mr. Lieff and Senators, I am very happy 
to have the opportunity of appearing before this committee. It is another 
instance of the co-operation between the United States and Canada, which is 
actually a model for the entire world. As you probably know, there is close 
cooperation between Canada and the United States, and a free exchange of 
information between the various governmental bodies in the two countries 
which are concerned with the drug problem. 

I have known Mr. Hossick, head of your narcotic agency in Canada, for 
a number of years, and I count him among my good friends. I have known 
Dr. Roberts, head of your mental health branch in the Department of National 
Health and Welfare, for a good many years, and I admire his work very much. 
I am acquainted with the work of individuals in your National Research 
Council, and I can tell you that you have here perhaps the finest research 
section on the chemical structure and identification of narcotic drugs in the 
entire world under direction of Dr. Charles Farmilo of the Organic Chemistry 
Section Department of National Health and Welfare. Therefore, a visit here does 
not mean only that I am giving you information—I get just as much as I give, 
and I am happy to be here and see your work. 

The CHAIRMAN: Thank you, Doctor. 

Dr. ISBELL: With respect to the Lexington Hospital, I think it wise to go 
back a little in the history of the establishment of the. institution to give you 
some concept of it. The hospital was established by Act of Congress in 1929. 
About two years were required for planning and acquiring the site; work on 
the building began in 1931, and the hospital was formally opened twenty years 
ago this week. On Saturday next we are having our twentieth anniversary 
celebration. The investigation that preceded the establishment of this institu- 
tion, and our sister institution at Fort Worth, Texas, took place in the early 
part of the twenties. The addiction situation in the United States at that time 
was perhaps somewhat different from what it is today. I think when speaking 
of addiction we have to realize that we are not speaking of a static thing; 
there is constant change, sometimes slow and sometimes rapid. 
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In the 1920’s the addiction picture in the United States was perhaps rather 
bad. We had at that time probably 150,000 to 200,000 addicts in the United 
States. Also at that time what we now call or what you call in Canada a 
criminal addict was less prominent in the total picture of addiction than he is 
today in the United States. A greater proportion of the addicts in those days 
were individuals who became addicted prior to the establishment of the narcotic 
laws. There were more medical addicts in those days because, as you can 
remember, medical science had not advanced as far as it has today and our 
methods of treatment of many diseases were in those days relatively crude. 
Surgery had not developed to the point where it is now. We had no specific 
control for many forms of diarrheal diseases prevalent in the southern United 
States, which accounted for many cases of addiction. So in those days the 
picture was this, there were criminal addicts but there were also a rather large 
number of known medical addicts. Now, these individuals were being arrested 
and convicted for violations of the United States narcotic laws. They were 
simply sent to the ordinary pententiaries and put through the penitentiary 
system. It was felt, however, that because such a proportion of the addicts 
were not basically criminal, that there should be some separate kind of insti- 
tution to handle these particular people and this resulted in the establishment 
of the institutions at Lexington and Fort Worth, Texas. 

It is important to remember that these institutions were set up primarily 
to care for prisoners—individuals sentenced for violations of the United States 
narcotic laws. This was and still is the primary responsibility of these 
institutions. Any room that is left over, any facilities that are available 
after the prisoners are cared for is available to individuals who can apply 
voluntarily of their own will and come in for treatment on a voluntary basis. 


Senator HowpDeEN: Doctor, just before you leave that point. You have told 
us that a great many addicts were medical addicts, that is addicts who had 
contracted the habit through medical treatment of diarrheal diseases in the 
southern United States. 


Dr. ISBELL: At that time. And for many diseases in addition to diarrheal 


disease. 
Senator HowpDEN: Did you treat them in common with all others? 


Dr. IsBELL: They were arrested, convicted under the United States 
narcotic laws and sent to the penitentiaries like criminal addicts.-That was 
the pattern prior to the establishment of the hospital. When the hospital 
was opened these people were from then on sent to Lexington and Fort Worth. 
Of course non-medical addicts are also sent to Lexington and Fort Worth. 

Senator Kine: Doctor, you mention the term “medical addicts”. Are 
those people who became addicts through medical treatment? 

Dr. ISBELL: Yes, as a result of administration of narcotics by the physician 
for some disease. That is how we are defining a medical addict. 

Senator Barrp: Those are people who would not normally in any other 
respect be considered a criminal? 

Dr. IsBELL: That is right. The criminal addict was not nearly as prom- 
inent when the institution was established as he is today. You can there- 
fore see that we have generally two classes of patients in the Lexington 
Hospital. The first are prisoners who are sent to us by the Federal courts. 
These prisoners may have been given a sentence,—a sentence that must be 
served with time off for good behavior or unless they are paroled. A pris- 
oner may also come in on probation under certain conditions; so he may 
be with us on a probationary basis—probation meaning that when he has 
obtained a maximum benefit from his hospitalization we can discharge him 
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to the supervision of a probation officer. A prisoner who is in on a sentence 
cannot be discharged until his sentence is expired. The other class of patients 
are voeameord_patients. They are thereof their own free-wit-aadthey can 
and do demand their discharge at any time. The only mechanism available 
to us to hold these patiemts—beyordt—thetr will is what is known as the 
Kentucky blue grass laws,—that is addict’s slang for it. This is a law of the 
State of Kentucky which makes it a misdemeanour for a person to be an 
addict, and for that an addict can be given a sentence of a year. The man 
goes before the court, states that he is an addict, is given a sentence of a 


year, but the Kentucky authorities probate the sentence on condition that 
he comes to us. 


Senator HowpEN: The court that he goes before is what kind of a court? 

Dr. ISBELL: It is a magistrates court. 

Senator HowpDen: Is the magistrate assisted by a medical man? 

Dr. ISBELL: No, ordinarily not. The only evidence that a man is an addict 
is the man’s own statement. 

Senator TuRGEON: Must he be found in possession of drugs? 

Dr. ISBELL: No, it is just his own statement. 

Senator Howpen: Would you not think that it would be wise to have a 
person on the bench founded in the knowledge of addiction? 

Dr. ISBELL: Well, you see this is a local law, and most'of the people who are 
referred to the courts are referred by us. 

Senator HowpDEN: Would you not still think that if that judge has some 
knowledge of addiction himself he would be very much better informed to deal 
with these patients. 

Dr. ISBELL: Yes, I might say actually that this is a law that we do not 
particularly like within the hospital. It is, however, the only way we have of 
OE ee individuals who come in voluntarily, and actually 


we can ake a person go down to the court and go before the judge and 


admit that he is an addict. We can ask him to do so, but we cannot make him 
do it. 


Senator STAMBAUGH: Do you have to take him if he does not go before 
a judge? 

Dr. ISBELL: We do not necessarily have to take him, we only accept him if 
we have room. Currently we have a waiting list of 500 people for voluntary 
admission. We have only so much.room and can only take in people as it 
becomes available. 

Senator HowpEN: How many patients can you handle in Lexington? 

Dr. ISBELL: The institution ordinarily has a population of between 1,200 to 
1,300, and of these people about 150 are not addicts but are psychotics and 
who are wards of the United States Government for some reason or other, 
Indians, Aliens, Coast Guardsmen who have become psychotic. We 
treat these patients because we have a program for the training of young docfors 
in this specialty and they get their residency training in that hospital. That 
would leave Us with between 1,000 and 1,100 drug addicts in the institution, and 
of these 20 per cent or roughly 200 are women, the remainder, say around 
800 to 900 would be men. 

Senator Lecer: How many of them are prisoners? 


Dr. ISBELL: About 70 per cent of the individuals in the institution at any 
time are prisoners, currently. The reason for that is that the prisoners have to re- 
main much longer than do the voluntary patients. We ask a voluntary patient if 
he is a first admission to remain for four_and a half months. Of course he may 
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not do so, he may leave after a day or two. On the other hand, a prisoner has 
to remain as long as the judge has set his sentence for unless he is paroled 
in the meantime. At any one time prisoners constitute about 70 per cent of 
the population of the hospital. Admissions average around 3 ly. About 
half of the admissions will be voluntaries and about half will be prisoners. 

Senator STAMBAUGH: What happens to those persons that are certified and 
for whom you do not have room? Where do they go? 


Dr. IsBELL: If we do not have room? So far that has not come up. We 
have always had room for prisoners who were judged to be suitable candidates 
for our institution. 

Senator HowbDEN: Automatically you would take care of the prisoners first? 

Dr. ISBELL: Yes, the prisoners first. 


SENATOR HORNER: Those suitable for your institution. And criminals in the 
higher brackets would go to the common jail? 


Dr. ISBELL: They would go to our ordinary penitentiaries. In fact, many 
addicts or sellers who have long records of participation in narcotic rackets 


and so on would not be sent to us but just to ordinary penitentiaries. We also 
can transfer— 


Senator BURCHILL: I was just going to suggest that it would be better to let 
the doctor make his statement as prepared, and then let us ask any questions 
that occur to us afterwards. To question him now makes for a disjointed 
presentation, and I do not think it helps the doctor. 


Senator HowpDEn: I know it is not fair to the doctor, but we will lose track 
of these points, and they are very important. 


Senator BURCHILL: Make a memo of it. 


Dr. ISBELL: I am perfectly willing to try to answer your questions as they 
occur to you. 


The CHAIRMAN: Just be reasonable, then, honourable senators, in your 
questions. 


Dr. ISBELL: I spoke to you about the fact that we have a waiting list for 
voluntary patients. A man cannot just present himself at our gate and come 
in; he has to wait till we have room for him. We may admit patients under 
different conditions. For instance, the first time person, who has never been 
with us before, is asked to stay at least four and a half months. _A chronic 
relapsing addict with a long record might be taken in just-for_withdrawal of 
drugs; if we feel we can do nothing for him we will just take him in n for two 
weeks _or thirty. days, after which we discharge him again. 

“The treatment program at Lexington can be dividéd info a number of 
distinct phases. -These will include withdrawal of drugs, then physical and 
mental rehabilitation, and finally preparation for discharge and follow-up. 
The withdrawal of drugs is a very easy thing to do, providing one has proper 
conditions, namely ability to exclude illicit drugs, drugs other than those 
prescribed by the physician, from the institutional environment. 

Our withdrawal system works very well. Ordinarily we can have the 
patient off of drugs in less than two weeks—the majority of them, in far less 
time than that, probably under a week. 

Senator HorNnER: Do you administer small doses of a drug in withdrawal 
treatment? 


Dr. ISBELL: Yes. Our system of withdrawal of opiates consists in sub- 
stitution of a synthetic drug—methadone—for whatever drug he may be 
using—heroin, morphine, demerol, or what have you. We give him methadone 
orally twice daily, just enough to minimize his illness; we do not try to keep 
him from getting sick entirely; that is not possible; we just try to smooth out 
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the violent early hump, so we give him methadone for whatever drug he has 
been taking, and then we take methadone away by what we call rapid 
reduction, meaning we get it away from him in two weeks. 

Senator HowpDEN: Do you not get nearly as bad an attack when you use 
methadone as when you use morphine or any other opiate? 

Dr. ISBELL: Oh, no. By using methadone—the only advantage is its long 
length of action. It lasts much longer than does morphine. So therefore 
methadone lets the addict down easier. You obviate the acute early phase of 
abstinence. You can pretty well eliminate it, but you cannot eliminate the 
chronic phase, the aching and insomnia which occurs towards the end. The 
man just has to go through with that. But the first violent phase of sweating, 
yawning, vomiting and inability to eat can be very effectively met by this 
system. We do not find it necessary to use drastic treatment such as electric 
shock, insulin, and so on. If you would come down to Lexington, and we 
would hope to have you, you would be surprised at our withdrawal ward. 
Your conception of a withdrawal ward may be that of people climbing walls 
and cutting their throats, and so on, but you would find the withdrawal ward 
a very dull place. 


Senator HowpDEN: Methadone does take the place of morphine to a very 
great extent? 


Dr. ISBELL: It will completely, sir. In addition to withdrawal the next 
step is physical and mental rehabilitation. After he has withdrawn he goes 
to a convalescent ward where he recuperates for a few days. During this 
time the laboratory tests, and so on, have been completed. During the first 
month the man will have a psychiatric examination plus such psychological 
tests as may be necessary. At the end of his convalescence phase he goes to 
a staff where all phases of his case are considered, and a treatment plan made 
for him. Treatment, of course, consists of physical rehabilitation. In the 
ordinary cases it requires nothing more than good food. The addicts, after 
they have been off drugs for a few days, get a “chuck” habit. This means that 
they eat everything they can find and look for more. Ordinarily they will 
gain around twenty pounds in the first month. 

If the addict is a medical addict and has any disease which is causative 
of his addiction or has any disease which did not cause his addiction, the 
treatment of that disease is necessary. Therefore the patient would be 
treated either on an out-patient basis or within our infirmary for whatever 
condition he may have. He would be treated by medical and surgical means. 

One of our big problems concerns individuals who have chronic painful 
conditions such as phantom limbs and painful amputation stumps. We 
frequently have recourse to surgery of one kind or another. 

Senator LEGER: Are these services given free of charge? 


Dr. ISBELL: Oh yes. An addict who can pay is charged I believe $7.50 per 
day. However, the number of addicts who have funds appears to be very 
small. In the institution we would have not more than one or two pay patients 
at any one time, and in all probability these would be physicians. 

Senator Kinc: What about the volunteer patients? 

Dr. ISBELL: Some of them, if they have funds, are required to pay, but 
those who have funds are very few. So that in effect, the treatment is 
available free to anyone. 

Now, in addition to physical treatment, psychiatric treatment is available. 
We have a very large psychiatric staff in our institution, about some 15 
psychiatrists, including the young residents who are in training in psychiatry. 
In spite of this large psychiatric staff we, of course, can offer intensive psy- 
chiatric treatment only to a small portion of the population. This is not 
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as bad as it may sound, because actually the number of individuals who are 
suitable candidates for intensive psychiatric treatment is rather small; however, 
for the small number of individuals who are judged to be suitable candidates 
for intensive psychotherapy, this is available. Simple supportive psychoterapy 
is available to a larger number; group psychotherapy is still available to a 
larger number. Within the institution we also have what is known as 
“Narcotics Anonymous.” You might call this, perhaps as one way of looking 
at it, say, self-administered psychotherapy. They were founded within our 
institution by the Alcoholics Anonymous group at Frankfort, Kentucky, which 
is some 20 miles away from our institution, and it has operated within the 
institution ever since. Narcotics Anonymous has also established branches in 
some of our large cities, notably New York. Other addicts who are in the 
Narcotics Anonymous program—if there is no Narcotics Anonymous chapter 
in their area, which is frequently the case—are sent to the Alcoholics Ano- 
nymous groups, wherever they may be. The Alcoholics Anonymous groups 
are willing to accept these addicts who have been in the program, and who 
apparently are making some progress. Ordinarily, this Narcotics Anonymous 
group constitutes about 100 men out of our total population of 800 or 900 
male addicts. 

Now, we lay a great deal of stress on vocational and recreational therapy— 
in keeping our patients busy. We think that a large proportion of our addicts 
are immature individuals who have never learned to accept adult respon- 
sibilities—they are individuals of very poor work habits, they are individuals 
who have been brought up under conditions, you might say, of either too 
harsh discipline or too little discipline. So we feel it is very necessary to 
train these individuals in some kind of discipline, to teach them good work 
habits. Furthermore, we also like to feel that we offer vocational training which 
will enable them to learn a useful trade suitable to their abilities which they 
can use if they so desire when they leave the institution. 

Senator Lecer: Are your addicts mostly delinquent? 


Dr. ISBELL: I think you will find that a tremendously variable matter. 
It would depend on the particular age group you were talking about and on 
your definition of delinquency. Perhaps the best thing I can tell you about 
that is that the Public Health Service has had a sociologjcal research project. 
operating in New York, carried out by New York University. under a Public 
Health Service grant. The projet, I think, has now been operating about three 
years, amd they have been studying the young addict in the city of New York, 
and what they have found, with respect to these young addicts, that about 
something better than 50 per cent had delinquent records prior to getting 
into difficulty with drugs. That is, I think, perhaps the best answer I could 
give you. All our patients who are physically able, are given regular work 
to do. Types of jobs range as very low level jobs like mopping the floor, up 
to high level jobs such as acting as technician in our X-Ray clinic. 

We offer for a proportion of the patients a most intensive vocational train- 
ing in such occupations as farming, cabinet-making, garment-making, dental 
technology and medical technology, plumbing, electrical work, painting and 
so on. In many of these occupations a man can actually become a finished 
journeyman; that is upon graduation from the course he may be a skilled 
cabinet-maker. 


Senator Howpen: And these men usually accept the training willingly, 
do they not? 

Dr. IsBeELL: Yes; actually the assignments to these better vocational 
programs are eagerly sought. Placement in them is governed to a consider- 
able extent by a psychological aptitude test. 


Senator Lecer: Is he accepted by the trades? 
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Dr. ISBELL: I shall have to qualify my answer to that question by saying 
that we are able to place a number of them in the trades. That will bring 
me eventually to one of our weaknesses and difficulties which I shall mention 
in a moment. 

In addition to our vocational or work treatment we have what we call 
recreational treatment. These individuals not only have bad work habits, 
but bad play habits. We have an organized recreational program which 
includes organized athletics. Shows are put on by the patients; we have a 
very large library; we have a hobby shop where patients may work at their 
hobbies and create things. Our recreational program is very extensive. 

May I now say something about cost? The average cost per patient 
per day in this very large institution runs between $6 and $7, or roughly an 
annual total of $24million yearly. 

Senater Barrp: That is about what the paying patient contributes. 

Dr. ISBELL: A little less than what we charge the paying volunteer, but 
who does not contribute a great deal to our funds, as I said earlier. These 
costs are not actually as high as they might seem. I have told you that we 
have about 200 infirmary beds Where we have medical addicts on whom we 
spend large sums of money for treatments of physical diseases. They cost 
us about $17.50 per day per infirmary bed. We also have about 150 psychotic 
patients on whom we spend a great deal of money. But, if we correct the 
cost for_our infirmary beds and our psychotic beds, for the ordinary healthy 
addict the cost runs about $3.60 per day, In other words, if we take out 
all our fancy medical treatment, the cost of the institution is about that 
of an ordinary penitentiary. 

Senator Lecer:. Have you any revenue from the work of the patients? 

Dr. IsBeELL: Yes. The industries, such as the cabinet-making, garment- 
making and farming, are set up under a revolving fund, which is called 
a working capital fund. The government made an initial grant of capital 
to establish these industries. The industries produce things which they sell 
to a limited market, namely the Federal Government. For instance, our 
farm products are sold to the institution which in turn pays the farm for 
the products. 

Senator Horner: What size farm have you in connection with the 
institution? 

Dr. IsBELL: There are some 1,100 acres, with the chief emphasis being 
placed on dairy farming. We produce all the milk that the institution can 
use; we produce about half the beef, all the pork, and about 25 per cent of 
the vegetables required. 

Senator HowpDEN: You are doing pretty well at that. 


Dr. IsBELL: This farm produces things, and, as I say, theoretically is 
paid for them by the institution; in that way the farm capital fund revolves. 
The furniture factory makes very fine furniture on order from other federal 
institutions. It has been working for the last several years on a large contract 
from the clinical centre of the National Institute of Health, making furniture 
for the very large hospital at Bethesda. In that way these industries maintain 
themselves; however, the accounts are merely bookkeeping transactions. 

Prior to discharge from our institution, the patient is interviewed by the 
social service department, which department assists him in making his plans, 
aids him in finding a job, if one can be found for him, contacts the social 
agencies in the community to which the patient goes, and puts him in touch 
with that agency which may be able to help him following his discharge. 
When the patient leaves us he becomes the responsibility of the State or 
local community to which he goes, and he is out of our hands. 
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In our particular system I think we have two main we aknesses/ First, 
the lack of any way of committing | voluntary patients—who ar not. prisoners. 


We have had legislation in Congress for ber of years which would 
permit us to honour a itment. By tha te court 
could meet, d addict mentally mpetent and he would be admitted 


to our institution. If he demanded his discharge when he was under commit- 
ment, we would say “no, you can’t go,” and we would not release him until 
he was ready for discharge. At the present time we do not have legislation 
that permits us to do that. 

Senator Hopces: Did you say you had this legislation previously? 

Dr. ISBELL: Legislation such as that has been before our Congress for a 
number of years and has never got to the floor of the house. Primarily, the 
reason is that Congress has been so busy with many other things that this 
small detail which might help us so much, has not been dealt with.« It leaves 
this gap in our system under which we are unable to hold voluntary patients 
other than through the medium of the Kentucky Blue Grass Law which we 
do not like because, among other things, it is a criminal law. 

The other weakness we suffi om is the lack of follow-up treatment. 
man May come tous and stay for four atte half months, and a lot of rk 
spent on him; he then goes back to his local community and leaves our juris- 
diction. There are of course a number of reasons why we cannot offer more 
follow-up treatment than we do. First, the geographic area is very large; the 
institution in Lexington takes addicts from all States east of the Mississippi 
River, with the exception of the city of New Orleans, from which city the 
addicts go to the institution at Fort Worth. Our addicts are of course con- 
centrated in the cities of New York and Chicago and when they return to their 
home communities it is then a question of jurisdiction; it is hardly appropriate 
under our system for us to go into those cities and set up agencies to aid the 
addict. They might not even be desirable. The problem is that the agencies 
within these communities are already heavily burdened with many other 
problems which are just as important as drug addiction: They are burdened 
with the problems of psychotic individuals, feeble-minded children, crippled 
children, and the addiction is just one more problem for the already over- 
burdened state agencies. 


Senator Hopces: May I ask you what percentage of your patients you 
regard as cured? 


Dr. ISBELL: I am about to come to that point. 

I have already spoken about the flaws as they exist currently. The lack 
of means for commitment, and the lack of facilities for a follow-up. I think 
they affect the results in two ways. Since we do not have a follow-up gn the 
addict it is difficult for us to know exactly what are our results. These indi- 
viduals scatter to all parts of the United States, and if they do relapse, they 
are engaging in an illegal and clandestine practice so if they do relapse they 


are not too anxious for someone to know it for fear the police might be 
involved. 


Also, a large proportion of addicts are rather nomadic, they move from 
one part of the country to another, they move from one part of the city to 
another and are therefore rather difficult to keep up with or to find. 

Now with respect to results: A detailed study was made which was com- 
pleted around 1940 or 1941 covering the first five years of operation of the 
institution. That study was carried out entirely by mail. Letters were written 
to patients who were discharged asking a number of questions as to how they 
were getting along. Also, letters, where we had permission, went to their 
families as a check. We found first of all that about 15 per cent of the patients 
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who went through the institution in those days were reliably believed to be 
abstinent, as evidenced by their own statements and by taking statements from 
their families, probation officers and so on. About 5 per cent died during the 
five-year period over which the study was conducted and so were | to the 
study. About 4@ per cent were known to have relapsed either by virtue of 
coming back to the institution or by virtue of having been sent to some other 
institution and we found it out because reports are made to the Federal Buieau 
of Investigation who in turn inform us. That left us with about 40 per cent 
who just vanished—we do not know what happened to them, we do not know 
whether they relapsed to drugs or whether they were getting along all richt. 
In other words, there was a large unknown in all this, so we are not entirely 
able to evaluate our results. 

Recently we have obtained the funds to establish a follow-up unit in 
New York City. The duty of this follow-up unit is merely to contact and inter- 
view these patients, to determine if they are off drugs. The unit has been carry- 
ing on a very excellent program. In spite of many difficulties in the beginning, 
the unit has been operating well for a period of 18 months now and has 
succeeded in locating practically all of our patients who were discharged in 
the New York city area. 

Senator HOWDEN: With what results? 


Dr. ISBELL: We find that breaking it down by admissions of patients who 
were first admissions to Lexington, this would include all classes, all categories, 
prisoners and voluntary alike, that after eighteen months 16 per cent are still 
abstinent from drugs. This is important: Of many second admissions patients 
who have been having a second trial, about 15 per cent— 

Senator HOWDEN: That is pretty good. 


Dr. ISBELL: —about 15 per cent were abstinent from drugs during this 
18 month period and with respect to third admissions 13 per cent have been 
abstinent from drugs for a period of 18 months. Now, what this will mean 
in relation to the entire number of admissions is difficult to say as yet because 
first of all the 18 month period is too short. We hope to be able to follow these 
individuals up over a period of 5 years. Secondly, we say that 15 per cent of 
second admissions are off drugs after their second trial, but that has to be 
corrected for the number of second admissions who come back to us, some come 
back to us, they might have been in jail or something like that happened to 
them, so a number of corrections will have to be made before you can get what 
you might call a total “cure” rate. It looks as if in time and over a five-year 
period the total cure rate with respect to all admissions to the institution 
from the City of New York will be perhaps as much as 25 per cent, certainly 
not lower than 15 per cent. 


Senator Hopces: Is there any average period between first, second and 
third admissions? Have you any idea as to how long they go before they come 
back? 


Dr. ISBELL: I- do not have that information off-hand. It would, however, 
be advantageous to have that. 


Senator Hopces: That is why I wonder if the 18 months might be a 
normal period for them before they go back again. 


Dr. ISBELL: No, this 16 per cent who are supposed to be still off drugs 
have been out for 18 months. 





Senator Hopces: But some of them have been admitted one, two and three 
times, and I was wondering what the average time was between admissions. 

Dr. ISBELL: We will have to correct for that. I think there is evidence 
here that there is salvage, even after two and three admissions. In fact the 
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officer currently in charge of the hospital feels that it is often not too bad for 
a man to fall one time, that he may need one failure fo be convinced that he 
peeds help. 

Senator HowvEN: I would like to ask, you a medical question doctor. Is 
methadone a purely synthetic drug? 

Dr. ISBELL: Yes. Chemically it does not resemble morphine. Pharmaco 
logically it might as well be morphine, it has the same effect. 

Senator HUGESSEN: Would it be fair to say from the figures that you have 
quoted that very much the larger proportion of these addicts revert? 

Dr. ISBELL: Yes, I think that is fair. That has, however, to be interpreted 
in the light of the weaknesses of our follow-up system. 

Senator Kinc: Do these people once discharged go on and buy these 
synthetic drugs? 

Dr. ISBELL: No, actually there is very little traffic in the synthetic drugs 
in the United States. The chief drug of addiction there is heroin. 

Dr. HowpEN: They would buy opiates before they would buy methadone? 

Dr. ISBELL: I think they would buy methadone if it were readily available 
but so far all methadone is legally produced and the only amount that gets 
into the illicit market are small amounts acquired by theft or by forging a 


prescription, so there is not much on the illicit market. It is very satisfactory 
to addicts, and I am quite sure if it were in the market they would use it. 

Senator GeRSHAW: How is alcoholism related to the history of these 
addicts? 

Dr. IsBELL: There is a relationship between alcoholism and addiction. At 
the time the institution was established almost 60 per cent of the patients, 
of the addicts had been alcoholics who began their addiction because they 
received an opiate when they were in a hangover, shaky. This however, has 
become less prominent as the years have gone by. The chances are now that 
instead of 60 per cent there is only about 25 to 40 per cent of our patients who 
took to opiates as the result of being alcoholics in the beginning. 

Senator TurGEON: What has brought about that change do you know? 

Dr. IsBpeLL: I think it is a matter of better medical practice, increase in 
education of our doctors, increase in a number of things that we can do for 
alcoholics and awareness that the giving of opiates to alcoholics is likely to 
lead to something that is worse than alcoholism. I would think that there are 
extremely few physicians now who would use an opiate to relieve nervousness 
and so on Than individual Wm-tmd Been onan alcoholic debguch. 

— Senator Howpen: There is no antidote for methadone. 

Dr. IsBELL: You mean for poisoning with methadone? 

Senator HowpvEN: No, to take a man off the drug. 

Dr. IsBeLL: There is no antidote for it. 

Senator HowpEN: There is no substitute? 

Dr. IsBELL: Yes, you can substitute methadone for morphine. You can 
substitute methadone for heroin, or heroin for methadone. 

Senator HowpEn: But that gets you nowhere? 

Dr. IspELL: No. You are in the same spot. 

Senator BuRCHILL: That figure of 40 per cent that you lose sight of, 
would you care to say just how many that would represent in numbers? 

Dr. IsBELL: Well, some 20,000 individuals have gone through our institu- 
tion in twenty years’ time—it may be now approaching 30,000—so we will 
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say that 40 per cent of them have more or less disappeared from sight, which 
would give you a figure of 8,000. 


Senator Horner: The best you can do is hope that a number of these 
remain cured? 


Dr. ISBELL: Yes, but we cannot say; théy just disappear; we don’t know 
what happens to them; largely they are unknown. 

cane Howpven: You would likely know if they had gone back to a 
drug? 

Dr. IsBELL: It is a hard thing to say, because, among other things, one 
occasionally runs into an old patient who claims to have been actively addicted 
for a number of years without protection, so that some of these might fall 
into that category, but not too many, I believe. 

I am sometimes asked if addicts are ever cured. Yes, some addicts are 
cured, in that they no longer use opiate drugs. I think their philosophy about 
opiate addiction is similar to that for alcoholism. We have addicts who are 
taking drugs and we have addicts who are not taking drugs, just as we have 
alcoholics who are drinking and alcoholics who do not drink. Their philosophy 
is that “once an addict, you are always an addict”, but there are some ‘*addict# 
at least who are abstinent. I personally know at least a hundred. That is, 
I have corresponded with some of them, some I have seen on occasions, so I 
am quite certain that they have been without drugs for quite a long time. 
But the people I know who have been abstinent—and I am not speaking 
statistically, but of individuals—those who have been off drugs, are getting 
along all right, and leading some kind of a useful and productive life. I 
can recall a man from the south who was essentially an alcoholic, and got 
into drugs by that route. He was in our institution three times, I think, 
and he was not really a criminal addict, but he had broken the drug laws in 
that he had stolen to support his habit. The man was, I thought, rather unstable 
emotionally, and it seemed to me that his outlook was bad: I expected to 
see him back. He acted as my clerk, and he was an excellent clerk. After 
he left I did not fill the job of clerk for some time, expecting he would come 
back and I would again have the best clerk in the institution. That was eight 
years ago, and the man is not back yet. I get about one letter from him 
each year. He is getting on all right. He did tell me that he went out and 
tried to get heroin, but he was too “Scotch” to pay the prices that they 
charged. 


The CHAIRMAN: That is something of a deterrent! 


Dr. ISBELL: Yes. The man is now working as an accountant in one of the 
southern cities. He is getting along all right; he is supporting his family. I 
can recall another man—going all the way back to 1935—again, an individual 
from a southern city known for its high crime rate. This individual came from 
a good family who owned a fine business in this particular city. His family 
were extremely interested in him. Essentially you may say that he was a 
“sood-time Charley” who had gotten to running around, going to horse races, 
betting on horse races, and so coming in contact with addicts around the race 
tracks and getting into the addiction that way. He served one sentence in the 
penitentiary at Leavenworth, and it was completed in Lexington. This man 
was regarded by us as an individual with a very dubious outlook. He returned 
to his native city; he has never lapsed to drugs; and today he is operating a 
business and is a successful and respected citizen of that particular city— 
which, bv the way, used to be one of the worst addiction centres. But this man 
managed to make it in spite of the fact that he went right back to the same 
milieu. He had good assets: a good family, a place to go, and a business, and 
s6 on. 
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Senator HOwWDEN: Would you say that the hang-over from opium and the 
hang-over from alcohol differ only in a matter of degree? 

Dr. ISBELL: No, sir; they differ in the symptoms. The symptom picture of 
a hang-over from alcohol is quite different from the sympton picture of the 
withdrawal of opiates. The mechanisms that underly the two are, I think, 
different. We are dealing with essentially different drugs and with different 
abstinence pictures. The only thing that I know that will produce symptoms 
of abstinence from opium or an equivalent drug is an opiate, either natural 
or synthetic. Alcohol will not do it. Conversely, opium will not relieve the 
symptoms of abstinence from alcohol. 

Senator LEGER: Have you the percentage of addicts who, because they were 
sick, were given drugs, and became addicts? 

Dr. ISBELL: In our particular population medical addicts—individuais who 
became addicts as a result of the administration of ‘a drug for some illness— 
constitute less than 5 per cent of our admissions. 

As I told you, the addiction picture changes. In the United States, over a 
long term, we have had a decline in the number of addicts,—a steady decline 
over the years, through the passage of the law: they dropped from one hundred 
and fifty to two hundred thousand, to around sixty thousand at the present 
time. This drop, of course, has not beén smooth; there have been humps in it. 
There was a hump in the early twenties; there was another hump, which is still 
under way, which followed the first world war. We used to see a lot of drugs 
coming through the port of New Orleans and being distributed out of the port 
of New Orleans up the east coast into New York. It was distributed from New 
Orleans to the east and from New Orleans to the middle west. We used to have 
a great port of entry of narcotics in Kansas City. In the past our addiction 
problem was largely centered in our white population. Since the end of the 
second World War the main port of entry of narcotics instead of being New 
Orleans seems to have become the city of New York. The addiction, instead of 
now being a problem in our white population in the United States, is now pre- 
dominantly a problem among our negro population in our large cities. We have 
seen these changes in our time. 

Senator Hopces: Have you any explanation for that? 

Dr. ISBELL: I can only give you a hypothesis. 

Senator Lrecer: Are there many addicts among the soldiers who have 
returned from Korea and Japan? 

Dr. ISBELL: We have not seen many soldiers from Korea or Japan at Lex- 
ington. It may be that this is samething difficult to get information on. It 
may be that the army is taking care of these people itself. And they are not 
getting to us, but we have seen relatively few individuals from Korea or Japan 
in our population. Perhaps as years go by they will come. I do not know. 
There is always a lag, you know. 


The CHAIRMAN: You were going to mention something about the negroes 
and whites before you were interrupted. 


Dr. ISBELL: I can only give you a hypothesis, but addiction always seems 
to flourish where one has bad economic conditions. It always occurs to the 
greatest extent in the economically depressed slum areas of the largest cities. 
During the war the migration of our negro population from the southern states 
to the north was tremendously accelerated because they could easily get work 
during that time. The migration was markedly accelerated and the negroes 
moved into the poor areas of the cities. These areas were vacated by the white 
population which was fighting its way up and moving out to better areas. The 
negroes filled up those slum areas, and that is the place where addiction always 
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flourishes so that when the problem came back after the close of the war the 
smuggling rings started operating in our negro population. 

Senator HOWDEN: Is the negro as susceptible as the Indian? 

Dr. ISBELL: The Indian? 


Senator HOWDEN: Yes, to drugs of all kinds. It is well known, for instance, 
that the North American Indian is famously susceptible to alcohol. 


Dr. IsBELL: Do you mean by susceptibility that he gets more effect with 
the same dose than a white person? 


Senator HOWDEN:,He goes after it harder. 


Dr. ISBELL: I am not too certain I could make such a statement and 
defend it scientifically. 


Senator HOWDEN: I have had experiences with cow punchers and Indians 
in Alberta. The Indians haunted our tents because cow punchers usually have 
a bottle hidden under their bed rolls. That becomes known to the Indians. We 
had a difficult time getting rid of them and we would have had double difficulty 
had we ever given them a drink. I was just wondering about the negro in this 
respect. 

Dr. ISBELL: I have no information on that. I could not say that that was 
true. My personal feeling is rather than any special susceptibility to drugs 
in the negro race it is more a matter of social conditions that have shifted the 
addiction problem to our negro population. 

Senator STAMBAUGH: I find I have to leave but I have a question I would 
like to ask Dr. Isbell. Doctor, you said that your results with regard to 
volunteer patients have not been very good because the patients could leave 
whenever thay wanted to. Could they not sign a document legally committing 
themselves in some way? 

Dr. ISBELL: No, it is not constitutional under United States law. We 
tried that when we first opened and we soon had to turn them loose. The first 
case that went to court we lost. 

Before I leave Lexington I would like to speak of research. The law that 
established the institution also provided that we could carry on our research, 
treatment and cure of drug addiction. I am speaking of this because it is my 
own interest and it is what I do. 

I should like to tell you that I do not run this hospital at Lexington. It is 
run by a man by the name of Lowry. However, I am in charge of the research 
end.. In our research unit, which is a relatively small part of the hospital, we 
carry on two general lines of work. First we do what I like to regard as basic 
work: psychology, psychiatry, biochemistry, and physiology studies both animal 
and human in an effort to determine factors underlying addiction and the effect 
of drugs. We make use in this work of a wide variety of techniques. We use 
psychological techniques, physiological techniques, and biological techniques. 
Ordinarily the unit works as a team on specific problems of their own choosing. 

In addition to this basic research, which of course I think offers us ihe 
greatest hope that we will some day be able to handle this problem in a 
better way, we carry on what I think is technological work. 

This work is carried on essentially for the protection of the public not 
only in the United States but the world in general. This kind of work consists 
in the testing of new drugs as they are developed for their addictive properties. 
I think the committee is already aware of the fact that the chemists have now 
synthesized a number of families of drugs that have morphine-like properties. 
What we hope to do with our Technological Addiction Liability Assessment 
Program is to prevent introduction of these drugs into uncontrolled sale. We 
regard this as rather important because of some things that have happened 
in the past. It may amaze you to learn that heroin was introduced as a cure 
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for narcotic addiction back in the eighties, and it may also amaze you to learn 
that dilaudid was considered as a non-addicting drug and not covered by the 
laws in the twenties and was sold in drug stores. The addicts got a lot of this 
until the drug was brought under the law. 

Senator Howpen: Is that a barbiturate? 


Dr. ISBELL: No, it is chemically dihydromorphinone. Its effect is much 
more morphine-like than barbiturate-like. Similar to morphine, it is addicting. 
Demerol was the first of the true synthetics and it was on the market without 
any control. 

At the present time the situation has gotten so complex that we now have 
five chemical families of drugs with morphirie-like effect. All of these are 
effective pain relieving drugs and all are addicting. 

1. Morphine 
Dilaudid (Dihydromorphinone) 
Heroin 
Codeine 
. Methadone 
. Demerol (Pethidine, Meperidine, Polantin) 
. Morphinans (Dromoran) 
. Dithienylbutenes. 


There is another group whose fate at the present is unknown. It is called 
Azacycloheptanes. 

You can see from the pharmacological point of view that everything is 
becoming quite complex. The: chemists now have so many more chances of 
making new drugs. Instead of having one type they have five types, and the 
drug houses like to get these drugs, of course, and sell them arfd get part of 
the morphine market. The testing of these drugs furnishes a means of obtain- 
ing information about the drugs’ addictive properties before they are released 
o the market. The drugs are referred to us from two sources; first, from the 

rug Addiction Committee of the National Research Council, United States; 
and, secondly, from the Section on Addiction Producing Drugs of the World 
Health Organization. We carry out the tests, determine their addiction liability 
and report back to the National Research Council, who, in turn, through their 
secretary will make the proper report through the proper channels to the 
World Health Organization. 

Senator HuGrEssEN: How do you determine whether a new drug is 
addictive? Do you take some unfortunate individual and administer it to him? 

Dr. IsBELL: We have a number of methods of testing for addictional 
liability. Animal methods are used, both at Lexington and at the University 
of Michigan. At the University of Michigan these drugs are given to monkeys 
in an effort to determine whether the monkey will become dependent and 
develop a withdrawal illness. The drug N-Allylnormorphine is used as an 
antidote to morphine. If, when that antidote is administered, the monkey 
becomes ill we know that there is an addictional liability. This gives one 
a pretty good way of testing some drugs on monkeys. We make use of the 
same kind of procedure except that we use dogs at Lexington. However, a 
drug that does not produce addiction in dogs and monkeys has to be tested in 
man, because the species differences in this class of drugs are very great. As 
an .example, I might say it is very easy to addict a man to demerol; it is 
absolutely impossible to addict a dog, and very difficult to addict a monkey. 
In the case of methadone it is easy to addict a dog, harder to addict a man and 
very difficult to addict a monkey. So that in many instances we have to go to 
man for the final answer, and the methods we make use of most.frequently 
consist in determining whether or not the drug will prevent or will relieve 
the withdrawal illness. 
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Senator LEGER: How do you test a man? 


Dr. ISBELL: It is not problem. You can take men prisoners who come in, 
and who still have an active habit—we take these individuals, who volunteer 
for this kind of*experiment; we stabilize them and give them a repeated fixed 
dose of morphine. We then begin a new drug in very small doses, finally stop 
the morphine, and continue the new drug. We then take away the new drug 
and see what happens. If the new drug suppresses the appearance of 
abstinence for morphine, and if abstinence appears after withdrawal of the 
new drug it is regarded as having addiction liability. This is the most usual 
method. Very occasionally we may have feaddict prisoner volunteers who 
are off drugs. That method is seldom used, because it is a very, very expensive 
method. Since these individuals are prisoners there is always plenty of time 
to complete the drug test, withdraw them and put them through the usual 
treatment procedure. So we do that. 


I hope I have given you some outline of our research at Lexington. Time 
permits me to say no more. 


Senator HowpEeN: Do you systematically switch over from morphine to 
methadone in all your cases? 


Dr. ISBELL: Yes; in our routine treatment the individual is given metha- 
done. 


Senator Hopces: As the result of your long experience in Lexington are 
you prepared to subscribe to the theory we have had placed before us, that 
all drug addicts should be entirely segregated? 


Dr. ISBELL: You mean, take the addicts and put them on some kind of an 
island or mountain top? 


Senator Hopces: No, not necessarily, but in an institution or hospital. 
Dr. IsBELL: And keep them there forever? 
Senator Hopces: I am asking your point of view, doctor. 


Dr. ISBELL: Well, it seems to me, first of all, this is an admission of defeat 
—it says that we cannot do anything for these people, and I believe there is 
sufficient evidente to indicate that for a percentage of them, at least, something 
can be done. Further, if our treatment were what we might regard as ade- 
quate, our results might be even better. So I would hate to admit defeat in 
that way and to say that all we can do is put these people away. Again, if 
you consider Canada, you have in this country some 3,000 addicts, I believe, 
according to the testimony I have read—about 2,000 criminal addicts, about 
400 arrests a year; you arrest 400 this year, put them in an institution, and 
arrest 400 next year, and so on, and soon you would have the entire 2,000 
in this institution; it would make it a very large institution; and I can assure 
you larger than Lexington, and it would be very expensive no matter where 
you put them, and whatever you did about it you would still need a large 
security force to prevent drugs coming into the institution and to prevent 
the individuals, who naturally would not wish to stay there for so long a period 
of time, from escaping. So you would just have a kind of Devil’s Isle, I think. 


Senator HowbDEN: The island idea was originated in this committee, that 
is, the adea of breaking connection with the traffic. 

Dr. ISBELL: Yes, and I am not sure it would do that. I gather from read- 
ing the previous testimony that if you got all the addicts and tucked them 


away the market would disappear. I am not so sure it would. Of course, | 
cannot say that it would not. 


Senator Kinc: Would it not have a psychological effect on the public, 
though, if the criminal addicts were confined for life in some institution? 
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Dr. ISBELL: I am not sure that it would have the effect that you desire. 
You know, an individual, a young man starting out on his career of addiction 
never feels that he is going to be an addict—that he is going to be hooked. 
He always has the feeling that he is stronger than the drug. He says to him- 
self, “I will take a few. shots, have a good time, but I won’t get hooked.” But 
he does get hooked, and, you know, no matter what penalty you set up there are 
always people who will even risk death to get what they feel they must have. 
I am not sure that it would have this deterrent effect, and I am not at all sure 
it would abolish the illicit market. It would certainly be a very expensive 
operation, and as I say, it is an admission of defeat, it says we can do nothing 
for these people, that they have no chance, and I believe that is not true. 

The CHAIRMAN: Do you. feel that deep down in their hearts these people 
really want to be cured? 


Dr. ISBELL: Yes, they do. Now, you have to remember that such addicts 
have, so to speak, two feelings, or to use a psychiatric terms, ambivalence; they 
would like to be cured but would like to‘have their drugs at the same time. 
Many of us are ambivalent about many things in life, the addict is ambivalent 
about drugs, and he would like to be cured and like to have his drugs. We 
haye to try to strengthen his desire to be cured. 

Senator HopGes: Would you be in favour of providing drugs for these 
addicts? 


Dr. ISBELL; Absolutely not, absolutely not. 
Senator HOWDEN: Hear, hear. 


Dr. ISBELL: I am convinced that the legal control of drugs has resulted in 
a marked increase in the number of addicts in the United States—from 50,000 
to 60,000, over the course of the years. I do not know, what has occurred in 
Canada—perhaps the same thing As far as the United States is concerned, 
I am convinced that legal control of drugs has mitigated the addiction problem 
in the United States. I would hate to think what the addiction problem in the 
United States would be today if it had not been for legal control of drugs. You 
either have legal control or you do not have it; I cannot see any middle course. 

Suppose we did try to set up a narcotic “bar’’, and run this service. Cer- 
tainly, we are not going to give the addicts the drugs to.take themselves, for 
they might sell them. We have to have the drugs and administer them, which 
means that one of these narcotic bar rooms will have to be set up at spots 
around the large cities in Canada; they would have to be manned twenty-four 
hours a day, seven days a week. The addict requires drugs four or five times 
a day, otherwise he will become ill. Therefore, he is going to spend all-of his 
time waiting in the so-called clinic line-up to get his drugs. In my opinion, it 
is an utterly unworkable thing. 

Many addicts will tell you that if they had just enough drugs to maintain 
themselves comfortably and would not become ill, that they would work and 
become productive citizens and all that sort of thing. Such a statement is 
perhaps true of a minor proportion of addicts. People in this business tell me 
they have known addicts who have held their dosage level for a period of 
years and have worked. That, however, is the exception. The majority of 
addicts don’t want to be normal; they want to be what they call “high”—they 
want to be “loaded”. If you provide them with drugs by this single-shot mech- 
anism at five trips a day, that is just enough to keep the addict going and he 
will go out and get more so that he can get high. 

Senator HowpDEN: He wants a bigger load. 


Dr. ISBELL: Yes; it is not enough for him to be normal. If it is decided 
that it is physically impossible to have these people wander in four or five 
times a day, then you might ask, “Why can’t we give them drugs for self 
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administration?” I think‘ the answer is obvious: Not only would the addict 
fail to maintain his dosage, but his tolerance tendency would go up; indeed, 
the only limit to tolerance is the amount of skin available to inject, and the 
time required to take so many injections. Not only would the addict raise 
his dosage, but he would call for a variety of drugs, and all sorts of abuses 
would grow up. They would get their maintained doses from the so-called 
narcotic bars, and then they would go out and buy more on the illicit market. 
Such systems have been set up in various parts of the world—lI believe in 
some of the Asiatic countries—and it has been found always that the illicit 
traffic exceeds the legal traffic. 


The CHAIRMAN: Dr. Isbell, do you find much drug traffic around Lexington? 

Dr. ISBELL: There is very little. This is due partly to location: Lexington 
is a small middle-class city which is off the main routes of travel in the 
United States, and the institution is located seven miles out of Lexington; 
it is situated in the middle of a farm, surrounded by a wire fence. Actually, 
we are protected by geography and distance from trafficking; there is no great 
centre of drug traffic around Lexington. Furthermore, the Bureau of Narcotics 
maintains an agent in Lexington. So that a “pusher” in Lexington is promptly 
chased; I believe it is rather a hot spot for a drug peddler. We have no great 
problem there. 


Mr. Lierr: Doctor, would you like to say a word about the British 
system? 

Dr. ISBELL: I think you know about as much about the British system as 
I do. I only know what I read, and I read everything I can find on it. 

I must say that I am somewhat confused: Great Britain has a drug law; it 
has signed all the international treaties and conventions which the United 
States and Canada have signed; it has an enforcement system. Yet, with all 
these, it is said they have no drug problem. It is a little hard for me to 
understand why they have all this machinery and have no prublem. 

Furthermore, one often hears it said that an addict can be given drugs 
in Great Britain. We know that is actually not the case. A physician in Great 
Britain is allowed to give drugs to an addict only under certain very closely 
specified conditions, which have already been made part of the evidence before 
this committee, and I do not need to go into them. The outstanding feature 
is the apparent lack of criminal addiction in England. 

In accepting the facts, I merely say that England is not the United States; 
that social conditions in England are far different from those in the United 
States. Apparently we have an addict-prone population. 

Senator HowpEen: Anyway, you would not recommend that type of treat- 
ment here? 


Dr. ISBELL: No. 


Senator Lecer: What do you believe is the proper form of punishment 
for the trafficker or peddler? Do you believe in long terms of imprisonment? 

Dr. IsBELL: Yes, I do. The difficulty is in determining who is a trafficker 
and who is a user. The small petty addict, sometimes referred to as the 
“boot and shoe” addict in the United States, is almost inevitably at some time 
in his career a peddier, if only for the reason that he is trying to accommodate 
his friends who may temporarily be short of drugs. But as I say, it is most 
difficult to distinguish between a user and a peddler, because they are 
interchangeable. 

The CHAIRMAN: How many types of drug addicts have you in Lexington, 
which use heroin, barbiturates and so on? 


Dr.. ISBELL: I would say that practically all, or about 80 them, 
use heroin, which is the major drug of addiction in the United States at th¢ 
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present time. The remaining 20 per cent are probably addicts from the 
southern States. In the southeastern United States we have a somewhat 
different pattern of addiction. In those parts of the States there are a few 
addicts in each town of any size or in each small city, with no great concentra- 
tion in any one place; it is a rather diffused problem. These southern addicts 
do not buy illicit heroin to any extent; they are dependent upon getting 
prescriptions from doctors by fraud, deception or forgery, and by theft from 
drug stores. The drugs normally used by these southern addicts are morphine, 
dilaudid, and the synthetics methadone and demeroa). 

Senator Hopces: Do you have many who are addicted to the use of 
marijuana? 

Dr. ISBELL: We get very few pure marijuana addicts. I would say there are 
no more than two or three in the institution at any one time. However practi- 
cally all heroin addicts from the centres, particularly the negro population, used 
marijuana before Degiming-the use of herofn. 

Serator Hovces: They sort of graduate from one to the other. 

Dr. ISBELL: Yes. 


Mr. LieFrF: Doctor, a suggestion was made by one of the witnesses that we 
ought to develop plans for an experimental rehabilitation centre to be located 
near Vancouver which, as you know, is the large d@tug centre in Canada; the 
size of thre Imstittian would-betarpe enough to accommodate say twenty-five 
people to begin with, preferably voluntary patients. Some persons could be 
brought from the prison at Oakalla and they need not all be criminal addicts. 
It was suggested that there be two kinds of program, one for men and one for 
women, and that certain forms of rehabilitation, even to a brief stay in a general 
hospital, be undertaken. 

Would you care to make any comment on whether that would be a feasible 
plan, how it might work out and what difficulties if any might be encountered. 

Dr. ISBELL: Well, I like the plan, first because you use the word “experi- 
mental”. I do not think we know all the answers to the treatment of addiction, 
not by a long way. Therefore, in any program that you would set up, I would 
suggest that it be made flexible, with provision for trying a variety of treatments. 
This is a suggestion that I would have no great objection to, provided it is 
recognized as an experiment and further recognized that you might get into 
some trouble, especially early in your operation. 


Senator Howpen: If is only fair to tell you, Doctor, that out of 150 men at 
the prison, there were perhaps a dozen who testified that they had no wish to 
stop using heroin; indeed, they felt that any coercion in that respect was an 
infraction on their liberties as Canadian citizens. 

Senator Hopces: Dr. Howden is speaking of the Oakalla farm. 


Mr. LIEFF: You were saying that we might encounter some difficulty in the 
early stages. 

Dr. ISBELL: Well, one of the difficulties one might run into is in setting up 
the necessary drug-free environment within a general hospital setting. It is 
not an easy matter to keep drugs out of a withdrawal ward, it requires constant 
vigilance, constant service, it is not an easy thing to do'so, and if we attempt 
this kind of thing we might look forward to having some difficulties in operating 
this drug-free environment, not forgetting that some scandal would crop up 
occasionally. 


Senator HowpEN: That certainly would be the case with drugs around to 
that extent. 

Dr. ISBELL: However, if the people, and if there are enough of them to go 
into this program—are highly selected individuals, individuals with everything 
in their favour except the fact that they are addicts, it might be a very nice 
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thing to have this as part of a system for handling the addiction problem. Also, 
in the second phase of this treatment which I understand is rehabilitation, you 
might run into some difficulty there. If you have a group of addicts all together 
—it requires roughly 60 days to get over all the physical effects of a narcotic 
habit, and during this time, the individual is extremely vulnerable to relapse to 
drugs until the overall physical effects have disappeared; of course he is always 
mentally extremely vulnerable to it—some problem might come up in the reha- 
bilitation phase. However, I think an interesting thing to do is to have it 
regarded as an experimental approach which could be altered or ‘dropped if it 
did not work out. I think I would like to see it done as an experiment. 

Mr. LieFF: What would you say with respect to the feature of the plan 
which indicates that the inmates or patients would have to be volunteers. 
Would that present any difficulty? 

Dr. ISBELL: I do nat believe it would. I think you would find a sufficient 
number of people volunteering to operate a small unit such as this. Addicts 
would like to be rid of their habit and still would like to. have the drugs. If you 
get one at the time when he is trying to get off drugs, well, you have got 
something. 

I can remember one of the most impressive things that ever occurred to me. 
It happened when I was resident in Lexington in 1935. A young doctor came in 
there, a very fine chap, with a very fine background, highly trained, in fact 
he had done post-graduate work at McGill University. 

Senator Hopces: He came as a patient? 


Doctor ISBELL: As a volunteer patient, yes. I was running the withdrawal 
ward at the time, so this young man came in and he had a tremendous habit, 
he was really sick. So I was very anxious to treat him, I wanted to give him 
some drugs to mitigate his abstinence symptoms but he would not let me do it. 
He just laid down and kicked it cold, as the boys would say. After he kicked 
it cold he got up and I offered what an ordinary addict would regard as a very 
fine job as a clerk, but he would have none of it. On the other hand, he went 
out on our farm, he went out in the sun, pitched hay, did hard work. He stayed 
for six months and then he left. I hear from him once a year and he is all right 


now. Now, there was an individual who was highly motivated to get off. 
He did, and he is still off it. 


Mr. LieFF: Would you permit me to get back to this cottage plan, Mr. 
Chairman. Say we have 15 individuals in it. Should we maintain legal con- 
trol of the people there or let them go and come as they like. 


Dr. ISBELL: As an experiment let them go and come as they like, but I am 
afraid you will run into difficulties. I personally would favour some kind of 
control, a very flexible kind of control so that individuals could be given 
freedom very gradually. 

Mr. LiEFF: Could we discuss another type of institution, an institution 
say that would accommodate 150 patients, where there would be total security; 
a fully controlled institution, where the patients would get medical care, psy- 
chiatric and psychological service, educational programs, vocational training, 
do what has been called constructive work, proper recreation programs—as 
you have already discussed. 

Dr. ISBELL: It looks like a small Lexington. 


Mr. Lierr: A small Lexington, yes, with a proper follow-up system, proper 
probation, a small Lexington, housing about 150 patients. 

Senator Barro: That would be rather expensive. 

Dr. IsBELL: I personally would be in favour of such an institution but 
whether, or not such an institution is established of course would depend on 
many considerations. I think it would depend on the number of addicts you 
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have in your institutions, and on many other factors in Canada which I am of 
course not aware of, but £ do think in attempting to do something about addic- 
tion that we should use a kind of a graded system for the betterment of your 
so-called criminal addicts. I am not sure that it needs to be an institution of 
this type but I do believe that the type of care should lay emphasis on rehabili- 
tation with important heavy emphasis on follow-up and the use of community 
resources to help these people after a hospitalization period. I think for a 
part of your population it would be a very fine program. 


Mr. Lierr: I wonder if you would deal more extensively, if possible, with 
some of the problems in regard to placement, follow-up and that sort of thing 
and whether the social agencies are presently overburdened. 


Dr. ISBELL: Yes. Well, a man can go through a period of institutional care 
and leave with all the best intentions in the world, returning to his community 
and he finds there is nothing there for him. He cannot get a job, and he has 
no*resources, he has nothing. He goes to the social agencies and finds that they 
are already tremendously overburdened with many other problems. As I say, 
they are afraid of addicts, they regard addicts as sex crazed killers, as potential 
killers and so on, and they are afraid of him and will do nothing for him, and 
in order to eat that man almost immediately has to drop back into some kind 
of criminal activity. But the minute he goes into criminal activity he is going 
to head back for drugs. A person going out after a period of institutionaliza- 
tion—this, I think, applies not only to addicts but to other types of delinquency 
as well—needs a great deal of help, support, supervision, which is, I think, 
properly the responsibility of the community; and there should be some means 
of providing these necessary aids for these people, among other people, when 
they have finished a period of institutional treatment. 


The CHAIRMAN: What has been your experience with the cases drawn to 
your attention of a man who has been a long time in crime and takes to drug 
addiction and finds himself in jail? What happens to that criminal after you 
cure him of drugs and he is let loose? He may not take drugs, but does he 
become a new man, a good citizen, and does he cease to burglarize and thieve? 


Dr. ISBELL: No. I think a man with a record such as you describe, a long 
anti-social record of twenty or thirty years, is very likely to go back to the 
same kind of occupation that he was in before, namely some kind of criminal 
activity. On the other hand, I think you will find you can take non-addicts 
who are delinquents or have some kind of criminal activity, but whose records 
are not so long, and find that a proportion are permanently rehabilitated,— 
just as is true of addicts. 


Senator BuRCHILL: Would a large proportion of your people who go out 
under conditions such as you have described, without any references, have 
any chance of a job being ready for them when they go out? Would you say 
that there are quite a number of your people who are in that situation? 


Dr. ISBELL: Well, as I say, in the eighteen months’ period in which the 
New York follow-up program has been operating properly, 16 per cent of the 
individuals have been through that institution once. 


The CHAIRMAN: What is the attitude of the employer to that type? 


Dr. ISBELL: Ordinarily it is very difficult for these people to get work, if 
the employer knows that the individual is an addict. 


Senator HOwpDEN: In brief, if an addict can get a supply of drugs that 
satisfies him, without being punished too much, he will prefer that to cure? 
Dr. ISBELL: I am not sure that he would. I keep saying that these people 


are ambivalent: they like to be free of that condition; on the other hand they 
do like the drugs. I think there is no doubt they have both feelings. 
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Senator HowpeEN: I know, but I think the latter feeling is the stronger. 

Dr. ISBELL: I am not sure that it is. I think it is, but it varies from time 
to time and from person to person. ; 

Senator HOWDEN: We have had some so-called “cures” come before us, and 
if I know anything about human nature—and I have practised medicine for 
fifty years—they are not cured. 

Dr. ISBELL: It is always a difficult matter to be sure a person is off drugs. 

Mr. LieFF: Have you any idea of the capital cost of Lexington? 

Dr. ISBELL: At the time it was built it was about $5 million. Today it 
would probably cost three times that much. 

The CHAIRMAN: We have been asking you a lot of questions. Are you 
through with your prepared statement? 


Dr. ISBELL: Yes. 


Senator BEAUBIEN: In your institution what is the proportion of new 
addicts that come in? 


Dr. ISBELL: Well, that has varied through the years. Of thé whole 20,000 
individuals that have been through our institution, 60 per cent have only been 
through one time; the other 40 per cent have been there twice or more—up to 
some recordholders who have been admitted as many as twenty times. 

Senator BEAUBIEN: In that 60 per cent would you find many addicts of 
the younger generation? 


Dr. ISBELL: Yes. In the last five years or ten years, among the group that 
have only been through one time, a large proportion were young coloured 
boys who are in the third decade of life—in the early twenties. 


Senator HuGEssen: The majority of them have come to that addiction 
through previous crimes, eh? 


Dr. IsBELL: According to the preliminary work in New York City by the 
N.Y.U. Department of Sociology, a little better than 50 per cent of these 
younger addicts have delinquent records prior to addict. All, of course, are 
delinquent after addiction. 


The CHAIRMAN: How young do you have them, and how old do you have 
them? 


Dr. ISBELL: The extremes have been up to over seventy, almost eighty. 
Senator Hopces: Are there many who come back? Many repeaters? 


Dr. IsBELL: I am not sure about them being first-timers there—the older 
men. One old machinist who comes back to us again and again is approaching 
eighty. I keep telling him that the drugs will kill him some day! But there 
are some individuals around eighty, and the youngest addict I can remember 
was thirteen—if he were an addict; he undoubtedly had been “chipping” 
around. 


Senator BEAUBIEN: But undoubtedly the high percentage of them would 
be around twenty to twenty-five? 


Dr. ISBELL: Yes. I think the median age of the population at present is 
about twenty- 


Mr. LiEFF: Your institution produces a lot of dairy products and agricul- 
tural products and other things? 

Dr. ISBELL: Yes. 

Mr. Lierr: To-what extent does that help to support the institution? 

Dr. ISBELL: It all depends on how you look at it. The hospitals is given 
money with which to operate, and the hospital pays the farm for the things 
the farm produces. The farm makes a profit, and “that goes back to the 
treasury. So asI say, it all depends how you look at it. From the point of view 
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of the individual managing the institution, he does not like that too well, 
because he still has to pay for the farm products, which uses up part of his 
money. 

Mr. Lierr: It is far from self-supporting. 

Dr. ISBELL: Oh, yes, it is far from self-supporting. 


The CHAIRMAN: Does an inmate receiving compulsory treatment get any 
remuneration? 


Dr. IsBELL: No, he does not get paid for working in an industry in our 
institution, as he would if he worked in an industry in an ordinary penitentiary. 


Mr. Lrerr: A suggestion has been made during this investigation that we 
might pay them proper wages and that their standard of living would depend 
on how much work they did, how well they worked and that sort of thing. 
Has that been considered in any of your institutions? 


Dr. IsBELL: I think that in the federal penitentiaries, where wages are 
paid, a man has to produce, otherwise he will be taken out of that job, which 
is-a desirable job; he gets money for it and he also gets time off his sentence 
for it. In Lexington we do not have money to pay them for their work, but 
they do get extra time off their sentence for working in these capital-fund 
industries; so they are rewarded in that way. Also in the industries they have 
a system in which the individuals go through an intensive training program 
and all the skills that those industries require. Those individuals who do the 
best get a promotion and are given more responsibilities and freedom, and so 
on, than you might say the ordinary journeyman gets. They become the 
teachers, and to some extent the foremen. 


Mr. Lierr: Do they stand a better chance when they get out? 


Dr. ISBELL: That we do not know. We do know the competition to become 
patient leaders is rather fierce. 


Senator BEAUBIEN: When a patient gets out of your institution what does 
he go out with? Does he go out with anything at all? 


Dr. ISBELL: When the patient leaves the institution? 
Senator BEAUBIEN: Yes. 


Dr. IsBELL: If the patient is a prisoner he would be given a full set of 
clothing, a suit and an overcoat, if it is wintertime, shoes and a hat, and so on. 
He gets $25 gratuity and transportation to his home. Of course, if he is a 
prisoner he has to report within a specified period to his probation officer. 
We have no provision for the volunteer patients. We can give them clothing 
which has been given to us or left to us and which We have repaired, but we 
cannot give them new clothing. Under certain conditions we can fyrnish them 
transportation and a small gratuity, but not as much as the prisoner would 
get. 


Senator STAMBAUGH: Doctor, when you were giving us per-patient day 
costs were you taking into consideration capital costs? 

Dr. ISBELL: The capital costs of the institution, no. I was giving you 
the amount of money they appropriate to us to operate for a year. 


Senator STAMBAUGH: When you are taking that into consideration does 
it mean you calculate depreciation? 


Dr. ISBELL: It does include the cost of maintenance of the building but 
it does not include depreciation. 


Senator STAMBAUGH: But it does include heat, light and repairs and 
alterations? 


Dr. ISBELL: Yes. 
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Senator HowpEN: Mr. Chairman, our witness has been before us for 
nearly two hours and we are now asking him a lot of hypothetical questions 
here, there and all over. He has given us an outstanding submission, the 
equal of which I do not think we have had before. However, I think we 
should have some mercy with the gentleman. 


The CHAIRMAN: Senator Baird has not asked many questions and I think 
he has one to ask now. 


Senator Barrp: I just have one question to ask. What proportion of out- 
siders come to this place? It is not all run by patients, is it? 


Dr. ISBELL: No, we have a large staff. The institution emplexs something _ 


er These people come in all categories. We have physicians 
and nurses and a large number of what are known as work supervisors. The 
job of the work supervisors is to teach the patient good work habits and also 


to teach him skills. This is regarded as treatment and not as punishment. 
Mr. LieFrF: Your staff ratio is one to two and a half. 
Dr. ISBELL: Roughly that. 
The CHAIRMAN: Are there any other questions? 


Senator LEGER: I should like to ask one question. If the revenue from 
your farm and plants was given to the institution rather than to the govern- 
ment, do you think it would pay 25 per cent of your maintenance? 

Dr. ISBELL: I honestly do not know, sir, but I could find out. A great 
deal would depend on the current level of activity in such industries as the 
furniture factory. In recent years we could theoretically make a good showing 
because the furniture factory has had a million dollar order. 

The CHAIRMAN: Dr. Isbell, on behalf of the members of the committee 
I wish to express our appreciation to you for giving us such a remarkable 
submission. It has been of great value to us. 

Dr. ISBELL: It has certainly been a pleasure to be here. 

The committee adjourned to the call of the Chair. 
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Phone: BArclay 7-1616, Ext. 378 


SYRACUSE AREA OFFICE Room 505—McCarthy Building 
113 E. Onondaga Street 
Syracuse, New York 
Phone: 2-9183 or 2-9184 


(For marihuana see cannabis, section 3301, subdivisions 21 and 26; section 3305, and Penal 
Law, section 1753.) Penal Law extracts; also Code of Criminal Procedure on pages 21 to 26. 
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RULES AND REGULATIONS ON NARCOTIC CONTROL 


Pursuant to authority vested in him by Section 3302 of the Public Health 
Law, the State Commissioner of Health has promulgated the following 
rules and regulations concerning narcotic control: 


1. Display of licenses and certificates. A narcotic license or certificate of 
approval shall be prominently displayed in the place to which it applies. 


2. Validity of licenses and certificates. No narcotic license or certificate 
of approval shall be considered valid and in good standing unless the indi- 
cated activity is conducted at the address stated thereon. 


3. Return of licenses and certificates. A narcotic license or certificate of 
approval shall be promptly returned to the department upon revocation or 
suspension or when the activity for which the applicant is licensed or ap- 
proved has been discontinued. 


4. Ordering narcotics for professional use. No physician, dentist or vet- 
erinarian shall obtain narcotic drugs for his professional use except by 
means of his official written order form. 


5. Self-treatment of addiction. A person authorized by law to obtain nar- 
cotic drugs on official written order forms shall not use such drugs for the 
treatment of his own addiction. 


6. Manner of writing prescriptions. The body of a narcotic prescription 
shall be filled in with ink, indelible pencil or typewriter. The signature of 
the physician must be in ink or indelible pencil. 


7. Filling of prescriptions. No prescription calling for a mixture con- 
taining narcotics and other ingredients shall be filled by supplying only 
the narcotic drug. 


8. Receipts for prescriptions. Narcotic prescriptions which are on file at 
a pharmacy and which may be required as evidence of a violation by others 
than the pharmacist or his employees, shall be released to a narcotic in- 
vestigator upon his request and upon furnishing a receipt therefor on a 
form provided for that purpose bearing the notation: In order to con- 
form to Art. 174 of the Harrison Act and Sec. 3322 of the New York State 
Narcotic Drug Law, this RECEIPT MUST BE KEPT ON FILE for at 
least TWO (2) years. 


9. Availability of records. All records shall be readily available and 
promptly produced upon request for inspection by a narcotic investigator. 
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PUBLIC HEALTH LAW 


ARTICLE 33 
Narcotic Control 


. General provisions (§§ 3300-3306). 
. Licenses and approvals (§§ 3310-3314). 

— sale and distribution of narcotic drugs (§§ 3320- 
. Possession and use of narcotic drugs; records (§§ 3330-3334). 
. Narcotic drug addiction (§§ 3340-3344). 
. Enforcement; violations and penalties (§§ 3350-3354). 
. Adolescent drug users (§§ 3360-3366). 


TITLE I 
GENERAL PROVISIONS 


Section 3300. Short title. 
3301. Definitions. 
3302. Narcotic control; powers and duties of the commissioner. 
3303. Narcotic control; advisory board. 
3304. Narcotic control; quasi-judicial powers of commissioner. 
3305. Narcotic control; acts prohibited; in general. 
3306. Repeal of inconsistent laws. 


§ 3300. Short title. This article shall be known as the narcotic drug con- 
trol act. 


§ 3301. Definitions, The following words and phrases, as used in this ar- 
ticle, shall have the following meanings, unless the context otherwise 
requires: 

1. “Federal narcotic laws’? means the laws of the United States relat- 
ing to opium, coca leaves, and other narcotic drugs. 

2. “Person” includes any corporation, association, co-partnership, or 
one or more individuals. 

8. “Physician” means a person authorized by law to practice medicine 
or osteopathy in this state and to use narcotic drugs in connection with 
his professional practice. 

4. “Dentist” means a person authorized by law to practice dentistry) 
in this state and to use narcotic drugs in connection with such practice. 

5. Veterinarian” means a person authorized by law to practice veteri- 
nary medicine in this state and to use narcotic drugs in connection with 
such practice. 

6. “Manufacturer” means a person authorized by law to manufacture 
bottle or pack drugs in this state and who is further licensed by the de- 
acy es to compound, mix, cultivate, produce or prepare narcotic drugs, 

ut does not include an apothecary who compounds narcotic drugs to be 
sold or dispensed on prescriptions at retail. 

7. “Manufacturer of exempt narcotic preparations’ means a person 
authorized by law to manufacture, bottle or pack drugs in this state and 
who is further licensed by the department to so produce the compounds 
defined in this article as exempt narcotic preparations, but does not include 
an apothecary who —- s such preparations to be sold or dispensed 


on prescriptions at retai 
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8. “Wholesaler” means a person authorized by law, when so required, to 
wholesale drugs in this state and further licensed by the department to 
supply others than consumers with narcotic drugs ane con- 
taining narcotic drugs that he himself has not produced or prepared. 

9. “Wholesaler of exempt narcotic preparations” means a person au- 
thorized by law to wholesale drugs in the state and who is further licensed 
by the department to supply others than consumers with those products 
defined in this article as exempt narcotic preparations. 

10. “Apothecary” means a licensed pharmacist as defined by the laws 
of this state and, where the context so requires, the owner of a store 
or other place of business where narcotic drugs are compounded or dis- 
pensed by a licensed pharmacist; but nothing in this article shall be con- 
strued as conferring on a person who is not registered nor licensed as a 
pharmacist any authority, right, or privilege, that is not granted to him by 
the pharmacy laws of this state. 

11. “Hospital” means an institution for the care and treatment of the 
sick and injured, approved by the department as proper to be entrusted 
with the custody of narcotic drugs and the professional use of narcotic 
drugs under the direction of a physician, dentist or veterinarian. 

12. “Laboratory” means a laboratory approved by the department as 
proper to be entrusted with the custody of narcotic drugs and the use of 
narcotic drugs for scientific and medical purposes and for purposes of 
instruction. 

13. “Sale” includes barter, exchange, or gift, or offer to sell, barter, 
exchange or give therefor, and each such transaction made by any person, 
whether as principal, proprietor, agent, servant or employee. 

14. “Official written order’ means an order written on a form pre- 
scribed for that purpose by the United States commissioner of narcotics 
and issued by the United States commissioner of internal revenue, under 
any laws of the United States making provision therefor, if such order 
forms are authorized and required by federal law, and if no such order 
form is provided, then on an official form provided for that purpose by the 
department. 

15. “Dispense” includes distribute, leave with, give away, dispose of, 
or deliver. 

16. “Registry number” means the number assigned to each person regis- 
tered under the federal narcotic laws. 

17. “Department” means the state department of health. 

18. “Prescription” means a written order for narcotic drugs, made by 

a physician, dentist, or veterinarian registered with the appropriate federal 
agency to prescribe such drugs. Prescriptions for narcotic drugs shall be 
made to the order of an individual patient, dated on the day of issue and 
signed by the prescriber. The prescription shall bear the full name and 
address of the patient, or if the patient is an animal, the name and address 
of the owner of the animal and the species of the animal. Such prescrip- 
tion shall also bear the full name, address and narcotic registry number 
of Se prescriber and shall be written with ink, indelible pencil or type- 
writer. 
19. “Maternity home” or “maternity hospital” means an institution 
authorized by law for the care of patients during pregnancy and parturi- 
tion and which is further approved by the department as proper to be 
entrusted with the custody of narcotic drugs and their use under the 
written order of a physician. 

20. “Dispensary” means a place, other than a hospital or maternity 
home, for the treatment of the sick and the distribution of medicines, ap- 
proved by the department as proper to be entrusted with the custody, use 
and dispensing of the preparations excepted in this article from physicians’ 
prescription or written order. 

21. “Narcotic drugs” means coca leaves, opium, isonipecaine, cannabis, 
methadone, isomethadone, keto-bemidone, NU-1196 or nisentil, dromoran 
(dl) hydrobromide, also known as dromoran, or their derivatives and 
every substance neither chemically nor physically distinguishable from 
them and exempted and excepted preparations containing such drugs or 
their derivatives. 
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22. “Exempt narcotic preparations” means those compounds of nar- 
cotic drugs which contain in one fluid ounce, or if a solid or semisolid 
preparation, in one avoirdupois ounce, (a) not more than two grains of 
opium, or (b) not more than one-quarter of a grain of morphine or any 
of its salts, or (c) not more than one grain of codeine or any of its salts, 
or (d) not more than one-eighth grain of heroin or any of its salts, or 
(e) not more than one-half of a grain of extract of cannabis nor more 
than one-half of a grain of any more potent derivative or preparation of 
cannabis, or (f) a quantity of any other narcotic drug or any combination 
of narcotic drugs, including excepted narcotic preparations, that does not 
exceed in pharmacologic potency any one of the drugs named above in 
the quantity stated. Such preparations shall be exempt from the use of 
official written orders in transactions between persons authorized by law 
to possess, use and sell the same. The provisions of this subdivision shall 
not apply to sales at retail. 

23. “Excepted narcotic preparations” means those narcotic drugs speci- 
fied in section three thousand three hundred twenty-four of this article. 

24. “Coca leaves” includes cocaine and any compound, manufacture, 
salt, derivative, mixture, or preparation of coca leaves, except derivatives 
of coca leaves which do not contain cocaine, ecgonine, or substances from 
which cocaine or ecgonine may be synthesized or made. 

25. “Opium” includes morphine, codeine and heroin, and any compound, 
manufacture, sale, derivative, mixture or preparation of opium, includ- 
ing apomorphine or any of its salts. 

26. “Cannabis” includes the following substances under whatever names 
they may be designated: all parts of the plant cannabis sativa L., whether 
growing or not; the seeds thereof; the resin extracted from any part of 
such plant; and every compound, manufacture, salt, derivative, mixture 
or preparation of su = its seeds or resin; but shall not include the 
mature stalk of such plant, fibre produced from such stalks, oil or cake 


made from the seeds of such plant, any other compound, manufacture, 
salt, derivative, mixture, or preparation of such mature stalks (except the 


resin, extracted therefrom), fibre, oil, or cake, or the sterilized seed of 
such plant which is incapable of germination. 

27. “Isonipecaine” means the substance identified chemically as 1- 
methy1-4-phenyl-piperidine-4-carboxylic acid ethy] ester, or any salt thereof 
by whatever trade name identified. 

28. “Methadone” means the substance identified chemically as 6-dime- 
thylamino-4, 4-diphenyl-3-heptanone, or any salt or form thereof by what- 
ever trade name identified. 

29. “Isomethadone” means any substance identified chemically as 4,4- 
Dipheny1-5-Methyl-6-Dimethylaminohexnone-3, or any salt or form thereof, 
by whatever trade name designated. 

30. “Keto-bemidone” means any substance identified chemically as 4- 
(3-Hydroxy-phenyl)-1-Methyl-4-piperidyl ethyl ketone hydrochloride, or 
any salt or form thereof, by whatever trade name designated. 

31. “NU-1196”, also known as “nisentil”, means the substance identified 
chemically as a-1,3-dimethyl-4-phenyl-4-propionoxy piperdine or any salt 
or form thereof by whatever trade name identified. 

32. “Dromoran (dl) hydrobromide”, also known as “dromoran”, means 
the substance identified chemically as d1-3-hydroxy-N-methylmorphinan 
hydrobromide or any salt or form thereof by whatever trade name identified. 


§ 3302. Narcotic control; powers and duties of the commissioner. 1. The 
commissioner is hereby authorized and empowered to make any rules, 
regulations and determinations which in his judgment may be necessary 
or proper to supplement the provisions of this article to effectuate the 
purposes and intent thereof or to clarify its provisions so as to provide 
the procedure or details to secure effective a proper enforcement of its 
provisions. 

2. The rules, regulations and determinations when made and promul- 
gated by the commissioner, shall be the rules, regulations and determina- 
tions of the department and, until modified or rescinded, shall have the 
force and effect of law. It shall be the duty of the department, to enforce 
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all of the provisions of this article and all of the rules, regulations and 
determinations made thereunder. 


§ 3303. Narcotic control; advisory board. The commissioner shall appoint 
an advisory board to consist of five members, one member to be designated 
by the medical society of the state of New York, one by the New York 
state pharmaceutical association, one by the dental society of the state 
of New York, one by the New York state veterinary medical society, and 
one by the New York board of trade, drug and chemical section, to advise 


and oe him in carrying out his duties and responsibilities under this 
article. 


§ 3304. Narcotic control; quasi-judicial powers of commissioner. 1, The 
commissioner and any representative authorized by him, shall have the 
power to administer oaths, compel the attendance of witnesses and the 
production of books, papers and records and to take proof and testimony 
concerning all matters within the jurisdiction of the department. 

2. For the purposes of this article, no communication made to a physi- 
cian shall be deemed confidential within the meaning of the provision of 
the civil practice act relating to confidential communications between phy- 
sician and patient. 


§ 3305. Narcotic control; acts prohibited; in general. It shall be un- 
lawful for any person to manufacture, possess, have under his control, 
sell, prescribe, administer, dispense or compound any narcotic drug, ex- 
cept as authorized in this article. 


§ 3306. Repeal of inconsistent laws. All acts or parts of acts which are 
inconsistent with the provisions of this article are hereby repealed. 


TITLE II 
LICENSES AND APPROVALS 


Section 3310. Narcotic licenses; manufacture and distribution. 
3311. Narcotic licenses; certificates of approval. 
3312. Narcotic licenses; suspension and revocation. 
33138. Narcotic licenses; reinstatement. 
3314. Narcotic licenses; not to be granted to violators or addicts. 


§ 3310. Narcotic licenses; manufacture and distribution. 1. No person 
shall manufacture, compound, mix, cultivate, grow or by any other process 
produce or prepare narcotic drugs, and no person as a wholesaler or manu- 
facturer shall possess or supply the same, without having first obtained a 
license so to do from the department. 

2. The sales of narcotic drugs and exempt narcotic preparations by 
manufacturers or wholesalers to persons in this state is restricted to 
those persons qualified by law to possess the same in connection with a 
business or profession defined in this article. Such sales shall be made only 
to those persons presenting to the vendor or his representative proof that 
the vendee is qualified to possess, use, dispense, sell, compound or ad- 
minister narcotic drugs in accordance with this article. 


§ 3311. Narcotic licenses; certificates of approval. 1. Upon application 
by a hospital, laboratory, maternity home or maternity hospital, or dis- 
pensary as hereinbefore defined, for certificate of approval for the pos- 
session and use of narcotic drugs, the department shall issue such certificate, 
if satisfied that such action is proper. 

2. No license or certificate of approval shall be issued unless and until 
the applicant therefor has furnished proof satisfactory to the department: 

(a) that the applicant is of good moral character, or, if the applicant be 
2 association or corporation, that the managing officers are of good moral 
character. 
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(b) that the applicant is equipped as to land, buildings, and parapher- 
nalia to carry on properly the business described in his application. 

§ 3312. Narcotic licenses; suspension and revocation. 1. The commis- 
sioner, for cause deemed by him to be sufficient, and after having given 
reasonable notice and opportunity to be heard, may revoke or suspend any 
wane or certificate of approval issued or to be issued pursuant to this 
article. 

2. The commissioner may revoke, cancel or withhold official blanks which 
have been issued or for which application has been made. 


§ 3318. Narcotic licenses; reinstatement. The commissioner upon the ap- 
plication of any person whose license or certificate of approval has been 
suspended or revoked, and upon proper showing and for good cause, may 
reinstate such license or certificate of approval. 


§ 3314. Narcotic licenses, not to be granted to violators or addicts. No 
license or certificate of approval shall be granted under or pursuant to the 
provisions of this article to any person who is a narcotic drug addict or to 
any person who has within five years been convicted of a wilful violation 
of any law of the United States, or of any state, relating to opium, coca 
leaves, or other narcotic drugs. 


TITLE III 
MANUFACTURE, SALE AND DISTRIBUTION OF NARCOTIC DRUGS 


Section 3320. Sale by manufacturers and wholesalers; on written orders. 


3321. Sales by manufacturers and wholesalers; without official 
written orders. 


3322. Sales by apothecaries. 

3323. Sales on written orders; procedure. 

3324. Preparations excepted from prescription or order. 
3325. Labels. 


§ 3320. Sale by manufacturers and wholesalers; on written orders. 1. 
A duly licensed manufacturer or wholesaler may sell and dispense narcotic 
drugs to any of the following persons, but only on official written orders: 

(a) to a manufacturer, wholesaler, or apothecary. 

(b) to a physician, dentist or veterinarian. 

(c) to a person in charge of a hospital, but only for use by or in that 
hospital. 

(d) to a person in charge of a laboratory, but only for use in that labora- 
tory for scientific and medical purposes. 

2. A duly licensed manufacturer or wholesaler may sell narcotic drugs 
to any of the following persons: 

(a) on a special written order accompanied by a certificate of exemption, 
as required by the federal narcotic laws, to a person in the employ of the 
United States government or of any state, territorial, district, county, 
municipal, or insular government, purchasing, receiving, possessing, or dis- 
pensing narcotic drugs by reason of his official duties; 

(b) to a master of a ship or a person in charge of any aircraft upon 
which no physician is regularly employed, or to a physician or surgeon duly 
licensed in any state, territory, or the District of Columbia to practice his 
profession, or to a retired commissioned medical officer of the United States 
army, navy, or public health service, employed upon such ship or aircraft, 
for the actual medical needs of persons on board such ship or aircraft, when 
not in port; provided, such narcotic drugs shall be sold to the master of such 
ship or person in charge of such aircraft, or to a physician, surgeon, or 
retired commissioned medical officer of the United States army, navy, or 
public health service, employed upon such ship or aircraft, only in pursuance 
of a special order form approved by a commissioned medical officer or acting 
assistant surgeon of the United States public health service; 


(c) toa person in a foreign country if the provisions of the narcotic laws 
are complied with. 
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8321. Sales by manufacturers and wholesalers; without official written 
orders. 1. Duly licensed manufacturers and wholesalers of exempt narcotic 
preparations may sell the same without the use of official written orders in 
transactions between persons authorized by law to possess, use and sell the 
same. 

2. The provisions of this section shall not apply to sales at retail. 


§ 3322. Sales by apothecaries. 1. (a) An apothecary, in good faith, may 
sell and dispense narcotic drugs to any person upon a written prescription. 

(b) The person filling the prescription shall give it a serial number and 
shall indicate such serial number on the prescription and shall write the 
date of filling and his own signature on the face of the prescription. 

(c) The prescription shall be retained in a file separately maintained 
for narcotic prescriptions by the proprietor of the pharmacy in which it is 
filled for a period of two years, so as to be readily accessible for inspection 
by any public officer or employee engaged in the enforcement of this article. 

(d) The prescription shall not be refilled unless its narcotic content is 
within the limitations applying to the narcotic preparations specified in 
section three thousand three hundred twenty-four of this article. 

2. The legal owner of any stock of narcotic drugs in a es upon 
discontinuance of dealing in said drugs, may sell said stock to a manufac- 
turer, wholesaler or apothecary, but only on an official written order. 

3. An apothecary, only upon an official written order, may sell to a physi- 
cian, dentist or veterinarian, in quantities not exceeding one ounce at any 
one time, aqueous or oleaginous solutions prepared by him of which the 
content of narcotic drugs does not exceed a proportion greater than twenty 
per cent of the complete solution, to be used for medical purposes. Each 
container furnished under this subdivision shall be labeled by the apothecary 
to show the serial number of the order, date of issue, the identity and pro- 
portion of narcotic drug contained, and the name, address and registry 
number of both the purchasing practitioner and the dispensing apothecary. 


§ 3323. Sales on written orders; procedure. 1. Each copy of the official 
written order for any narcotic drug shall be signed by the person giving said 


order or by his duly authorized agent. The original and one copy when re- 
quired shall be presented to the penne who sells or dispenses the narcotic 


drug or drugs named therein. 
giving said order. 

2. In the event of the acceptance of the order by the person who sells or 
dispenses the narcotic drug or drugs named therein, each party to the 
transaction shall preserve his copy of the order for a period of two years 
in such manner as to be readily accessible for inspection by any public 
officer or employee engaged in the enforcement of this article. 

3. It shall be deemed a compliance with this-section if the parties to the 
transaction have complied with the federal narcotic laws, respecting the 
requirements governing the use of order forms. 


§ 3324. Preparations excepted from prescription or order. 1. The follow- 
ing preparations may be sold at retail by pharmacists and dispensed by 
hospitals and dispensaries without a physician’s prescription or written 
order, in quantities of not more than four fluid ounces to one person at any 
one time: 

(a) Stokes’ expectorant. 

(b) Brown mixture. 

(c) Any medicinal preparation that contains in one fluid ounce (or in 
one avoirdupois ounce, when sold in solid or semi-solid form) not more than 
one grain of codeine or any of its salts. 

(d) Any medicinal preparation that contains in one fluid ounce not more 
than one-quarter of a grain of ethylmorphine hydrochloride (dionin). 

(e) Any medicinal preparation that contains in one fluid or avoirdupois 
ounce not more than one-sixth of a grain of dihydrocodeinone. 

_ 2. The exception authorized by this section shall be subject to the follow- 
ing conditions: 

(a) that the medicinal preparation administered, dispensed, or sold, shall 
contain, in addition to the narcotic drug in it, some drug or drugs conferring 


ne copy shall be retained by the person 
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upon it medicinal qualities other than those possessed by the narcotic drug 
alone; and 
(b) that such preparation shall be administered, dispensed, and sold 


in good faith as a medicine, and not for the purpose of evading the pro- 
visions of this article. 


§ 3325. Labels. 1. Whenever a manufacturer sells or dispenses a narcotic 
drug, and whenever a wholesaler sells or dispenses a narcotic drug in a 
package prepared by him, he shall securely affix to each package in which 
that drug is contained a label showing in legible English the name and 
address of the vendor and the quantity, kind and form of narcotic drug 
contained therein. No person, except an apothecary for the purpose of 
filling a prescription under this article, shall alter, deface or remove any 
label so affix 

2. Whenever an apothecary sells or dispenses any narcotic drug on a 
prescription issued by a physician, dentist or veterinarian, he shall affix 
to the container in which such drug is sold or dispensed, a label showing his 
own name, address and registry number, or the name, address and registry 
number of the apothecary for whom he is lawfully acting; the serial number 
of the prescription; the name and address of the patient or, if the patient 
is an animal, the name and address of the owner of the animal and the 
species of the animal; the name, address and registry number of the physi- 
clan, dentist or veterinarian by whom the prescription was written; and 
such directions as may be stated on the prescription. No person shall alter, 
deface or remove any label so affixed. 

3. Physicians, dentists, or veterinarians dispensing narcotic drugs shall 
affix to the container a label showing the dispensing practitioner’s name, ad- 
dress, narcotic registry number, the name and address of patient, directions 
for use, and the date of dispensing. If the narcotic drugs dispensed are in- 
tended for an animal, the label shall indicate the species of the animal and 
the name and address of the owner. No person shall alter, deface or remove 
any label so affixed. 


TITLE IV 
POSSESSION AND USE OF NARCOTIC DruGs: RECORDS 


Section 3330. Professional use of narcotic drugs. 
3331. Possession of narcotic drugs; by individuals. 


3332. Possession of narcotic drugs; persons and corporations ex- 
empted. 


3333. Records to be kept. 
3334. Records confidential. 


§ 3330. Professional use of narcotic drugs. 1. A physician or a dentist, 
in good faith and in the course of his professional practice pees hes» pre- 


scribe, administer and dispense narcotic drugs, or he may cause the same to 
be administered by a nurse or interne under his direction and supervision. 

2. A veterinarian, in good faith and in the eourse of his professional 
practice only, and not for use by a human being, may prescribe, administer 
and dispense narcotic drugs, and he may cause them to be administered by 
an assistant or orderly under his direction and supervision. 

3. A person in charge of a hospital or of a laboratory, or in the employ 
of this state or of any other state, or of any political subdivision thereof, 
or a master of a ship or a person in charge of any aircraft upon which no 
physician is regularly employed, or a physician or surgeon duly licensed in 
some state, territory, or the District of Columbia, to practice his profession, 
or a retired commissioned medical officer of the United States army, navy, or 
public health service, employed upon such ship or aircraft, who obtains nar- 
cotic drugs under the provisions of this article or otherwise, shall not ad- 
minister, nor dispense, nor otherwise use such drugs, within this state, 
except within the scope of his employment or official duty, and then only 
for scientific or medicinal purposes and subject to the provisions of this 
article. 
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§ 3331. Possesssion of narcotic drugs; by individuals. 1. A person to 
whom or for whose use any narcotic drug has been prescribed, sold or dis- 
pensed by a physician, dentist, apothecary or other person authorized under 
the provisions of this article, and the owner of any animal for which any such 
drug has been prescribed, sold or dispensed by a veterinarian, may lawfully 
possess it only in the container in which it was delivered to him by the 
person selling or dispensing the same. 

2. Any person who has obtained from a physician, dentist or veterinarian 
any narcotic drug for administration to a patient during the absence of such 
physician, dentist or veterinarian, shall return to such physician, dentist, 
veterinarian or state or federal narcotic bureaus or similar agency any 
unused portion of such drug, when it is no longer required by the patient. 

8. Possession of or control of narcotic drugs obtained as authorized by 
this article shall be lawful if obtained in the regular course of business, 
occupation, profession, employment or duty of the possessor unless other- 
wise provided by the provisions of this chapter. 


§ 3332. Possession of narcotic drugs; persons and corporations exempted. 
The provisions of this article restricting the possession and control of nar- 
cotic drugs shall not apply; 

(a) to common carriers or to warehousemen, while engaged in lawfully 
transporting or storing such drugs, or to any employee of the same acting 
within the scope of his employment or, 

(b) to public officers or their employees in the performance of their 
official duties requiring possession or control of narcotic drugs; or, 

(c) to temporary incidental possession by employees or agents of per- 
sons lawfully entitled to possession, or by persons whose possession is for 
the purpose of aiding gable officers in performing their official duties. 


§ 3333. Records to be kept. 1. Every physician, dentist, veterinarian or 
other person who is authorized to administer or professionally use narcotic 
drugs, shall keep a record of such drugs received by him and a record of all 
such drugs administered, dispensed or professionally used by him otherwise 
than by prescription. It shall, however, be deemed.a sufficient compliance 
with this subdivision if any such person using small quantities of solu- 
tions or other preparations of such drug for local application, shall keep a 
record of the quantity, character and potency of such solutions or other 
preparations purchased or made up by him and of the dates when purchased 
or made up, without keeping a record of the amount of such solution or 
other preparation applied by him to individual patients, provided that no 
record need be kept of narcotic drugs administered, dispensed or profes- 
sionally used in the treatment of any one patient, when the amount ad- 
ministered, dispensed or professionally used for that purpose does not 
exceed in any forty-eight consecutive hours, (a) four grains of opium, or 
(b) one-half of a grain of morphine or of any of its salts, or (c) two grains 
of codeine or of any of its salts, (d) one-fourth of a grain of heroin or of 
any of its salts, or (e) a quantity of any other narcotic drug or any combina- 
tion of narcotic drugs that does not exceed in pharmacologic potency any 
one of the drugs named above in the quantity stated. 

2. Manufacturers of and wholesalers of narcotic drugs shall keep records 
of all narcotic drugs compounded, mixed, cultivated, grown or by any other 
process produced or prepared, and of all narcotic drugs received and dis- 
posed of by them. The record of narcotic drugs received shall show: (a) 
the date of receipt, (b) the name and address of the person from whom re- 
ceived, (c) the kind and quantity of drugs received, (d) the kind and quan- 
tity of —— produced or removed from process of manufacture, (e) the 
date of such production or removal from process of manufacture, (f) the 
proportion of morphine, cocaine or ecgonine contained in or producible 
from crude opium or coca leaves received or produced and (g) the propor- 
tion of resin contained in or producible from the plant cannabis L. from 
which the resin has not been extracted, received or produced. 

Records of sales by manufacturers and wholesalers of net narcotic 
preparations shall be maintained showing (a) the name, address and 
federal narcotic registry number of the purchaser, or evidence of exemp- 
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tion from such registration, (b) the name and quantity of the preparation, 
— date upon which delivery to the purchaser, his agent or a carrier is 
made, 

3. Apothecaries shall keep records of all narcotic drugs received and dis- 
posed of by them and of the kind and quantity of all narcotic preparations 
aneneey showing the kind and amount of narcotic drug contained 
therein. 

4. Hospitals, authorized to purchase, possess and use narcotic drugs, 
shall keep the following records: 

a. An order, signed by a person authorized to prescribe under the pro- 
visions of this article, specifying the narcotic medication for an indicated 
person or animal. 

b. A separate record, at the main point of supply for narcotic drugs, 
showing the type and strength of each such drug in the form of a running in- 
ventory indicating the dates and amounts of such drugs compounded by 
them or received from other persons and their distribution or use. 

c. A record of authorized requisitions for such drugs for distribution to 
substations or wards. Such record shall show receipt at substation or ward 
by the signature of a person authorized to control such substation or ward. 

d. A separate record for each ward or substation where narcotic drugs 
are used or administered to ae indicating thereon each narcotic drug 
by name, size and amount, the date and hour withdrawn for use, signature 
of pga tented attendant and the balance of such drug remaining in 
stock. 

e. A separate record showing the name of the patient to whom a narcotic 
drug is administered, the name of the administering attendant and the hour 
of administration. 

5. Laboratories authorized to possess and use narcotic drugs shall keep 
records of the receipt and disbursement of such drugs. The record shall 
show requisition, receipt at authorized point of use, name or person au- 
thorized to control and use such drugs, the date and amount used and the 
signature of the user. 

6. Dispensaries authorized to possess and use narcotic preparations ex- 
cepted under the provisions of this article shall keep records showing the 
date, type and quantity of such excepted narcotic preparations purchased 
together with a record of the date, name and quantity of such drug dis- 
pensed, the name and address of the recipient. 

7. The requirement for keeping records of purchases and sales of exempt 
narcotic preparations in transactions between persons holding federal reg- 
istration shall be deemed to be complied with by the keeping of a voucher, 
furnished by the vendor, containing the data required by this article. 

8. All records required by this article shall be kept for a period of two 
years from the date of the transaction. The keeping of a record required by 
or under the federal narcotic laws and regulations, containing the same in- 
formation as is specified herein shall constitute compliance with this section. 
Every such record shall contain a detailed list of narcotic drugs lost, des- 
troyed or stolen, if any, the kind and quantity of such drugs and the date 
of discovery of such loss, destruction or theft. A report of such loss, des- 
truction or theft and other pertinent related facts shall be furnished 
promptly to the commissioner, 


§ 3334. Records confidential. 1. Prescriptions, orders and records, re- 
quired by this article, and stocks of narcotic drugs, shall be open for inspec- 
tion only to federal, state, county and municipal officers, whose duty it is to 
enforce the laws of the state or of the United States relating to narcotic 
drugs. 

2. No officer having knowledge by virtue of his office of any such pre- 
scription, order or record shall divulge such knowledge, except in connection 
with a prosecution or oe in court or before a licensing registration 
board or officer, to which prosecution or proceeding the person to whom 
such prescriptions, orders or records relate is a party. 

3. Information communicated to a physician or dentist in an effort un- 
lawfully to procure a narcotic drug, or unlawfully to procure the adminis- 
tration of any such drug, shall not be deemed a privileged communication. 
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TITLE V 
NARCOTIC DRUG ADDICTION 


Section 3340. Narcotic drug addiction; powers and duties of commissioner. 
3341. Commitment of addicts; procedure; discharge. 
3342. Common nuisances. 


3343. Possession of apparatus for use of opium. 
3344. Reports by physicians. 


§ 3340. Narcotic drug addiction; powers and duties of commissioner. 
1. The commissioner shall obtain data and information relative to the 
extent of drug addiction and the means by which it can be controlled, 
reduced or eradicated and the means or methods employed in the treat- 
ment, to cure and rehabilitation of persons addicted to the use of narcotics. 

2. The commissioner shall have the power to inspect and examine any 
hospital, sanatorium, institution or other place in which persons addicted 
to the use of drugs are received, cared for and treated. 

3. Information or data acquired by the commissioner, as to the narcotic 
drug addiction of any person who may be licensed or registered to prac- 
tice a profession, to carry on a business, or to enjoy a privilege conferred 
by the state of New York or by any municipal or government authority, 
may be presented to the board or officer by whom such a person may be 
licensed or registered. 


§ 3341. Commitment of addicts; procedure; discharge. 1. Upon the vol- 
untary application to him of any habitual user of any narcotic drug, a 
magistrate may commit such person to any hospital or charitable institu- 
tion maintained in whole or in part thereof by the state or any political 
subdivision thereof which is willing to receive such addict. 

2. If in any criminal action or proceeding it appears that the defendant 
who is a prisoner, is an habitual user of any narcotic drug and is suffering 
as a result of such use, the trial court may commit such defendant, at any 
stage of such action or proceeding to any hospital or charitable institution 
maintained in whole or in part thereof by the state or any political sub- 
division thereof which is willing to receive such addict, and direct a stay 
of proceedings or suspend sentence pending the period of such commitment 
but not exceeding sixty days without a further order of the court. 

3. Whenever the medical officer of the hospital or institution to which 
such person has been committed, or if there be no medical officer, the 
director or superintendent, shall certify to the committing magistrate or 
court that any person so committed has been sufficiently treated, or give 
any other reason which is deemed by the magistrate or court to be adequate 
and sufficient, he may in accordance with the terms of commitment dis- 
charge the person so committed, or return such person to await the further 
action of the court, provided however, that when such commitment is to 
an institution under the jurisdiction of the department of correction, or 
other similar department in a city having a population of more than 
one hundred seventy-five thousand, where there is a parole commission 
established pursuant to law, such commission shall act in the place and 
stead of a chief medical officer for the purpose of making such a certificate, 
except that in the city of New York the chief medical officer of the depart- 
ment of correction shall make such certificate. 


§ 3342. Public nuisances. 1. Any store, shop, warehouse, dwelling house, 
building, vehicle, boat. aircraft or any place whatever, which is resorted 
to by narcotic drug addicts for the purpose of using narcotic drugs or 
which is used for the illegal keeping or selling of the same, shall be 
deemed a public nuisance. 


2. No person shall keep or maintain such a public nuisance. 


§ 3348. Possession of apparatus for use of opium. 1. Any person who 
smokes or inhales opium or possesses any opium pipe, opium lamp or other 
device or apparatus designed or generally used for the purpose of preparing 
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opium for smoking, or smoking or inhaling opium, or any article capable 
of being used as or as part of any such pipe, lamp or other device or appa- 
ratus shall be guilty of a violation of this article. 

2. This section shall not apply to an opium pipe, lamp or other such 
device or apparatus when possessed for exhibition purposes. 


§ 3344. Reports by physicians. It shall be the duty of every attending or 
consulting physician to report to the state department of health, promptly, 
the name and, if possible, the address of any person under treatment 
if it appears that such person is an habitual user of any narcotic drug. 
Such reports shall be open for inspection only to federal, state and munici- 
pal officers whose duty is to enforce the laws of this state or of the 
United States relating to narcotic drugs, or who are concerned with the 
commitment, care, treatment and rehabilitation of persons addicted to 
the use of narcotic drugs. No such officer having knowledge by virtue of 
his office of any such report shall divulge such Gaowiedee except in con- 
nection with his duties. 


TITLE VI 
ENFORCEMENT? VIOLATIONS AND PENALTIES 


Section 3350. Enforcement. 
3351. Fraud and deceit. 
3352. Seizure and forfeiture of narcotic drugs; disposition. 


3353. Seizure and forfeiture of vehicles, vessels or aircraft unlaw- 
fully used to conceal, convey or transport narcotics. 
3354. Violations; penalties. 


§ 3350. Enforcement. 1. It is hereby made the duty of the department, 
its officers, agents, inspectors and representatives, and of all peace officers 
within the state, and of the judicial and police authorities of the state and 
of the political subdivisions thereof to enforce all provisions of this article, 
except those specifically delegated, and to cooperate with all agencies 
charged with the enforcement of the laws of the United States, of this 
state, and of all other states relating to narcotic drugs. 

2. Such authorities and their agents shall have access at all times to 
all orders, prescriptions or records to be kept under this article. 

3. For the purposes of this article, each representative of the commis- 
sioner shall possess, all of the powers of a peace officer. 

§ 3351. Fraud and deceit. 1. No person shall: (a) obtain or attempt to ob- 
tain a narcotic prescription or a narcotic drug, or procure or attempt to pro- 
cure the administration of a narcotic drug, (1) by. fraud, deceit, misrepre- 
sentation or subterfuge; or (2) by the use of a forged or altered pre- 
scription or written order; or (8) by the concealment of a material fact; 
or (4) by the use of a false name or the giving of a false address; 

(b) wilfully make a false statement in any prescription, order, report 
or record required by this article; 

(c) falsely assume the title of, or represent himself to be, a manu- 
facturer, wholesaler, apothecary, physician, dentist, veterinarian or other 
authorized person, for the purpose of obtaining a narcotic drug; 

(d) make or utter any false or forged prescription or false or forged 
written order; or, 

(e) affix any false or forged label to a package or receptacle containing 
narcotic drugs. 

2. Possession of a false or forged narcotic oe by any person 
other than an apothecary in the pursuance of his profession shall be pre- 
sumptive evidence of his intent to use the same for the purpose of illegally 
obtaining a narcotic drug. 

3. Any person who in the course of treatment, is supplied with narcotic 
drugs or a prescription therefor by one physician and who, without dis- 
closing the fact is supplied during such treatment with narcotic drugs or 
a prescription therefor by another physician shall be guilty of a violation 
of this article. 
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§ 3352. Seizure and forfeiture of narcotic drugs; disposition. 1. All nar- 
cotic drugs, the lawful possession of which is not established, or which 
have been received or obtained from or by an unauthorized source or 
means, or the title to which can not be ascertained, are hereby declared 
to be public nuisances and may be seized by a peace officer, and all such 
drugs which have come into the custody of a peace officer, shall be forfeited, 
and disposed of as follows: 

(a) except as in this section otherwise provided, the commissioner, the 
court or magistrate having jurisdiction shall order such narcotic drugs 
forfeited or destroyed. A record of the place where said drugs were seized, 
of the kinds and quantities of drugs so destroyed, and of the time, place 
and manner of destruction, shall be kept, and a return under oath, report- 
ing said destruction, shall be made to the person ordering such destruc- 
tion by the officer who destroys them; 

(b) upon written application by the commissioner, the court or magis- 
trate by whom the forfeiture of narcotic drugs has been decreed may 
order the delivery of any of them, except heroin and its salts and deriva- 
tives, to such commissioner for distribution or destruction, as hereinafter 
yrovided; 

(c) upon application by any hospital within this state, not operated 
for private gain, the commissioner may in his discretion deliver any nar- 
cotic drugs that have come into his custody by authority of this section 
to the applicants for medicinal use; 

(d) the commissioner may from time to time deliver excess stocks 
of such narcotic drugs to the United States commissioner of narcotics or 
shall destroy the same; 

(e) narcotic drugs which are excess or undesired by persons lawfully 
possessing the same may. be disposed of by express prepaid shipment to 
the “State Department of Health, Narcotic Control Section, Albany, 
New York,” or iy delivery to an authorized narcotic control representative 
of the department. (Amended by L. 1954, ch. 155.) 

2. The commissioner shall keep a full and complete record of all drugs 
received and of all drugs disposed of, showing the exact kinds, quantities 
and forms of such drugs; the persons from whom received and to whom 
delivered; by whose authority received, delivered and destroyed; and the 
dates of the receipt, disposal or destruction. This record shall be open to 
inspection by all federal or state officers charged with the enforcement 
of federal and state narcotic laws. 


§ 3353. Seizure and forfeiture of vehicles, vessels or aircraft unlawfully 
used to conceal, convey or transport narcotics. 1. Except as authorized 
in this article, it shall be unlawful to (a) transport, carry, or convey any 
narcotic drug in, upon, or by means of any vehicle, vessel or aircraft; or 
(b) to conceal or possess any narcotic drug in or upon any vehicle, vessel 
or aircraft, or upon the person of anyone in of upon any vehicle, vessel or 
aircraft; or (c) to use any vehicle, vessel or aircraft to facilitate the trans- 
portation, carriage, conveyance, concealment, receipt, possession, pur- 
chase, sale, barter, exchange, or giving away of any narcotic drug. 

2. Any vehicle, vessel or aircraft which has been or is being used in 
violation of subdivision one, except a vehicle, vessel or aircraft used by 
any person as a common carrier in the transaction of business as such 
common carrier, shall be seized by any peace officer, and forfeited as here- 
inafter in this section provided. 

3. The seized property shall be delivered by the peace officer havi:~ 
made the seizure to the custody of the district attorney of the county 
wherein the seizure was made, except that in the cities of New York and 
Buffalo, the seized a ag shall be delivered to the custody of the police 
department of such cities, together with a report of all the facts and 
circumstances of the seizure. 

4. It shall be the duty of the district attorney of the county wherein the 
seizure is made, if elsewhere than in the cities of New York or Buffalo, 
and where the seizure is made in either such city it shall be the duty of 
the corporation counsel of the city, to inquire into the facts of the seizure 
so reported to him and if it appears probable that a forfeiture has been 
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incurred by reason of a violation of this section, for the determination of 
which the institution of proceedings in the supreme court is necessary, to 
cause the proper proceedings to be commenced and prosecuted, at any time 
after thirty days from the date of seizure, to declare such forfeiture, un- 
less, upon inquiry and examination, such district attorney or corporation 
counsel decides that such proceedings can not probably be sustained or 
that the ends of public justice do not require that they should be insti- 
tuted or prosecuted, in which case, the district attorney or corporation 
counsel shall cause such seized property to be returned to the owner thereof. 

5. Notice of the institution of the forfeiture proceeding shall be served 
either (a) personally on the owners of the seized property, or (b) by regis- 
tered mail to the owners’ last known address and by publication of the 
notice once a week for two successive weeks in a newspaper published or 
circulated in the county wherein the seizure was made. 

6. Forfeiture shall not be adjudged where the owners establish by 
preponderance of the evidence that (a) the use of such seized property, 
in violation of subdivision one of this section, was not intentional on the 
part of any owner, or (b) said seized property was used in violation of 
subdivision one of this section by any person other than an owner thereof, 
while such seized property was unlawfully in the possession of a person who 
acquired possession thereof in violation of the criminal laws of the United 
States, or of any state. 

7. The district attorney or the police department having custody of the 
seized property, after such judicial determination of forfeiture, shall, at 
their discretion, either retain such seized property for the official use of 
their office or department, or, by a public notice of at least five days, sell 
such forfeited property at public sale. The net proceeds of any such sale, 
after deduction of the lawful expenses incurred, shall be paid into the gen- 
eral fund of the county wherein the seizure was made except that the net 
proceeds of the sale of property seized in the cities of New York and 
Buffalo shall be paid into the respective general funds of such cities. 

8. Whenever any person interested in any property which is seized and 
declared forfeited under the provisions of this section files with a justice 
of the supreme court a petition for the recovery of such forfeited property, 
the justice of the supreme court may restore said forfeited property upon 
such terms and conditions as he deems reasonable and just, if the petitioner 
establishes either of the affirmative defenses set forth in subdivision six 
of this section and that the petitioner was without personal or actual 
knowledge of the forfeiture proceeding.*If the petition be filed after the 
sale of the forfeited property, any judgment in favor of the petitioner 
shall be limited to the net proceeds of such sale, after deduction of the 
lawful expenses and costs incurred by the district atterney, police depart- 
ment or corporation counsel. 

9. No suit or action under this section for wrongful seizure shall be 
instituted unless such suit or action is commenced within two years after 
the time when the property was seized. 


§ 3354. Violations; penalties. 1. In any complaint, information or in- 
dictment, and in any action or proceeding brought for the enforcement of 
any provision of this article, it shall not be necessary to negate or dis- 
prove any exception, excuse, proviso or exemption contained in this article, 
and the burden of proof of any such exception, excuse, proviso, or exemp- 
tion shall be upon the defendant. 

2. A violation of any provision of this article shall be punishable as pro- 
vided in the penal law. 

3. No person shall be prosecuted for a violation of any provision of this 
article if such person has been acquitted or convicted under the federal 
narcotic laws, of the same act or omission which, it is alleged, constitutes 
a violation of this article. 

4. Upon the conviction of any person for violating any provision of this 
article, a copy of the judgment and sentence, and of the opinion of the 
court or magistrate, if any opinion be filed, shall be sent by the clerk of 
the court, or by the magistrate, to the board or officer, if any, by whom 
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the convicted defendant has been licensed or registered to practice his 
profession, or to carry on his business. 

5. Upon the imposition of a penalty against any person for violating 
any provision of this article, a copy of the order or opinion, if any is made 
or rendered, shall be sent by the person authorized by law to impose such 
penalty, to the board or officer by whom the respondent is licensed or 
registered to practice a profession or to carry on a business. 


TITLE VII 


ADOLESCENT DRUG USERS: CARE, TREATMENT, GUIDANCE 
AND REHABILITATION 


Section 3360. Definitions; adolescent drug user; magistrate. 
3361. Commissioner to list hospitals and facilities. 
3362. Proceedings before magistrate. 
3368. Proceedings and reports. confidential. 
3364. Magistrate’s determination not a conviction. 
3365. Failure to comply with orders for treatment or examination. 
3366. Exception; persons having a medical need. 


§ 3360. Definitions: 1. Adolescent drug user. As used in this section, 
the term “adolescent drug user” shall mean a person under twenty-one 
years of age who uses or has used any of the narcotic drugs defined in 
section three thousand three hundred one of this article to such an extent 
that for his own welfare, or the welfare of others, or of the community, 
he requires care, treatment, guidance or rehabilitation. 

2. Magistrate. Except in the city of New York, the term “magistrate” 
as used in sections three thousand three hundred sixty to three thousand 
three hundred sixty-six inclusive, of this chapter, shall include, and be 
limited to a justice of the supreme court, a county judge, a special county 
judge and a judge of the children’s court. 


§ 3361. Commissioner to list hospitals and facilities. The commissioner 
shall formulate, maintain and issue for the use of all magistrates, a listing 
of hospitals, clinics and other facilities designated by him for examina- 
tion, care, treatment, guidance or rehabilitation of adolescent drug users. 


3362. Proceedings before magistrate. 1. Upon presentment to a magis- 
trate of a petition verified by any peace officer, or by a duly licensed phy- 
sician, or by a parent, guardian, relative or friend, in which there is set 
forth information or belief that a person within the jurisdiction of the 
magistrate is an adolescent drug user and a statement of facts upon which 
the allegation is based, the magistrate shall order such person to appear 
before him for a hearing to determine whether the person is in fact an 
adolescent drug user and the extent to which care, treatment, guidance 
or rehabilitation may be necessary. 

2. Notice of the hearing held before the magistrate and a copy of the 
petition shall be given to the alleged adolescent drug user, and the spouse, 
father, mother, guardian or nearest relative of such adolescent drug user, 
or the person with whom such alleged adolescent drug user resides, in 
such manner and within such time as the magistrate shall deem necessary 
and proper for the protection and welfare of the alleged adolescent drug 
user. At any hearing held before the magistrate, the person alleged to be 
an adolescent drug user may have the benefit of counsel, may produce 
witnesses on his own behalf, may examine any evidence produced, and may 
cross-examine such other witnesses as may be produced. The magistrate 
shall advise the alleged adolescent drug user of his rights under this sub- 
division. A record shall be kept of the proceedings. 

3. Before making his final determination, the magistrate, if he finds 
reasonable ground for'belief that the person is an adolescent drug user, 
may order him to undergo examination forthwith, for a period not to ex- 
ceed five days, at the hospital maintained for treatment of adolescent drug 
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users at North Brother Island in the city of New York, or any other hos- 

pital, clinic or facility which may be designated for such purpose by the 

commissioner. Within five days after the admission of such person into 

the hospital, clinie or other facility, the superintendent or other person 

in charge thereof shall transmit his findings to the magistrate, and the 

plane so examined shall be returned to the magistrate for such further 
earing as may be necessary. 

4. If, upon all the evidence presented, the magistrate shall find that the 
person is an adolescent drug user, the magistrate may order such person 
to enter and to be admitted into the hospital maintained for. treatment 
of adolescent drug users at North Brother Island in the city of New York, 
or any other state, county or municipal hospital, clinic or other facility 
designated by the commissioner for the treatment and rehabilitation of 
users of narcotics, and to undergo such program of examination, care, 
treatment, guidance or rehabilitation, within or without the confines of 
such hospital, clinic or other facility, as may be prescribed by the super- 
intendent or other person in charge thereof as necessary for the health 
and welfare of the adolescent drug user. An appeal may be taken from 
the order made by the magistrate to the appellate division of the supreme 
court, within thirty days after entry of the magistrate’s order. 

5. Such period of examination, care, treatment, guidance or rehabilita- 
tion shall continue until there be filed with the magistrate a statement 
by the superintendent or other officer in charge of the hospital, clinic or 
other facility having jurisdiction, that the adolescent drug user appears 
to be no longer in need of examination, care, treatment, guidance or re- 
habilitation, but, in no event shall such period of examination, care, treat- 
ment, guidance or rehabilitation exceed three years from the date of the 
magistrate’s order; provided, that a person adjudged to be an adolescent 
drug user shall remain subject to the provisions of this section notwith- 
standing that he may, during the period of his care, treatment, guidance or 
rehabilitation, attain the age of twenty-one years; provided further, that 
at the end of the three year period, such person may again be adjudged 
to be an adolescent drug user in the manner and subject to the conditions 
provided in this section for the initial determination. 

6. The refusal or failure of the superintendent or other officer in charge 
of the hospital, clinic or other facility having the responsibility for filing 
a statement of discharge as hereinabove provided shall be subject to review 
in a proceeding under article seventy-eight of the civil practice act. No 
such proceeding may be instituted until ninety days have elapsed since the 
date upon which the persen was adjudged to be an adolescent drug user. 
No second or subsequent proceeding for review under article seventy-eight 
of the civil practice act may be instituted until six months have elapsed 
since the date upon which any prior proceeding for review was determined. 

7. If the magistrate shall find that the person is not an adolescent drug 
user, he shall dismiss the petition; provided, however, that if the magis- 
trate shall find that the person is in need of care or treatment arising 
out of a condition other than the use of narcotics, he may take such other 
steps as may be provided by law for the care and treatment of such persons. 


§ 3363. Proceedings and reports; confidential. All proceedings under 
section three thousand three hundred sixty to three thousand three hundred 
sixty-six inclusive, of this chapter, shall be private and shall be conducted 
in closed sessions. Copies of all determinations and orders made by the 
magistrate shall be promptly forwarded to the state commissioner of 
health. All such determinations and orders, and all other papers and 
records in the proceedings, wherever filed. shall be accessible only to the 
magistrate, the commissioner, the superintendent or other person in charge 
of the hospital, clinic or other facility concerned with the examination, care, 
treatment, guidance or rehabilitation of the adolescent drug user, or their 
— representatives, except on an order of a judge of a court of 
record. 


§ 3364. Magistrate’s determination not a conviction. The determination 
made by a magistrate that any person is an adolescent drug user shall 
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not be deemed a conviction, nor shall such person be denominated a crimi- 
nal by reason of such determination. 


§ 3365. Failure to comply with orders for treatment or examination. 
Any person who is alleged to be an adolescent drug user and who fails 
to appear at any hearing directed to be held before a magistrate in con- 
nection therewith, or who fails or refuses to undergo examination directed 
by the magistrate, as prescribed in section three thousand three hundred 
sixty-two of this chapter, or who, after having been adjudged to be an 
adolescent drug user, fails to abide by and comply with an order of the 
magistrate which directs him to enter into a hospital, clinic or facility 
and to undergo such course of examination, care, treatment, guidance or 
rehabilitation, within or without the confines of such hospital, clinic or 
other facility, as may be prescribed by the superintendent or other person 
in charge thereof, shall be deemed to be deporting himself or herself so as 
to wilfully injure or endanger the morals or health of himself or herself, 
or of others, within the meaning of the acts dealing with wayward minors 
and juvenile delinquents; and the magistrate may issue a warrant to be 
executed by any peace officer, designated by him, to produce the alleged 
adolescent drug user before the court for the purpose of such action as is 


necessary and lawful to carry out the provisions of this section. (Amended 
by L. 1954, ch. 155.) 


§ 3366. Exception; persons having a medical need. Nothing contained 
in this section shall be applicable to a person who has a medical need, cer- 
tified by a licensed physician, for narcotic drugs, and who obtains such 
drugs in accordance with the provisions of state laws. 
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EXTRACTS FROM PENAL LAW 


§ 889-b. Forging doctor’s prescription. A person who shall falsely make, 
alter, forge or counterfeit a doctor’s prescription, or utter the same, shall 
be guilty of forgery in the third degree. (Added by L. 1954, ch. 494.) 


§ 1747-c. Sale and possession of hypodermic syringes and hypodermic 
needles; possession of certain other instruments. 1. It shall be unlawful 
for any person to sell or furnish to any person or persons other than a duly 
licensed physician, dentist, veterinarian, undertaker, nurse, podiatrist, or a 
registered pharmacy or drug store, hospital, sanitarium, clinical labora- 
tory or other medical institution, or a regular dealer in medical, dental or 
surgical supplies, or a resident physician or interne of a hospital, sani- 
tarium or other medical institution, a hypodermic syringe or hypodermic 
needle except pursuant to a written prescription of a duly licensed phy- 
sician or veterinarian. 

2. Every person so selling or furnishing a hypodermic syringe or hypo- 
dermic needle, shall record upon the face of the prescription, over his 
signature, the date of the sale or furnishing of the hypodermic syringe 
or hypodermic needle. Such prescription shall be retained on file for a 
period of two years and be readily accessible for inspection by any public 
officer or employee engaged in the enforcement of this section. A pre- 
scription filed in accordance with this section shall be sufficient authority, 
without the necessity of a renewal or reissuance, to permit subsequent 
sales or the furnishing of hypodermic syringes or hypodermic needles to 
the person to whom the prescription was issued, for a period of one year 
from the date of its original issuance. 

3. It shall be unlawful for any person or persons, except a duly licensed 
physician, dentist, veterinarian, nurse, podiatrist, hospital, sanitarium or 
other medical institution, or a resident physician or interne of a hospital, 
sanitarium or other medical institution, to have under control or posses- 
sion, a hypodermic syringe, hypodermic needle or any other instrument 
or implement adapted for the administering of narcotic drugs, with intent 
to use such syringe, needle, instrument or implement for such purpose, 
unless such possession be obtained upon a valid written prescription from, 
and such use be authorized or directed by, a duly licensed heeiiien or 
veterinarian. For the purposes of this subdivision no such prescription 
shall be valid, which has been outstanding for more than one year. 

4. A violation of any provision of this section shall constitute a mis- 
demeanor. (Amended by L. 1952, ch. 91.) 


§ 1751. Violations of the public health law with respect to narcotic drugs. 

1. Any person who shall barter or exchange with or sell, give or offer 
to give to another any narcotic drug, as defined in section thirty-three 
hundred one of the public health law, in violation of any section of article 
thirty-three of such law shall be punishable by imprisonment for an inde- 
terminate term the minimum of which shall be not less than five years if 
such barter or exchange is with or such sale, gift or offer of gift is to 
another who is under the age of twenty-one, and not less than two years 
if such barter or exchange is with or such sale, gift or offer of gift is 
to another who is twenty-one years of age or over, and the maximum 
of which shall be not more than fifteen years. 

2. Any person who shall possess or have under his control any narcotic 
drug, as defined in the public health law, with intent to barter or exchange 
with, or to sell or give to another the same or any part thereof, or to aid, 
abet, or directly or indirectly counsel, command, induce or procure the 
barter or exchange with or the sale or gift to another of the same or any 
= thereof, in violation of any section of article thirty-three of the public 

ealth law, shall be punishable by imprisonment for an indeterminate 
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term the minimum of which shall be not less than two years and the 
maximum of which shall be not more than fifteen years. 

Such intent is presumptively established by proof that the person know- 
ingly possessed or had under his control, in violation of any section of 
article thirty-three of the public health law, two hundred or more cigarettes 
containing cannabis, or one or more preparations, compounds, mixtures or 
substances, containing either (a) one per centum or more of the respec- 
tive alkaloids of heroin, morphine or cocaine, of an aggregate weight of 
one or more ounces; or (b) cannabis of an aggregate weight of two or 
more ounces; or (c) raw or prepared opium of an aggregate weight of 
five or more ounces; or (d) one or more than one of any of the other 
narcotic drugs as defined in the public health law, of an aggregate weight 
of eight ounces or more. In determining said weight, avoirdupois ounces 
shall be used for solids or semi-solids and fluid ounces for liquids. This 
presumption may be rebutted. 

38. Any person who shall possess or have under his control, in violation 
of any section of article thirty-three of the public health law, twenty-five 
or more cigarettes containing cannabis, or one or more preparations, com- 
pounds, mixtures or substances, containing either (a) one per centum or 
more of the respective alkaloids of heroin, morphine, or cocaine of an 
aggregate weight of one quarter ounce or more; or (b) cannabis of an 
aggregate weight of one quarter ounce or more; or (c) raw or prepared 
opium of an aggregate weight of one or more ounces; or (d) one or more 
than one of any of the other narcotic drugs as defined in the public health 
law, of an aggregate weight of two ounces or more, shall be punishable by 
imprisonment for an indeterminate term the minimum of which shall be 
not less than two years and the maximum of which shall be not more than 
ten years. In determining said weight, avoirdupois ounces shall be used 
for solids or semi-solids and fluid ounces for liquids. 

4. The presence in an automobile, other than a public omnibus, of any 
naregtic drug, in an amount equal to or in excess of that which is set forth 
in subdivision two of this section, and which under the provisions thereof 
would be presumptive evidence of its possession with intent to sell, shall 
be presumptive evidence of its possession and control, knowingly, in 
violation of section four hundred twenty-two’ or any other section of 
article twenty-two’ of the public health law by each and every person 
found in such automobile at the time such narcotic drug is found. Where 
one of the persons found in the automobile is authorized to possess the 
narcotic drugs so found, as provided in section four hundred thirty-two’ 
of the public health law, and the narcotic drug so found is in the container 
delivered to him by the person selling or dispensing the same, and he is 
not there under duress, said presumption of possession shall not attach. 
Nothing in this subdivision shall apply to a duly licensed physician, den- 
tist, veterinarian, or apothecary, acting in good faith and while engaged 
in the lawful practice of his profession, nor to common carriers or ware- 
housemen, while engaged in lawfully transporting or storing such nar- 
cotic drug as merchandise, nor to any employee of same acting within 
the scope of his employment, nor to public officers or their employees in 
the performance of their official duties, requiring possession or control 
of narcotic drugs, nor to temporary incidental possession by employees 
or agents of persons lawfully entitled to possession, nor by persons whose 
possession is for the purpose of aiding public officers in performing their 
official duties, nor to the driver of the automobile if he is a duly licensed 
driver of such automobile which he is operating for hire in the due, lawful 
and proper pursuit of his trade. This presumption may be rebutted. 
(Amended by L. 1988, ch. 168; L. 1951, chaps. 529 and 530; L. 1952, ch. 414; 
L. 1954, ch. 239.) 


§ 1751-a. Violations as misdemeanors of public health law with respect 
to narcotic drugs. Any person who shall violate any provision of article 
thirty-three of the public health law, other than as above specified in section 

1 Recodified Public Health Law §3305. 


? Recodified Public Health Law Article 33. 
5 Recodified Public Health Law §3331. 
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seventeen hundred fifty-one, shall be guilty of a misdemeanor, punishable 
by a fine not exceeding five hundred dollars or imprisonment not exceeding 
one year, or both such fine and imprisonment. (Amended by L. 1988, ch. 
168; L. 1954, ch. 239.) 


Note—See Sec. 889-b Penal Law ante. 


§ 1752. Having narcotics in possession. 1. A person, other than a duly 
licensed physician or surgeon engaged in the lawful practice of his pro- 
fession, who has in his possession any narcotic or anaesthetic substance, 
compound or preparation, capable of producing stupor or unconsciousness, 
with intent to administer the same or cause the same to be administered 
to another, without the latter’s consent, unless by direction of a duly 
licensed physician, is guilty of a felony, punishable by imprisonment in 
the state prison for not more than ten years. 

2. The possession by any person, other than as exempted in the fore- 
going subdivision, of any such narcotic or anaesthetic substance or com- 
pound, concealed or furtively carried on the person, is presumptive evidence 
of an intent to administer the same or cause the same to be administered 
in violation of the provisions of this section. (Derivation: Penal Code, 
§ 412, added by L. 1897, ch. 42.) 


§ 1753. Growing of narcotic plant known as marihuana by unlicensed 
persons. A person who, without being licensed so to do under the public 
health law, grows the narcotic plant known as marihuana or knowingly 
allows it to grow on his land without destroying the same, shall be guilty 
of a misdemeanor. (Became a law March 18, 1943.) 


§ 1941. Punishment for second or third offense of felony. 1. Except as 
provided in subdivision two of this section, a person, who, after having 
been once or twice convicted within this state, of a felony, of an attempt 
to commit a felony, or, under the laws of any other state, government, or 
country, of a crime which, if committed within this state, would be a 
felony, commits any felony, within this state, is punishable upon conviction 
of such second or third offense, as follows: 

If the second or third felony is such that, upon a first conviction, the 
offender would be punishable by imprisonment for any term less than his 
natural life, then such person must be sentenced to imprisonment for an 
indeterminate term, the minimum of which shall be not less than one-half 
of the longest term prescribed upon a first conviction, and the maximum of 
which shall be not longer than twice such longest term. 

2. A person, who, after having been twice convicted within this state, 
of a felony or of an attempt to commit a felony under section seventeen 
hundred fifty-one of this chapter or under any other law relating to nar- 
cotic drugs, or, under the laws of any other state, government or country, 
of a crime under any law relating to narcotic drugs which, if committed 
within this state, would be a felony, commits a felony under section seven- 
teen hundred fifty-one of this chapter or under any other law relating 
to narcotic drugs, within this state, shall be sentenced upon conviction of 
such third offense to imprisonment in a state prison for an indeterminate 
term the minimum of which shall be not less than fifteen years, and the 
maximum thereof shall be his natural life. 

3. For purposes of this section, conviction of two or more crimes charged 
in separate counts of one indictment or information, or in two or more 
indictments or informations consolidated for trial, shall be deemed to be 
only one conviction. (Amended by L. 1952, ch. 22.) 


§ 2188. Suspending sentence; suspending execution of judgment; proba- 
tion. The court, judge, justice or magistrate authorized to impose sentence 
upon conviction may, except as otherwise provided in this section, (1) sus- 
pend sentence, or (2) may impose sentence and suspend the execution of 
the judgment. In either such case he may place the defendant on proba- 
tion. Neither sentence, nor the execution thereof, shall be suspended, nor 
the defendant placed on probation oy He convicted of a crime punishable 


by death or life imprisonment, other than a crime punishable with impris- 
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onment for an indeterminate term having a minimum of one day and a 
maximum of his natural life, or (b) if the defendant convicted is a fourth 
offender under section nineteen hundred forty-two, or (c) if the person 
is convicted of a felony committed while armed with a weapon as provided 
in section nineteen hundred forty-four, or (d) if the defendant convicted 
is a third offender under subdivision two of section nineteen hundred 
forty-one. 

No person, however, shall be placed on probation nor in the case of a 
felony shall sentence, or the execution thereof be suspended, until an inves- 
ligation and report shall have been made of the circumstances of his 
offense, his criminal record, if any, and his social history and, together 
with the physical, mental or psychiatric examination if any, presented 
in writing to and considered and filed by the court, judge, justice or magis- 
trate. No person convicted of a crime punishable with imprisonment for 
an indeterminate term having a minimum of one day and a maximum of 
his natural life shall be placed on probation or have his sentence sus- 
pended until a psychiatric examination shall have been made of him and 
a complete written report thereof submitted to the court. Such examination 
shall be made in the manner prescribed by sections six hundred fifty-ninc, 
six hundred sixty, and six hundred sixty-one of the code of criminal pro- 
cedure. Such report shall include all facts and findings necessary to assist 
the court in disposing of the case. 

The court on making an order placing a defendant on probation for sup- 
port of members of his family when convicted of a violation of sections 
fifty or four hundred eighty-one of this chapter. may require him to 
give an undertaking with security similar to that authorized upon an 
arraignment for the a of moneys directed to be paid by an order 
of support. In case of a felony, before the sentence or execution of judg- 


ment may be suspended or the defendant placed on probation, the district 
attorney shall have been given an opportunity to be heard and the court 
shall enter in the minutes the reasons for such action. The court from time 
to time while the defendant is on probation, may extend the period of 


probation to a date to be fixed in the order, but within the longest period 
for which the defendant might have been sentenced upon conviction. The 
court may, at any time within the term of such defendant’s probation and 
while such probation is in force, whether as an original or as an extended 
term, revoke the order suspending sentence or its execution and may 
impose such sentence or make such commitment as might have been made 
at the time of the conviction. Provided, however, that the imprisonment 
directed by the judgment, shall not be suspended or interrupted after such 
imprisonment shall have commenced. (Amended by L. 1952, ch. 21.) 
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EXTRACTS FROM CODE OF CRIMINAL PROCEDURE 


§ 56. Jurisdiction of courts. Subject to the power of removal provided 
for in this chapter, courts of special sessions, except in the city and county 
of New York and the city of Albany, have in the first instance exclusive 
jurisdiction to hear and determine charges of misdemeanors committed 
within their respective counties, as follows: 


35-d. All violations of the Se of section seventeen hundred fifty- 


os A the penal law. (Added by L. 1988, ch. 168; amended by L. 1948, 
ch, 217. 


552. Offenses not bailable. The defendant cannot be admitted to bail 
either before or after indictment except by a justice of the supreme court 


or by a judge of the court of —= sessions or a judge of the county 
court where the defendant is charged. 
a 


* * * 

3. With a felony or with any of the misdemeanors or offenses specified 
in this section and it shall also appear from the defendant’s fingerprints, 
or otherwise, that there is reason to believe that he has either (a) been 
previously convicted within the state of a felony, or an attempt to commit 
a felony, or of a crime under the laws of another state, government or 
country which if committed within this state would be a felony; or (b) has 
been twice so convicted of any one of such misdemeanors or offenses or 
convicted of any two of them, The misdemeanors and offenses referred to 
in this section are the following, as defined in the penal law, to wit: ille- 
gally using, carrying or possessing a pistol or other dangerous weapon; 
making or possessing burglar’s instruments; buying or receiving stolen 
property: unlawful entry of a building; aiding escape from prison; that 
kind of disorderly conduct defined in subdivisions six and eight of section 
seven hundred and twenty-two of the penal law; violations of sections four 
hundred eighty-three, four hundred eighty-three-b, and eleven hundred 
forty of the penal law; that kind of sodomy or rape which is designated as 
a misdemeanor; and any violation of any provision of article twenty-two’ 
of the public health law relating to narcotic drugs which is defined as a 
misdemeanor by section seventeen hundred fifty-one-a of the penal law.’ 

Notwithstanding the Soregeies limitations, a justice of the court of 
special sessions of the city of New York may admit to bail any defendant 
held for or charged with a misdemeanor in that court. (Amended by L. 
1882, ch. 360; L. 1895, ch. 880; L. 1909, ch. 411; L. 1926, ch. 419; L. 1940, 
ch. 607; L. 1947, ch. 672; L. 1950, ch. 606; L. 1951, ch. 708.) 


§ 940. Identifying criminals; taking of fingerprints. In order that the 
courts and public officials dealing with criminals may have accurate infor- 
mation as to the identity of persons charged with crime, there is hereby 
conferred and imposed upon the chief of police or peace officer performing 
such functions, in each city, town or village, and upon sheriffs, members 
of the state constabulary, the railway police, the aqueduct police, the 
state park police and all other police officers making arrests, the power 
and duty of causing to be taken; upon arrest, fingerprints and thumbprints, 
and if necessary the photograph, and if necessary the blood a 
tests, of every person arrested and charged with a felony or with any of 
the misdemeanors and offenses specified in section five hundred and fifty- 
two of this code. For the purpose of maintaining the identity of such 


1 Recodified Public Health Law Article 33. 
2 See also Sec. 889-b Penal Law. 
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photographs an identificational numeral board or other similar apparatus 
or device may be used as required. Members of the state police, upon 
arresting a person or persons for any felony or any of the misdemeanors 
and offenses specified in section five hundred and fifty-two of this code, 
may transport and bring said persons arrested to their troop headquarters 
for the purpose of fingerprinting and thumbprinting and photographing 
and if necessary blood grouping. (Added by L. 1928, ch. 875; amended by 
L. 1939, ch. 202; amended by L. 1947, ch. 349.) 
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Exursit No. 27 
RIVERSIDE HOSPITAL 


ADMISSION PROCEDURES—TREATMENT PROGRAM 


Riverside Hospital on North Brothers Island, New York City, is the Nation’s 
only treatment and research center exclusively for drug users under 21 years 
of age. This hospital-school facility, serving boys and girls, has a capacity of 
110 patients. It was opened July 1, 1952, in response to the widely publicized 
need for such a facility created by the startling increase in narcotics use by 
teen-agers first noted in this city in the late 1940's. 

The Committee on the Use of Narcotics Among Teen Age Youth has prepared 
this pamphlet as a public service in cooperation with the medical superintendent 
of Riverside Hospital and the probation departments of Bronx children’s court, 
magistrates’ court, and the courts of special and general sessions. 

It is hoped that the information will be helpful to parents and other interested 
adults, including representatives of social agencies, schools and public depart- 
ments, who are concerned with the treatment and care of adolescent drug users. 


Committee on the Use of Narcotics Among Teen Age Youth, Welfare and Health 
Council of New York City, 44 East 23d Street, New York 10, N. Y., With the 
Assistance of the Brook Foundation, Inc. 


I. ADMISSION PROCEDURES 


Adolescent drug users from any part of New York State who have not yet 
reached their 21st birthday are eligible for admission to Riverside Hospital on 
North Brothers Island if— 

1. They are bona fide residents of the State of New York. 

2. Proof is established that the adolescent is a user of narcotic drugs. 

3. The patient can show proof (a birth certificate or school record) that 
he or she has not reached his 21st birthday. 

Patients may be referred to Riverside Hospital for admission by parents, 
courts, voluntary or governmental agencies, police, physicians, school health 
authorities, clergymen or other interested adults. Preadults wishing to commit 


themselves voluntarily must be referred and accompanied by one of the above- 
mentioned adults. 


JUVENILES (BRONX CHILDREN’S COURT) 


All juveniles under 16 suspected of being drug users, regardless of the borough 
in which they live, should be referred to the Bronx children’s court (1109 Carroll 
Place, Bronx) by a parent, guardian, or other adult as mentioned above. An 
adolescent drug user petition may be filed under provisions of section 439—a of 
the public health law. The child is sent directly via ambulance to Riverside 
Hospital on North Brothers Island for a 5-day period of screening and diagnosis. 


Children under 14 


Hospital authorities do not accept youngsters for treatment at Riverside 
Hospital because of lack of facilities for segregation. The patient population 
is predominantly in the 16-20 age group. Therefore younger patients are received 
at the hospital and immediately transferred to the children’s service, psychiatric 
division of Bellevue Hospital for detoxification and evaluation. Riverside 
Hospital retains jurisdiction. 

Patients are held at Bellevue for approximately 30 days. They then are re- 
turned to Riverside Hospital for discharge to the Riverside after-care clinic for 
outpatient treatment. 

If the child does not make a satisfactory adjustment to the treatment program, 
he is returned to the jurisdiction of the Bronx children’s court and a juvenile 
delinquency petition may be filed by a parent, guardian, or other adult. 
Children 14-16 

Following his appearance in Bronx children’s court, the juvenile is sent 
directly to Riverside Hospital for 5 days of comprehensive screening and diag- 
nosis. If he is found to be a user of drugs, in need of and suitable for treatment, 


the hospital submits a report to the court and the child continues in treatment. 
If found not to be a user of drugs or unsuitable for treatment at the hospital, 
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he is returned to the jurisdiction of the court where a parent, guardian, or other 
adult may file a juvenile delinquency petition. 

A juvenile known previously to a court in a borough other than the Bronx 
and suspected of being a drug user may be transferred to Bronx children’s 
court for referral to Riverside Hospital. Any other charge may be adjourned 
pending his acceptance or rejection by hospital authorities. 


YOUTHS 16-21: THE COURTS 


Older teen-agers may be referred to the Riverside Hospital screening clinic 
for admission to Riverside through three of the city’s court systems: magis- 
trates’ court, special sessions, or county courts including general sessions. 
Procedures differ widely. 

Riverside Hospital screening clinic 

Riverside Hospital maintains a screening clinic regularly on Monday, Thurs 
day, and Friday mornings in connection with narcotics term court in the home 
term building of magistrate’s court, 300 Mulberry Street. Additional screening 
is provided at other times on the basis of need. Admission to Riverside Hos- 
pital is determined by the clinic staff. Suspected adolescent drug users are 
interviewed and examined by a psychiatrist, psychologist, and psychiatric social 
worker. If found suitable for the program of the hospital, i. e., if they do not 
have an established pattern of juvenile delinquency and express a willingness 
to accept treatment, they may be referred the same day to a magistrate in 
narcotics term court. 

In accordance with section 439-a of the public health law the judge then 
“orders” the patient into the hospital. This law provides for the care, treat- 
ment, guidance, and rehabilitation of adolescent drug users, for a period not 
to exceed 3 years. 

Any part of this period may be spent at Riverside Hospital and the remainder 
in the follow-up clinic (discussed in sec. III). At the end of the 3-year period 
the individual again may be adjudged an adolescent drug user, and in the 
same manner, if he is under 21. 


MAGISTRATES’ COURT (NARCOTICS TERM) 


Youths not held on other charges 


Any person between the ages of 16 and 21 appearing to be a user of narcotic 
drugs, including marihuana, should be referred to narcotics term court and 
the Riverside Hospital Screening Clinic. In order to clarify the procedures 
of referring adolescents to narcotics term court, the following steps have been 
set forth: 

Any parent, relative, representative of a social agency, or other interested 
adult may arrange for an appointment at the screening clinic for a suspected 
young drug user by telephoning the Riverside Hospital Screening Clinic, Walker 
»-7080-31. No patient is admitted to the screening clinic who does not have 
an appointment. 

Upon arrival at the clinic, the adult must file an adolescent drug user peti- 
tion with the court clerk before the youth is examined in the screening clinic. 

If the youth is accepted by the clinic staff, the court clerk arranges for the 
petitioner and patient to appear in narcotics term court before a magistrate 
who “orders” the youth into the hospital. If his adjustment at the hospital 
is satisfactory, no further legal action is required. 

If the youth is rejected by the screening clinic, the judge may dismiss the 
order and advise the adult to file a wayward minor petition, which confers 
jurisdiction upon the court to deal with the youth by other available means. 

If, after admission to the hospital, the youngster is not amenable to treat- 
ment, he is returned to the jurisdiction of the court with a report indicating 
that the patient has not complied with the hospital’s treatment regimen. 


Youths held on other charges 


All other magistrates’ courts which identify adolescent drug users among 
defendants arraigned on other charges may refer such cases to narcotics term 
court for screening and diagnosis. The pending charge may be adjourned or 
the youngster placed on probation depending upon the outcome of his treat- 
ment and rehabilitation. 





ILLICIT NARCOTICS TRAFFIC 


SPECIAL SESSIONS 


Youths arraigned as youthful offenders in the court of special sessions, who 
also are found to be drug users, may be referred to the screening clinic for admis- 
sion to Riverside Hospital. When the judge believes a defendant will be accept- 
able to Riverside Hospital, he may adjourn the case and refer the defendant to 
the screening clinic. If acceptable to the hospital, the youth then is processed 
through narcotics term court in the usual manner under provisions of Public 
Health Law 439-a. 

However, if the hospital finds the patient is not amenable to treatment, the 


authorities submit a report to the court of special sessions and release him to 
the jurisdiction of that court. 


COUNTY COURTS (INCLUDING THE COURT OF GENERAL SESSIONS) 


Judges sitting in county courts may parole a defendant in the custody of the 
probation department to the screening clinic for examination and diagnosis. If 
the screening clinic accepts the youngster for treatment and rehabilitation, he 
may be processed through narcotics term court in the usual manner, described 
previously. The original charge may be adjourned without date by county 
courts pending his adjustment in the hospital. County court judges also may 
invoke provisions of section 439a by sitting as magistrates, if they elect to do so. 

If the youngster is placed on probation, the court may make it a condition of 
probation that he seek admission to the hospital. If he is rejected by the screen 
ing clinic, the court is notified by the probation department and other plans ar* 
made for him. 

After admission to the hospital, if the boy or girl is not amenable to treatment, 
the youngster is returned to the county court for further disposition of his case. 
In the event of parole under the same conditions, a similar procedure is followed. 


II. RIVERSIDE HOSPITAL 


Riverside Hospital is a psychiatric hospital under the administration of the 
New York City Department of Hospitals. Dr. Rafael R. Gamso is the medical 
superintendent. 

Other members of the staff include psychiatrists, internists, psychologists, 
dentists, psychiatric social workers, occupational therapists, a rehabilitation 
counselor, recreation leaders, nurses and selected personnel. 


THE TREATMENT PROGRAM 


Upon admission to Riverside, patients receive a complete physical examina- 
tion, including X-ray of the chest, dental X-rays, etc. The patient then is placed 
in the withdrawal and study ward. If withdrawal symptoms appear, he is 
treated by the gradual withdrawal method with diminishing doses of a substitute 
drug (Methadon). All patients are completely withdrawn from narcotics with- 
in a few days. Meanwhile study continues, a complete social case history is ob- 
tained, psychological tests are given and the patient is seen by a psychiatrist. 

In 3 to 4 weeks, when the preliminary study is completed, a conference is 
held to determine the future program of the patient. If it is agreed that he is 
not suitable for the program at Riverside Hospital, the patient is returned to the 
appropriate court and discharged from the hospital. 

If it is felt that the patient would be benefited by continuing care at the hos- 
pital, his treatment program is planned. The program for the patient may con- 
sist of individual psychotherapy, group therapy or general rehabilitation. 

A special school, public school 619, Bronx, also is operated by the city board 
of education. The treatment program is a joint hospital-school program. 

The school is one of the “600” series. These schools are specially staffed and 
designed for emotionally disturbed individuals. Although the public schools 
normally have an upper age limit of 18, this limit has been waived for Riverside 
Hospital patients. Riverside Hospital admits patients up to 21 years of age, and 
the school accepts them in its program. All patients attend school following their 
transfer from the withdrawal and study service. The school provides the usual 
educational opportunities, including art work, home economics, tailoring shop, 
metal shop, as well as academic and commercial subjects. 

A program of vocational training also has been developed. This includes 
training in the hospital service fields such as dietary, engineering, housekeeping, 
storehouse, etc. 
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The recreational therapy staff conducts an active program weekends and holi- 
days, and between 3 p. m., when school closes, and 9:30 p. m. Monday through 
Friday. 

Ill. THE Riverside AFTER-CARE CLINIC 


The Riverside Hospital after-care clinic is located at the Welfare Island 
Dispensary, 535 East 80th Street (East End Avenue). The clinic is staffed four 
nights a week, Monday through Thursday, with psychiatric social workers, a 
vocational guidance specialist, a psychologist, two psychiatrists and voluntary 
social work aides. 

Follow-up care is compulsory for a period up to 3 years under provisions of 
the public health law 439-a, for those patients the hospital staff considers can 
benefit from that care. Those found unsuitable for further treatment in the 
after-care clinic are returned to the jurisdiction of the courts, for whatever 
action the court deems necessary. Recommendations may be submitted by hos- 
pital authorities covering discharged patients. 

Before a patient is discharged thorough planning is necessary. While the 
patient still is in the hospital, the rehabilitation counselor evaluates his job 
potential and participates in staff conferences concerning plans for his discharge. 

The home situation is investigated, parents or relatives are prepared for the 
patient’s discharge, and an attempt is made to find him a job and help him get 
started in some desirable community activity groups. 

Patients discharged to the after-care program are seen by a psychiatrist or 
psychiatric social worker as often as necessary. The parents also are seen by 
the clinic staff, and group sessions are held for mothers of the patients. 

To aid boys make new friends and to ease their readjustment to the community, 
the clinie staff also has started a group work and recreation program on Wednes- 
day evenings at Manhattanville Neighborhood Center. A similar project also is 
planned for girls under treatment in the after-care clinic. 

Progress reports are furnished to the courts, probation officers or referring 
agencies every 3 months. The young former drug users continue in the followup 
program as long as the Riverside Hospital medical superintendent believes 
necessary within the 3 year maximum period provided by the public health law. 


ExHibit No. 28 
| Reprinted from The Psychiatric Quarterly Supplement, vol. 28, pp. 199-208, pt. 2, 1954] 


A SPecIFIC APPROACH TO THE VOCATIONAL NEEDS OF ADOLESCENT USERS OF 
NARCOTICS AT RIVERSIDE HOSPITAL 


The in-hospital vocational training program 


By I. B. Gould, L. Smith, R. N., W. Barker, M. D., and R. R. Gamso, M. D. 
New York 54, N. Y. 


HISTORY OF THE HOSPITAL 


Since the end of World War II the prevalence of drug addiction among 
adolescents and young adults ranging in age from 15 to 25 has been increasing 
at an alarming rate. To cope with this situation various private and public 
agencies have banded together to pool what little common knowledge there is 
and work toward the establishment of a concrete approach to the problem. 

Their efforts resulted in the passage of section 439a of the New York State 
public health law which required the State commissioner of health to designate 
a facility for “the care, treatment, guidance and rehabilitation” of adolescent 
users of narcotics who had not reached their 21st birthdays. On July 1, 1952, 
the department of hospitals of the city of New York opened Riverside Hospital 
on North Brother Island as such a facility. In addition to the hospital, proper 
provisions were made for the establishment of a fully accredited school of the 
New York City Board of Education which would contribute to the educational 
and vocational needs of the patients. 
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GOALS OF THE HOSPITAL 


The goals of Riverside Hospital are best described by Marcus D. Kogel, M. D., 
then commissioner of hospitals, in his annual report of the New York City 
Department of Hospitals for 1952: 

“The primary aim of the school-hospital is to have the patients understand 
and accept patterns of normal social living and behavior. Effort is made to 
create within the patients the ability to establish meaningful interpersonal rela- 
tionships and to develop mature and realistic goals. The patients must learn 
that immediate gratification is not possible in the world, and they must be taught 
that work, responsibility, constructive endeavors, and the giving of oneself 
are ultimately more rewarding than easily acquired but short-lasting 
gratifications.”’ 


INTRODUCTION TO THE PROBLEM 


After the hospital’s opening, two severe shortcomings were recognized. These 
were the absence of realistic vocational training facilities and the lack of a 
well-defined work program. These were adequately demonstrated by follow- 
up surveys of patients. It was soon learned that it is a far cry from identify- 
ing a person’s aptitudes and skills to enabling him actually to do a day’s work. 
It was agreed that a program would have to be developed that would provide 
an opportunity for hospitalized persons to start learning such basic things as 
getting to work on time; going to work every day; accepting direction from a 
superior ; controlling impulsive tendencies to walk off a job the moment it be- 
came slightly uncomfortable, and finally, learning of just what the world of 
work consisted. In other words, they had to relearn in their young adulthood 
the harsh realities of adjustment to routine. 

It was further realized that the best situation would be the presence of a 
true vocational training facility and enough work around the hospital to keep 
a large proportion of the patient population actually and purposefully occupied. 
However, the board of education’s school had been initially set up basically as 
an academic facility, and equipment was not available to facilitate a change. 
In addition, Riverside is a comparatively small hospital, situated on a small is- 
land in the East River, and, thus, there were geographic and physical limitations. 

These obstacles, though real enough, were still no excuse for inaction. The 
only thing to do was to take what was on hand and do the best that could be 
done with it. 


STUDY AND OBSERVATION 


In studying the type of patient at Riverside, certain almost universal pat- 
terns manifested themselves. As a group, patients came from psychologically 
impoverished and economically uncertain homes. There was a lack of a con- 
sistent authority figure; there were unorganized habits of living, absence of 
the basic guidance methods common to the average family constellation; and, 
finally, the lack of opportunity to relate to any meaningful figure in any posi- 
tive way. In the way of employment, few patients indeed presented anything 
that even approached consistent job histories. Job histories were disorganized 
both from the points of view of time spent on given jobs and of similarity of 
jobs held. This pattern showed, both in a general way and in comparison with 
job records of normal teen-agers from similar geographic locations and com 
parable socioeconomic levels. In addition to irregular job patterns, there were 
many patients who had never worked at all. 

In addition, the patients in general were not. of a type whose needs could be 
filled in a classical psychotherapeutic relationship. That is, they were too young. 
too impulsive, and—most important—too unaware of specific problems, to be 
handled adequately with prolonged interview therapy. 

They seemed to respond best to short-term goals—in fact, ambitious, long- 
term planning was often very threatening. They needed the kind of experience 
that would impress upon them the fact that they were able to do things; that 
they were reasonably adequate; that they were not total failures whose onl) 
recourse lay in the fantasy that escape by way of narcotics provided. 

From the therapist’s viewpoint, something was needed that would crystallize 
reality thinking within the patient populatioi; that would succeed in impress- 
ing these patients with the very inadequacies that had led them to use drugs: 
and finally, something that could indicate to them in a very objective manner that 
they were not ready for discharge. That is, something was needed that would 
succeed in creating a measure of constructive self-concern. 
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It followed logically that all these needs could be filled only through creating 
a cross section of life—reproducing the very situations in the hospital that had 
been most troublesome to the patient while in the community. 

Naturally, it was impossible to attempt establishing family units; but the 
treatment personnel—psychiatrists, psychologists, psychiatric social workers, 
and counselors—were adequately filling the roles of symbolic parental figures. 
On the other hand, it was not impossible to establish a vocational training pro- 
gram, patterned along industrial lines, that would be very real and very mean- 
ingful. 

It was reasoned that such a program could provide opportunity for these 
people to explore the world of work constructively; expose themselves to the 
sort of situations that they had had difficulty handling in the community; test 
their skills and aptitudes; develop work tolerance and habits; and experience 
Interpersonal relationships of a satisfying nature, oriented to the world of work. 
Such a program could provide a therapeutic measure that was less verbal than 
psychotherapy and more action laden. It would have potentials for more imme- 
diate gratifications than a long-term adjustment program and would create 
opportunities to crystallize problems that patients could bring to the counseling 
interviews, therefore developing greater degrees of self-motivation. A voca- 
tional program could pinpoint their technical shortcomings and their needs for 
further training and thus make the hospital school, and education in general, 
a more positive, meaningful experience. Finally, it could provide a reasonable 
index as to the patient's vocational readiness for discharge. 


CRITERION FOR EVALUATION 


Since there are no two patients at the hospital in the same state of therapeutic 
progress or degree of initial pathology, it was impossible to set up limits arbi- 
trarily to indicate successful or unsuccessful participation in the program. A 
very loose sliding scale was adapted, one that was completely clinical as opposed 
to statistical. 

Depending on the degree of disturbance of the patient upon referral to the 
rehabilitation counselor, the purpose of the referral and the level of vocational 
adjustment existing at the time of referral, the patient’s progress and the pro- 
gram’s value to the patient was evaluated according to: 

1. Attendance at the assigned job. 

2. Degree of vocational insight demonstrated in terms of job identification, 
levels of aspiration, etc. 

3. His progress within the program as indicated in weekly reports. 

4. Progress in the counseling relationship from the time of assignment. 

5. Overall adjustment progress as evaluated by the patient's therapist. 

6. Ultimately, and probably most important, the patient’s vocational adjust- 
ment following discharge. 

Though this criterion and method of analyzing results will not yield any neat 
statistical package, it is felt that functional conclusions certainly can be drawn 
and that they may possibly indicate specific variables that will respond to more 
formal statistical treatment. 


SCOPE AND PARTICIPANTS 


With the recognition of the need and the theoretical determinants established, 
the need to set the limits within which such a program would operate, and to 
select the personnel who would be directly responsible for carrying it out, fol- 
lowed. F 

It was understood that this was to be a combined training and therapeutic 
measure and, as such, nothing that even approached exploitation of the patient 
would be countenanced. Since the patients dealt with were somewhat disturbed, 
adequate supervision had to be provided for protection of the patient and hospital 
property, and of course, instructional purposes. In view of the fact that River- 
side is a hospital and the school on the reservation is academically oriented, it 
was not anticipated that finished tradesmen would be produced, merely people 
who were better adjusted to the world of work and their own vocational needs. 

The project was named the “In-Hospital Vocational Training Program.” 
Since it was considered to be an integral part of the general rehabilitation proc- 
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ess at Riverside, all treatment personnel were involved, but it was of primary 
necessity to name coordinating and supervising individuals. In addition, it 
became necessary to use the skills of various nonprofessional workers at the 
hospital. 

‘To implement the plans of the supervising team, the cooperation of the various 
nonprofessional divisions was solicited and received. This meant that for the 
first time carpenters, electricians, plumbers, pipetitters, dietitians, bakers, cooks, 
porters, storekeepers, stock clerks, and general clerical workers were to be 
very meaningful factors in the overall therapeutic procedure at Riverside 
Hospital. 


DEVELOPMENTAL PROCEDURE 


The first concrete step in getting the project underway was to meet with 
members of the various service departments so that the aims, design, and needs 
that the program was expected to meet could be discussed. 

This was done under the direction of the senior psychiatrist and the rehabili- 
tation counselor. An attempt was made to: 

1. Insure common understanding of the scope, style, and aims of the program 

2. Get the practical work of defining jobs, job specifications, and limits carried 
forward to the working stage. 

3. Lay the stage for actual job assignments. 

In terms of scope, style, and aims, the needs of the project were described 
as they were outlined in the theoretical discussion. In addition to providing 
an opportunity for all who would be concerned with the program to identify 
With each other, the overall aims were set. Essentially, they are an attempt to 
be instructional, not authoritarian; tolerant but not protective; and consistent 
but not rigid. Further, there was an attempt to emulate industrial conditions 
as far as possible. But, “Don’t ‘fire’ anyone, merely explain what would happen 
to the offender in the industrial world.” 

The response of the service workers was at first rather cautious and something 
less than spontaneous; but when they were told about the total situation and 
their specific roles in it, there was a marked change. They became animated 
and responsive to the whole idea. 

The next major area to be covered was the developing of an operational pro- 
cedure; the developing of a workable and efficient report form; and the identify- 
ing and describing of the various jobs that could be done by the patients around 
the hospital. 


OPERATION AI. PROCEDURE 


An outline of the best functioning and most efficient operational procedure 
developed to date follows : 

1. Referrals to the rehabilitation counselor for assignment in the program 
are accepted only from the caseworker treating a particular patient. This 
operation insures adequate lines of communication and determination of 
responsibility. 

2. Each referral is accompanied by a well-defined objective, i. e., vocational 
exploration, development of work tolerance, improvement of habits, etc. 

3. Actual assignment to the program is made only by the rehabilitation 
counselor. 

4. There is preassignment counseling by the rehabilitation counselor, to bring 
the purpose of the anticipated activity into sharp focus in the patient’s mind. 

5. Preassignment consultation is held between the rehabilitation counselor 
and the nurse coordinator to insure complete understanding of the prescription 
ordered and the purpose of the patient’s referral. 

6. Actual assignment is handled by the nurse coordinator—who reports the 
ultimate program objective for the individual patient to the actual supervising 
person, and in addition informs the hospital school of the patient’s changed 
program. 

7. A daily tour of inspection is made by the nurse coordinator to insure smooth 
functioning of the program. 

8. Attendance sheets are submitted daily by each supervisor to the nurse 
coordinator, who, in turn submits a weekly overall report to the rehabilitation 
counselor. 

9. The weekly progress reports submitted to the rehabilitation counselor are 
interpreted to the patient during the weekly progress interview that is held with 
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each patient in the program. This provides the patient with an opportunity to 
comment on his feeling, progress and difficulties in relation to an actual work 
situation. 

10. There are semimonthly conferences of the supervising psychiatrist, re 
habilitation counselor, nurse coordinator and school representative. These con 
ferences have the overall purpose of providing an opportunity for an exchange 
of information and for a current evaluation of the program. 

11. There are monthly conferences of all these individuals and the medical 
superintendent. Monthly statistical reports are submitted to the medical super 
intendent at these conferences, and the general effect of the program in terms 
of hospital functioning is discussed. 

12. Informal conferences are held as required by any members of the super 
vising team. 

The report form (p. 206) has proved to work exceedingly well. It is suffi 
ciently direct and unencumbered by technical terminology to be readily under 
stood by the nonprofessional persons for whose use it was designed. 


FINDING SUITABLE JOBS 


Crucial to the program’s success, was the locating of suitable and sufficiently 
varied jobs which could be offered to the patients. Each job was chosen accord- 
ing to the following criterion. 

Kach job must have an industrial application or analog. This would insure 
“face” validity and patient acceptance, and in addition provide the opportunity 
for structuring counseling interviews with an industrial and community-cen- 
tered orientation. Each job must be sufficiently simple to insure a modicum 
of suecess and positive conditioning toward the world of work; yet sufficiently 
complex to provide a measure of challenge and insure a feeling of achievement 
with continued application. 


WORK PROGRESS REPORT 


Name of patient Date of assignment 
Supervisor Division : 
Job title Date of report 


Attendance : Work habits: 
Tardy: Attention Span: 
Absent : Ability to follow instructions : 
Ability to initiate tasks: 
Interpersonal relations : 
Ability to see task through to completion : 
Personality : Aptitudes : Interest : 
Timidity : Shortcomings : Initially high : 
Irritability : Coordination : Initially low : 
Sense of humor: Special Skills: Constant and sustained 
or fluctuating: 


The job problem was initially approached through a survey of all hospital 
service and maintenance divisions with an eye both to individual jobs and 
available personnel for adequate supervision and training. Following this 
survey, the planning conference mentioned was held with the service division 
heads. The results of this survey were discussed here, and these people were 
requested to present to the rehabilitation counselor lists of job descriptions and 
cf persons available to provide supervision. Following is one job description 
and a list of additional job titles that are now being used for rehabilitation : 

I. Maintenance division : 

1. Carpenter’s assistant. 
1. Maintain and repair doors. 
2. Repair broken sash. 
3. Maintain tools. 
4. Help with carpenter work in shop. 
>. Gain facility in the use of various hand and machine wood 
working tools. 
Help in maintenance and erection of carpenter work i) 
hospital. 
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I. Maintenance division—Continued 

2. Boilerroom assistant. 

3. Electrician’s assistant. 

4. Plumber’s assistant. 

II. Storekeeper division : 
1. Storehouse assistant. 
2. Office clerk. 
III. Dietary division: 
Butcher's helper. 
2. Counterman. 
Stockroom (dietary). 
. Cook’s helper. 
Baker’s helper. 
Dishwasher. 
. Busboy. 
. Vegetable man. 
IV. Housekeeping division : 

1. Porter. 

2. Maid, wards. 
Sewing-room helper. 
Cleaning supply distributor. 
Linenroom assistant. 
Gardener’s helper. 
Garbage assistant. 


a) 


os 
we 


SUMMARY AND CONCLUSIONS 


Whatever the general therapeutic approach to treating narcotic addicts at 
Riverside Hospital may be—and the procedure has been to study cross sections of 
it first—there is a large group of addicts whose outstanding needs are for ex- 
perience with work situations. They need to learn good work habits, tolerance, 
skill, and adequacy in the interpersonal relations of employment; and their 
probable benefit from psychotherapy attempts is small. For these patients, a 
simple vocational experience was necessary to adapt them for living; and an 
attempt was made to establish a program that would fill this need. 

The nonprofessional staff made vital contributions to the program. Its mem- 
bers were cooperative about requests for assistance and participation—once their 
importance as persons in worthwhile jobs that were tools for helping others was 
impressed upon them. 

Although the size of the population included in the program and the time elapsed 
since its inception do not warrant any definite conclusions, certain trends and pat- 
terns of performance did manifest themselves : 

The program seems to be functioning as (a) a fairly reliable tool to test out the 
sincerity and reality functioning of statements, aspirations and intentions verbal- 
ized in interview sessions; (b) an additional diagnostic tool for aptitude and 
interest determinations; (c) a catalytic agent for the crystallization and recogni- 
tions of problem areas in the world of work; (d@) an area where the patient can 
perceive growth and development rather easily, thus making his hospital stay a 
more meaningful one; and (e) an instrument for emphasizing to the entire 
treatment staff, the existence and extent of the vocational needs of the patients. 


ExHIsit No, 29 
ANNUAL REPORT FOR 1952 
RIVERSIDE HOSPITAL 


This first annual report from Riverside Hospital would be without significance 
unless the events leading up to the reopening of this facility were made the basic 
part of the report. 

Drug addiction has been a serious social, cultural, and medical problem for 
about 100 years, and since the passage of the Harrison Narcotie Act in 1914 addic- 
tion to narcotics has also been a law-enforcement problem of major importance. 
Although statistics from the United States Public Health Hospital at Lexington, 
Ky., show that 20 percent of their adult addicts began the use or narcotic drugs 
in adolescence, nevertheless there had never been an epidemic of drug addiction 
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in young people. However in 1949 and 1950 the courts, the police, social agencies, 
schools, and private physicians were becoming aware of an alarming increase of 
narcotic addiction in the teen-age group. All the youngsters were using heroin, 
which is contraband in the.United States. An increase in smuggling and peddling 
of heroin was given as the reason for the serious rise in teen-age addiction. The 
courts and other agencies were at a loss as to what dispostion to make with these 
youngsters. The only facility available was at Lexington, Ky., and many teen- 
age addicts were “referred” to that hospital. However, it was realized from the 
beginning that this was a poor solution. Lexington is a prison as well as a 
facility for volunteer addicts who wish “treatment.” The teen-agers were incor- 
porated in the general population of this facility. Treatment was minimal ex- 
cept for detoxification and it was thought that the teen-agers would get a good 
delinquent education from the criminals and adult addicts. Lexington did not 
have a followup clinic at that time and without such a clinie on a continued-treat- 
ment basis it was impossible to expect success, no matter how good the therapy 
in the facility might have been. 

The Health and Welfare Council of New York, the attorney general's office 
in New York State, and other interested agencies, including the New York City 
Department of Health and the board of education began investigations into the 
teen-age narcotic problem. These investigations revealed that in order to curb 
the growing narcotic menace it would be necessary to increase the staffs of the 
narcotic squads on a city, State, and Federal level, and to establish a facility 
where teen-age addicts could receive treatment and rehabilitation on a medical 
level. The board of estimate appropriated funds to make the necessary altera- 
tions to several buildings at Riverside Hospital on North Brother Island. While 
these plans were being readied, the commissioner of hospitals authorized the use 
of the psychiatric divisions of Bellevue and Kings County hospitals as centers 
for the treatment of teen-age narcotic addicts. Long-term therapeutic programs 
were not carried out at these two hospitals and followup clinics were not estab- 
lished for the aftercare of the discharged addicts. Bellevue Hospital and Kings 
County Hospital served primarily as facilities for detoxification and investiga- 
tion rather than for treatment and rehabilitation. On November 15, 1951, a 
cadre was appointed for Riverside Hospital and in January 1952 the alterations 
began. In the spring of 1952 an executive committee for Riverside Hospital was 
appointed and consisted of the directors of psychiatry of the New York State 
Medical College in New York, the New York University Medical College and 
the New York Medical College. 

No precedent existed for a hospital such as Riverside where adolescent addicts 
were to receive treatment not only for the addiction to drugs, but also were to 
receive study, therapy, and rehabilitation on a medical and psychiatric basis. 
It was important to study all the work in this field that had been previously 
reported. Policies and procedures for the hospital had to be formulated. Con- 
tact with all interested Government and voluntary agencies had to be made and 
advice was sought from professioanl and lay groups which had dealt with the 
problem of addiction on all levels. A trip was made to the United States Public 
Health Hospital at Lexington, Ky., and this was invaluable in helping to under- 
stand the problems on a medical, psychiatric, and administrative basis. 

During this time, many new laws were being passed by the city and State, 
most important of which was section 439-a of the New York State public 
health law which required the State commissioner of health to designate a 
facility for the care, treatment, guidance and rehabilitation of adolescent nar- 
cotic addicts who had not reached their 21st birthday. This law also provided 
some basic procedures for processing applicants for admission to Riverside 
Hospital, the facility which had been designated by the State health commission, 
such facility to be made available for all residents of New York State. At 
the same time the State agreed to reimburse New York City for each patient 
under the provisions of the physically handicapped law. 

In May 1952, the narcotic term court of the magistrates court was established 
lo process adolescent narcotic addicts in accordance with section 439—a. 

On July 1, 1952, Riverside Hospital was opened for the admission of adolescent 
harcotic addicts. Policies and procedure were purposely inaugurated on an 
elastic basis because it was realized that we had to feel our way before estab- 
lishing a fixed administrative and medical program. There was no precedent 
for this unique institution. Further, it was realized by the professional staffs 
that we were really undertaking a study of the entire problem of asocial be- 
havior in adolescents with special attention to the presenting symptomatology 
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of narcotic addiction. Our thinking was greatly influenced by reports from 
Bellevue Hospital Psychiatric Division to the effect that the adolescent in- 
volved with narcotics was passive, immature, well-behaved and cooperative and 
the wards where these patients were housed were described as having the atmos- 
phere of a Boy Scout camp. The patients were described as users rather than 
addicts and none were found who required more than mild sedation for minimal 
withdrawal symptoms. Riverside Hospital is an open facility, and the staff was 
confident that the type of patient described could be handled at such a facility. 
When the doors were opened, large numbers of “volunteers” sought admission 
and were accepted. It was felt that a patient in the adolescent age group 
who had enough motivation to voluntarily seek help would be a good salvage 
risk. However, such was not the case. These early applicants were certainly 
no “Boy Scouts.” They were confirmed addicts with severe habits. They were 
emotionally and medically ill with severe withdrawal symptoms that required 
skillful bedside care and supervision. These “volunteers” were hostile, aggres- 
sive, and disturbed and it was apparent that their reason for seeking admission 
to Riverside Hospital was identical with the reason that the adult addict fre- 
quently seeks admission to Lexington, namely, to kick the habit to a cheaper 
level. It was obvious that we could not cope with this type of patient in an 
open facility with untrained personnel and no police protection. Further ad- 
missions were halted to give us time to revise the intake policy: Most of the 
patients in the hospital either signed out, absconded or were discharged but a 
few of the better salvage risks remained. 

After considerable thought and discussion it was decided to open a screening 
clinic at 100 Centre Street in conjunction with the narcotics term court. This 
clinic was opened on July 21, 1952. All applicants for admission, regardless of 
source, were given an appointment to be studied at this clinic. The screening 
team consists of a psychiatrist, a psychiatric social worker, and a psychologist. 
The criteria for admission are elastic and the decision rests with the team. 
However, in a general way, applicants with borderline intelligence are not admit- 
ted and neither are those who have a frank psychosis or who have a long criminal 
record which predates the addiction. If the team decides that the applicant is 
probably salvageable and suitable for admission to Riverside Hospital, then the 
applicant is immediately processed in accordance with section 439—a of the New 
York State public health law. Applicants over 16 years of age are handled at 
the narcotic term court and a wayward minor petition is filed at the time of 
processing and held in abeyance until the patient has completed the maximum 
period of 3 years of treatment, including the after-care program. Those under 
16 years of age are handled through the children’s court and a juvenile delinquent 
petition is filed in the same way. Patients are sent to the hospital via ambulance 
the same day they are seen by the screening team and the court. 

Upon admission the patient is watched for signs of withdrawal from narcotics 
If these become manifest, withdrawal schedule is instituted with decreasing doses 
of methadon and at the end of 5 to 7 days the patient is no longer receiving 
drugs. A complete study of the patient, his family, and his background is begun 
by the psychiatrist, the psychologist, the psychiatric social worker, the resident 
physician, and the rehabilitation counselor. After the workup has been com- 
pleted each case is discussed in conference and all interested in the case in ques- 
tion participate. The conference decides what program of therapy should be in- 
stituted for the patient. There is no standard therapeutic regime inasmuch as 
we have no “standard” patients. The only thing they have in common is addiction 
to heroin. But the underlying personality type may be schizophrenic schizoid. 
psychopathic personality, neurotic, or unclassified character disorder. For some 
patients intensive individual psychotherapy may be prescribed. For others it may 
be sufficient to expose the patient to the environmental and rehabilitation atmos- 
phere of the school-hospital. In some instances, it is felt that treatment is of no 
avail and the patient is returned to court for probation. Others have been trans- 
ferred to Bellevue psychiatric division with a frank psychosis which was not ob- 
vious while the patient was on drugs but which became manifest when the sup- 
port of drugs was discontinued. 

The primary aim of the school-hospital is to have the patients understand 
and accept patterns of normal social living and behavior. We endeavor to 
create within the patients the ability to establish meaningful interpersonal 
relationships and to develop mature and realistic goals. 

The patients must learn that immediate gratification is not possible in 4 
competitive world and they must be taught that work responsibility, construc- 
tive endeavors, and the giving of oneself are ultimately more rewarding than 
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easily acquired but short-lasting gratifications. To achieve this goal a definite 
but somewhat elastic schedule is devised for each patient. As part of the 
rehabilitation program, each patient must attend Public School 619 which is 
located on North Brother Island, and which has an outstanding priucipal and 
faculty. The school is an important and integral part of the therapeutic pro- 
gram. Each pupil, with guidance, works out his or her own program. In 
addition to academic and commercial subjects, shops are available where skills 
are taught and vocational interests explored. In addition to the school, occupa 
tional therapy, physical education, arts and crafts, photography, ete., are avail 
able and included in the patients schedule. Planned and scheduled activity 
under supervision is available for each patient from 7 a. m. until 11 p. m. 

By law we are authorized to keep a patient under treatment for a period not 
to exceed 3 years. This includes the time in the hospital and the time spent 
in the followup clinic. Thus far the average stay is approximately 3 months. 
However, it is generally agreed that the longer the patient remains in the 
hospital the better are the chances of cure. But before the patient leaves the 
hospital a complete plan is developed and implemented. In many instances 
it would be desirable to have the patient separated from an undesirable home 
and community, but this is seldom practical especially when dealing with a 
minority group. 

However, on occasion we have placed patients in supervised residence clubs. 
Whenever possible, the rehabilitation counselor obtains a job for the patient. 
The counselor has made excellent contact with many governmental and voluntary 
agencies which are of considerable help in job placement. The New York 
State Vocational Rehabilitation Service has been able to place a selected group 
of patients in school for special training and in some instances the board of 
education has recommended scholarships for training in special schools when 
exceptional aptitudes in one of the arts or crafts have been demonstrated. No 
patient is discharged from the hospital until a job has been obtained or en- 
rollment in a school has been arranged. Family counseling services, youth 
board, and other interested agencies are used in planning for the patient and 
the family. As far as possible, we try to provide the discharged patient with 
a secure, realistic, and well-developed plan for his or her immediate future and 
when necessary plans are changed to meet changing conditions. 

The followup clinic is the sine qua non of the entire program. Our success 
or failure will in no small measure depend on how well the followup clinic is 
maintained on a meaningful therapeutic level. This clinic is in reality a con- 
tinued treatment setup where the therapy begun in the school-hospital is car- 
ried on on a clinie basis and by the same personnel who performed the therapy 
in the hospital area. The patient would not return for followup if they had 
a different group of workers in the clinic. They could not and would not 
relate or give of themselves all over again to “strangers.”’ Appointments for 
followup are arranged in advance and are scheduled as often as indicated. It 
is gratifying to report that of the 29 patients discharged by the medical board 
2S have kept their appointments in the clinic. It is true that there is some com- 
pulsion attached to the clinic in as much as the patients are referred for follow- 
up by the magistrate sitting in narcotics term court. Nevertheless, it is felt 
that the discharged patient comes to the clinic because he wants to, and he 
seeks help, comfort, and security from the personnel and the school-hospital. 

In concluding this first annual report, it would be advisable to make some 
general statements concerning our attitude toward the problem of adolescent 
drug addiction. All who have worked in the clinical field with drug addicts will 
agree that a normal individual cannot become a narcotic addict and this applies 
to the adolescent as well as the adult. Addicts are sick people and addiction is 
the presenting symptoms of the emotional disturbance, but it is not diagnostic 
of the underlying psychopathology. It is essential to study, understand, and 
perhaps treat the whole patient and not only his symptoms. It is well to bear 
in mind that we are dealing with disturbed adolescents in an open facility and 
we are endeavoring to ascertain what type of therapeutic and rehabilitation 
program is possible in order to reconstitute the patient in such a way that he 
or she will be able to make normal adjustments and achieve realistic motivations 
without the use of chemicals. Other institutions have failed to achieve success 
in locked facilities. We are attempting a different approach and it will take 
a long while before we can objectively evaluate our results. It is hoped that 
at least we will be able to understand the medical, social, cultural, and psychi- 
atric dynamics after we have worked with the problem for a while. 
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ANNUAL REPORT OF RIVERSIDE HOSPITAL FOR 1953 


Riverside Hospital completed its first year of operation June 30, 1953. The 
hospital is a rehabilitation facility for teen-age narcotics users. The atmosphere 
is generally permissive, without the restrictions of a correctional institution. 
Every effort is made to insure the relaxed hospital routine does not degenerate 
into disorganized or undisciplined behavior. Many of the patients admitted 
to the hospital do not wish to give up narcotics completely; most have agreed 
to hospitalization because of pressure from family and the courts. The desire 
to be cured is often on a verbal level only. It is hoped that active participation 
in the hospital program will help to rid them of their dependence upon narcotics. 
Nevertheless, it is recognized that until they are properly motivated they will 
attempt to obtain drugs. 

The program has attracted wide interest. Visitors from all parts of the United 
States, Canada, and many other nations have come to the hospital to obtain 
information, advice, and guidance to formulate plans to meet a similar problem 
which exists in their own communities. Treatment at a hospital such as Riverside 
is only a part of the vital overall program to meet this particular community 
problem. It does little good to treat a limited number of addicts if the under- 
lying causes are left untreated. 

The relationship of the patient to the hospital might be considered in four 
phases. The first begins before actual admission. All applications over the 
age of 16 are seen at the screening clinic by a team consisting of a psychiatrist, 
psychologist, and a psychiatric social worker. If it is felt that a patient can 
be helped at Riverside, the magistrate hearing the case is so advised, and in 
accordance with section 439-A of the public health law, he is ordered into the 
hospital. Applicants under the age of 16 are not screened but admitted directly 
through the children’s court. 

The second phase is the withdrawal and study period. For the first 3 to 4 
weeks of the patient’s stay in the hospital he is maintained on a study ward. If 
withdrawal symptoms appear they are treated with diminishing doses of a 
substitute drug (methadon). All patients are completely off drugs within a 
few days. A conference is held after the study is completed and depending upon 
the decision the patient is either discharged back to the court with appropriate 
recommendations for further care, or he enters the third phase of this hospital 
routine—the long-term therapeutic hospital stay. 

The present point of view is toward a fairly long hospital stay. A number of 
patients have been in the hospital for 10 or more months. All patients in the 
therapeutic program attend the school facilities. The normal age limit of 18 
for the public school system has been waived at Riverside to admit students 
up to the age of 21. During the first year of operation, patients were not re- 
quired to attend classes unless they wished to. In the second year, there has 
been a change in attitude and patients must attend school. However, the schoo] 
is flexible to suit the needs of the individual. 

Public School 619, situated on the grounds, is operated by the board of educa- 
tion under the direction of the division of child welfare. The school is an im- 
portant part of the program. It provides definitive, scheduled activity from the 
hours of 9 a. m. to 3 p. m., Monday through Friday. Because of its value this 
activity was continued during the normal summer vacation period. The school 
program for each patient is prepared in consultation with the medical personnel. 
It is designed to enable the patient to develop skills, interests, good work habits, 
and proper attitudes to encourage him to acquire confidence in his ability to 
work constructively and to participate in organized projects. 

The school provides the usual academic opportunities, plus shop facilities for 
art work, home economics, ceramics, woodworking and metal work, and a tailor- 
ing shop. Occupational therapy provides certain activities not available in the 
school, and is particularly good for those patients the medical staff feels should 
not spend full time in the school program. Recreational therapy begins where 
the school program leaves off, and continues its activities until 9:30 p. m. or 
later for social events. It also maintains an active program weekends and holi- 
days. Every effort is made to coordinate the activities of the various services. 

Before a patient is discnarged from the hospital, thorough planning is nec- 
essary. The home environment is investigated, and parents and relatives pre- 
pare for the patient’s return. While the patient is still in the hospital, the 
rehabilitation counselor evaluates his job potential and participates in all con- 
ferences concerning his hospital program and plans for his discharge. Efforts 
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are made to secure a suitable job for him and get him interested in community 
activity groups. Most patients upon discharge from the therapeutic program 
go into the fourth phase of care, or the aftercare program. A few patients 
do not attend because it it felt that they would do better without this type of 
supervision. Patients are seen at the aftercare clinic as often as necessary. 
By holding evening sessions, employment is possible for the patient, while at the 
same time his reintegration into community life can be evaluated and any prob- 
lems he encounters freely discussed. 

The law under which Riverside operates requires that the patient remain 
under the jurisdiction of the hospital, either as an inpatient or outpatient, for 
a maximum of 3 years. The hospital may terminate care at any time prior to 
the expiration date by indicating to the court that the patient is no longer in 
need of treatment, guidance, or rehabilitation. 

The hospital staff feels that the fundamental approach to the problem is sound 
and that the educational and recreational facilities are good. However, as indi- 
eated in the 1952 report, not all addicts are able to benefit from this type of 
program. Procedures have been developed making it possible to screen appli- 
cants and hospitalize those most likely to benefit. Nevertheless, it has been 
found necessary to readmit a large number of patients. A few were those for 
whom the pressures of evryday living were too great and who felt that if the 
protection of the hospital were not offered they would return to the use of drugs. 
A larger number consisted of those who had reverted to using narcotics. It is 
often found that on readmission the patient is better motivated; the possibility 
of successful results is, therefore, increased. 

Some of the difficulties the department has met with are: (1) Most of the 
patients are over 18 years of age and do not adavt easily to a school program ; 
(2) the grounds are small and facilities for a work program limited; (3) low 
salaries offered are an obstacle toward obtaining a full-time psychiatric staff; 
(4) there are an inadequate number of watchmen to maintain proper super- 
vision ; (5) absence of a satisfactory laboratory. 

In the past year several changes to improve the program have been made. 

1. A vocational training program was begun in October 1953, using the hos- 
pital service departments (dietary, engineering, housekeeping, etc.). The pa- 
tient is introduced to a trade, and gains general basic information, experience 
and skill in it. This is coordinated with the school program, and is equivalent 
to a school shop period. Correlated technical training is given by the school- 
teacher. The program seems to be effective in meeting some of the hardships 
noted in the first year of operation. 

2. The patient population has been divided into seven groups in the caseload 
assignment of social workers. Each group receives particular attention from a 
psychiatrist, a psychiatric social worker, recreational leader, nurse, school- 
teacher, etc. In this manner it is hoped to achieve continuous, full evaluation 
of the patient, with appropriate guidance. 

3. Under the supervision of the recreation service, trips to sporting events 
and other off-the-grounds activities have been started. A basketball team was 
organized and competitive games with other teams arranged. Rehabilitation 
requires that patients maintain contact with the community—complete isola- 
tion is not desirable. 

4. Parents of patients about to be discharged, or who have been discharged, 
are seen in the aftercare clinic, mostly in groups, but individually, if neces- 
sary, for advice and guidance, and to check on how the patient gets along in the 
community. 

5. The screening clinic has been moved to more spacious quarters at Mid- 
Manhattan Court, 153 East 57th Street, Manhattan. 

The lay advisory board, consisting of prominent persons interested in the 
narcotics problem; the numerous welfare agencies who have taken such an 
active part in the Riverside project; the volunteers who work under the direct 
supervision of the special service division (mainly members of the Junion League 
and the Young Men’s Philanthropic League), and others, have had a hand in and 
can take pride in the work so far accomplished. 

One of the most heartening aspects of the entire experiment has been the 
warmth, sympathy, and understanding displayed by hospital personnel. At the 
same time it is their firmness and strength that has made it possible to cope 
with the behavior of young people, and the particular group of moderately dis- 
turbed individuals hospitalized here. It is important to interest the withdrawn 
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patients into participating in organized activities, as well as to recognize the over- 
active patient in order to channel his excess energies into constructive, cooper- 
ative activities. It is up to the workers to relieve tensions which build up when 
a patient is confined to the hospital over a long period of time. 

Much has been achieved. At the same time, there is a great deal of concern 
among the staff because of the many things that still remain undone. They are 
troubled about the inaccessibility of many of the patients despite the best efforts 
of the staff, the many prospective patients never reached, the need for partici- 
pation of more community agencies, and the other matters which go to make up 
the sociological, cultural, and psychological backgrounds of the problem. 


ANNUAL REPORT OF RIVERSIDE HOSPITAL FOR 1954 


The problem of drug addiction in the city and the Nation continues to be as 
serious as it was when Riverside Hospital was first opened as a treatment facility 
for preadult narcotic users in July of 1952. The extent of the problem has been 
recognized by President Eisenhower, Governor-elect Harriman, and Mayor Wag- 
ner. President Eisenhower has initiated a study of drug addiction. Governor- 
elect Harriman and Mayor Wagner have initiated studies of juvenile delinquency 
including drug addiction. 

The relation of drug addiction to crime has been well documented and it has 
been accepted that most drug users turn to criminal activities in order to obtain 
the large amounts of money necessary to purchase their drugs. The observations 
have been made many times that drugs are used by persons who have emotional 
problems and who are beset by life situations with which they are unable to 
cope. The narcotic drugs tend to allay their anxiety so that they cease to be 
troubled by these problems. They also derive a sense of pleasure from narcotics. 
It is unusual for a drug user to spontaneously of his own volition attempt to break 
the drug habit. Attempts to break the habit are made when the user is unable 
to obtain drugs; when some members of the family discover the drug use and 
exerts pressure on the user to seek treatment; when there is fear on the part of 
the user that he will be picked up by the police and might be subjected to im- 
prisonment ; or when the user is actually apprehended by the police and is offered 
the opportunity to seek treatment by the court. Obviously, therefore, with almost 
all admissions to Riverside Hospital, treatment is something which circumstances 
has required of the person and something in which he at first it not actively 
interested. 

The drug user, when he first comes into the hospital, wishes to go off the drugs 
so as to meet the pressures which caused entry into the hospital. Also there is 
some discomfort from the withdrawal process and the patient is anxious to com- 
plete this phase so as to overcome the discomforts involved. In most cases, after 
withdrawal from drugs is completed and the patients regain physical strength, 
they lose interest in further therapy. They express themselves as now being 
cured since they have gone off drugs in the hospital and since their appetites are 
good and strength is returned. They almost always state that they are able to 
take care of themselves and stay off drugs without further help from the hos- 
pital. Experience has shown that very few patients are benefitted for any length 
of time by withdrawal from drugs alone. It requires a prolonged period of hos- 
pital and clinic treatment before the patients are able to actually realize that the 
use of drugs is harmful and that they can manage their lives without the use of 
drugs, and before they acquire sufficient interest in normal aspects of life, such as 
school, work, recreation, social activities, and normal relationships with other 
persons so that they are willing and able to resist the temptations to return to 
drugs. 

The nature of obtaining drugs and the handling of drugs and related activities 
is such that drug users become fearful of authority, distrustful of people and 
agencies who might help them, and suspicious of treating personnel. Most drug 
users come from disorganized families, where they have not had a person in 
whom they could have faith, so that this pattern of distrust and disbelief is 
easily developed. This attitude has its onset early in life often long before drug 
usage begins. One of the major problems involved in treatment is to acquire 
the confidence and the cooperation of the patients. The treatment situation is 
so structured that after adequate study of the patient, a program is developed 
for the patient, including psychotherapy, classroom work and vocational train- 
ing, using hospital facilities, with constant attention to this problem of main- 
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taining the confidence of the patient in the treating staff. At the same time 
every effort is made to develop within the patient a sense of responsibility and 
an understanding of his part in developing what is to him a new attitude toward 
living. ures 

Experience has shown that for many patients an initial period of hospitaliza- 
tion is merely an introduction to the idea of living without drugs and that the 
significance and difficulties of making adjustment in living without drugs does 
not become apparent to these individuals until after they leave the hospital. We 
have found with many of these people that even though they may revert to the 
use of drugs, they have now found that this is something which upsets them. 
They then request return to the hospital and on this readmission to the hospital 
they make a more serious attempt to understand themselves and why they went 
back to drugs. They participate better in hospital programs and are better able 
to cope with community problems after readmission. We have recognized that 
most patients will need the advice and guidance of the hospital staff over a pro 
longed period of time; that therapy must be continuous during the period of 
hospitalization, after discharge from the hospital, and for periods of readmis- 
sion if necessary. We have found that as this contact is maintained and rein- 
forced by continuous discussion and evaluation of the patients problems, with 
the staff member, there is increasing evidence to indicate that the patient is 
making better adjustment in the community. The adjustments are in several! 
areas. The basic one is a decrease in the use of drugs or actual abstinence from 
the use of drugs, better relationships with family and friends, better ability to 
work and support themselves, and finally decreased delinquent or criminal 
activities, 

In order to formalize this continuous therapy relationship, a therapeutic leave 
program was initiated on August 2, 1954. This concept and procedure provides 
for continuous therapy and observation. When a patient leaves the ward, that 
patient is not discharged from the hospital census, but is carried as a transfer to 
the therapeutic leave census and continues to be seen in therapy at the after-care 


clinic by the personnel who conducted therapy in the hospital. If the patient 


requires further inpatient cares because of either increasing tension and diffi- 
culty in life situations, which make it likely that he might return to the use of 
drugs, or because of actual return to the use of drugs, that patient is then re- 


turned to inpatient care as a transfer from therapeutic leave without a break 
in the therapeutic relationship. This is a most realistic approach and recognizes 
the need for continuous long-term therapy both in and out of the hospital, which 
is necessary to change the patient’s attitude toward life and a dependency on the 
narcotic drug. 

Other activities which have been developed to strengthen the participation of 
patients and their families in the hospital, and to improve their motivation and 
interest are, a patient council which meets once a week with the administrative 
heads of the hospital, and a parents-friends-staff association which meets once 
month at a meeting place in the Bronx. The patient council is of value since it 
identifies a group of the most influential patients with the hospital administra- 
tive staff and make it possible for that group of patients to exercise their influ- 
ence on the other patients in a beneficial manner. The parents-friends-staff 
association is extremely important inasmuch as most of the families from which 
the patients come are troubled and disorganized and are faced with many emo- 
tional difficulties and conflicts. By this group meeting regularly many of the 
problems of drug addiction, delinquency, family relationships, and related mat- 
ters can be discussed thereby creating better understanding on the part of the 
parents and improving the climate of the home to which the patient must return. 
It is also hoped that this group will be of value in decreasing the number of per- 
sons who might become addicted through their influence in the high-drug inci- 
dence areas. 

There have been a few changes in practices. With regard to admissions. all 
persons under 21 years of age who apply are accepted into the hospital. None are 
screened out at the clinic. Some patients are accepted with the agreement that 
they will not be required to stay beyond 1 month. This is done because even 
though we feel that 1 month is not sufficient time for these patients, if we did 
not acquiese to a short term in the hospital, they probably would not receive any 
treatment at all. 

There has been increasing insistence on the patients participating in the pro- 
gram as planned. Patients are not excused from school or work programs but 


are expected to follow through on all these things as planned. There is increas 
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ing emphasis on good work habits and responsibility for assignments. Where 
ever possible regular hospital activities, engineering, dietary, housekeeping, and 
storekeeping departments, are used for vocational training. 

Groups of patients have made frequent trips to beaches, the United Nations, 
museums, and other places of interest, under the supervision of the recreation and 
nursing staffs. The hospital baseball and basketball teams have played other 
teams in the community and upstate. Visiting teams have played at the hospital. 

A number of nurses have received fieldwork experience at the psychiatric 
division of Kings County Hospital. This has been a great benefit and has served 
as a refresher course and has improved the quality of the nursing service at River- 
side Hospital. The staff of the hospital has been active in community education. 
There was a conference on drug addiction conducted at the hospital May 20, 1954. 
About 300 persons interested in drug addiction including doctors, nurses, social 
workers, psychologists, probation officers, teachers, and others attended this con- 
ference. In addition, numerous individuals and groups of teachers, nurses, social 
workers, and others visited the hospital on numerous occasions so that in the 
course of the year at least 600 persons visited the hospital and were informed 
concerning some of the aspects of drug addiction and our treatment methods. 
Members of the hospital staff participated in many lectures, conferences, and 
other teaching activities away from the hospital. 

Research activities during the past year included continued cooperation with 
the New York University Research Center or Human Relations; a study of the 
personality of the adolescent drug addict; a study of the family relations of the 
patients; a study of electroencephalograph of patients is being conducted as is 
also a study of the use of serpasil with regards to its effect on dependency on 
narcotics. A report on the vocational rehabilitation program at Riverside Hos- 
pital was accepted for publication by the Psychiatric Quarterly of New York 
State. 

For over half the year the ferry service was interfered with by work on the 
ferry slips at North Brother Island and at the 134th Street terminal. During 
those periods, trucks could not be brought to the hospital and all supplies had to be 
handled several times by hand, increasing the difficulty of operation of the hospi- 
tal. Other interferences of the ferry service were due to fog and breakdown of 
ferries. 

The past year can be looked back at as a year of great accomplishment. The 
increasing coordination of the various professional disciplines within the hospi- 
tal, the increasing use of hospital service areas, dietary, housekeeping, stores, and 
engineering as training areas for the patients, the development of the parents- 
friends-staff association, the development of the patient council, the improved 
attendance of patients in the school, public school 619, and the increasing interest 
of the patients in the school program, the more positive attitude of the patients 
toward the hospital program, and increasing attempts on the part of the patients 
to benefit from the hospital program, are all achievements of which we can be 
proud. There is still room for greater improvement. There are many patients 
who are not adequately benefited by the many activities and many programs 
which are in effect at the hospital. We must look to the development of new 
methods and must be more persistent in the application of the old methods if we 
are to achieve a degree of accomplishment with which we will be satisfied. It 
will be necessary to work intensively with patients over a prolonged period of 
time. It would be important to develop group methods, whereby patients rein- 
force each other in their determination to abstain from the use of narcotic drugs. 

The need for a halfway house to which patients might go after discharge rather 
than return to their disturbed former environment still exists. The increasing 
public awareness of the drug problem and the determination of public and private 
avencies to assist in meeting it will be of immeasurable assistance in the incoming 
year. 


SUPPLEMENTAL REPORT OF RIVERSIDE HOSPITAL FOR 1954 


DEPARTMENTAL ACTIVITIES 
Social service 


The professional staffs were reorganized into six treatment teams with ap- 
proximately one-sixth of the patients being assigned to each of the teams. This 
relieved two social workers from carrying their own caseload and freed them 
to act as casework supervisors. 

The screening clinic at the narcotics term court was suspended and replaced 
by an intake social worker. Formerly a social worker was permanently assigned 
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to the screening clinic. All social workers are now rotated through the intake 
service so that they all are able to maintain a workload at the hospital. 

Formerly only patients who seemed suitable for therapy were seen in the after- 
eare clinic. This has been changed with the institution of the therapeutic leave 
program. The policy now is that all patients whether a good candidate for 
therapy or not shall be transferred to therapeutic leave on leaving the hospital 
and shall be seen periodically in the aftercare clinic. This has increased the 
workload in the aftercare clinic. The major part of this load is carried by the 
social workers. 

One of the social workers maintained an activity group at the Manhattanville 
Neighborhood Center last spring. This was moderately successful. A few 
were of the discharged patients and attended regularly, a larger number attended 
intermittently. The fall program for 1954 included preparation of patients for 
this activity prior to discharge by having the social worker who conducts this 
activity form a club, meeting at the hospital, with the expectation that these 
club members would continue the club activities at Manhattanville Neighborhood 
Center with him after discharge. 

There is indication that the hospital will receive increasing cooperation from 
family casework agencies in the community. This will be of great assistance 
in helping sustain patients after they are discharged from the hospital. 

Members of the social service department, particularly the director of social 
service, were active in addressing community groups and in educational programs 
concerning drug addiction. 

The social service department participates in research being conducted at the 
hospital. A study of the family relationships of the patients is in progress and 
should be completed soon. 


Psychology 


All patients receive thorough psychological testing. The psychologists par- 
ticipate in diagnostic and team conferences and assist in the planning for 
patients. They provide individual therapy for some patients both in the hos- 
pital and in the aftercare clinic. The psychology staff takes part in the six 
diagnostic and therapy teams. Since there are only 5 psychologists, this has 
resulted in 1 of the teams being served by psychologists who have full-time 
assignments with other teams. Organizational structure would be strengthened 
if we had two additional psychologists. One to complete the sixth team and 
one to relieve the senior psychologist of her team assignments so that she could 
be freed for supervisory and administrative duties. 

The psychology department conducted two research projects. One was a 
study of the personality of the adolescent drug addict. The findings of the 
siudy were presented at the conference held at Riverside Hospital on May 20. 
The second was a comparison of our patients with a group of schizophrenic 
patients at Bellevue Hospital. 


Occupational therapy 


In the first half of the year, there was an incomplete occupational therapy 
staff due to the difficulty of obtaining applicants. Since July 15, the authorized 
staff of three occupational therapists has been attained. This has made it 
possible to better organize the occupational therapy program to develop an active 
effective ward program for patients undergoing the initial 30-day period of 
withdrawal and study. It also made it possible to assign occupational therapists 
to the staff teams on the basis of each therapist being represented on two teams 
and attending those team conferences, and participating in the study, treat- 
ment, and management of the patients assigned to those teams. 

The work of the department has been handicapped by shortages in supplies 
and small tools. It has been possible to obtain some materials by donations and 
some assistance has been obtained from public school 619 located at the hos- 
pital here. It is hoped, however, that additional moneys will be included in 
future budgets so that the staff may be better able to plan and execute its 
activities. 

Recreation 


The recreation department has been very active in maintaining programs at 
the hospital every evening and all day on Saturdays, Sundays, and holidays. 
In addition to the programs at the hospital there have been many activities away 
from the hospital, including the hospital baseball and basketball teams playing 
other hospitals or youth groups, trips to beaches, ball parks, movies, and points 
of interest. The recreation department has received the cooperation of the 
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nursing and other departments in providing supervisory personnel for these 
excursions off the island. 

The members of the recreation staff in addition to their general duties prin- 
cipate in the staff teams and were able to provide specific information to the 
treatment teams with regard to individual patients. Recreation in this hos- 
pital is a specific therapeutic activity as well as a means of relaxation and en- 
tertainment. 

Chaplaincy 


Protestant chaplaincy service is provided by a resident chaplain. Rev. Charles 
Jaekle who has been the protestant chaplain living at the hospital from the 
time the hospital started, resigned on October 16, 1954, in order to assume the 
position of chief chaplain for the mental hospitals of the State of Texas. He 
was replaced by Chaplain Charles Blake. 

Reverend Jaekle was qualified to give clinical training to theological students 
and while he was here, a large number of chaplaincy students had 8-month periods 
of clinical experience at the hospital, with great benefit to them and to the hos- 
pital. Reverend Blake has been of great assistance by his full-time presence 
at the hospital. It has not been possible to continue the program of clinical ex- 
perience for theological students. It is hoped that this program may be re- 
sumed at a later dtae. 

The Catholic chaplain conducts regular services. The Jewish chaplain re- 
ports to the hospital on call. 

Vocational rehabilitation 


There is one rehabilitation counselor allowed for Riverside Hospital. His 
duties include aptitude testing, individual counseling, group counseling job 
placement, followup of patients after discharge to assist them in maintaining 
their jobs or obtain new jobs if necessary. The vocational counselor also is in 
charge of the vocational training program at the hospital. In order to assist 
him in his various functions, two registered nurses have been assigned to him. 
One acts as coordinator for the inhospital vocational training programs. The 
other assists in testing and participates in the team meetings, reporting on the 
patients progress in work and receiving recommendations as to their work 
programs in accordance with the psychiatric situation. These are direct patient 
activities and the nursing personnel are well qualified to assume these respon- 
sibilities of working with patients. It would be important that the vocational 
rehabilitation service be strengthened by the addition of two more rehabilita- 
tion counselors. Almost all the patients have poor work habits, unrealistic at- 
titudes toward work, and poor conceptions of what should be expected in a job 
situation. They need individual counseling in these areas and it would be 
important that we have additional counselors since frustrations in job situa- 
tions after discharge from the hospital are among the major reasons for 
recidivism. The request for these additional positions are continued in job 
modification and budget requests pending at the present time. 

Nursing 


The nursing division supervises the living areas of the patients. The attitude 
of the patients to the hospital is to a great extent influenced by the various 
members of the nursing staff with whom the patients come in continuous contact. 
The quality of the nursing supervision has improved continuously, partly by 
experience but to a large extent because of an active program of inservice 
training. Several of the nurses had fieldwork experience at the psychiatric 
division of Kings County Hospital. This experience served as a refresher course 
for them and improved their understanding of adolescent behavior and the 
emotional problems of patients. On their return to Riverside Hospital these 
nurses applied the knowledge which they had gained and assisted in the training 
of the practical nurses and nurses aides so as to improve the understanding of 
those members of the nursing division. 

The registered nurses also are members of the therapeutic team and attend 
the team meetings, in that way contributing to the psychiatric care of the patients 
and improving their own understanding of the psychodynamics involved. 

The nursing service has cooperated in almost all patient activities including 
coordination with the vocational counselor for the work program, providing 
supervisory personnel for patients going on field trips with the recreation staff, 
working with the occupational therapy staff in the supervision of patients 
attending occupational therapy, participation in the after care clinic and in 
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every way contributing to the total hospital program and in the many details 
of patient care. 


Public School 619, Bronx 


Public School 619, Bronx, is a unit of the division of child welfare of the board 
of education. It is located on North Brother Island and serves the patients 
of Riverside Hospital exclusively. Although it is a unit of the board of education, 
it is closely affiliated with the hospital. The professional staff of the hospital 
assists in formulating programs for students in the school, and the school serves 
us an additional treatment area for patients. In addition to their classroom 
activities, teachers are assigned to the therapeutic teams, they attend the team 
meetings, contribute their observations, and obtain recommendations from the 
therapy staff with regard to the student-patient needs. The teachers are espe- 
cially selected because of their ability to work with disturbed youngsters. In 
addition, the teaching staff receives orientation from the various professional 
staffs in the hospital so as to improve their understanding of the patient and so 
as to assist them in coping with the problems which the patients create. 

In addition to the classes in the school building, classes are maintained on 
the ward for patients undergoing withdrawal and study. The school has served 
as an educational source for many departments in the board of education. 
During the past year many groups of school principals, guidance counselors, 
attendance officers, school court representatives, and other members of the school 
system have visited the school and the hospital and have gained knowledge and 
insight with regard to drug addiction and disturbed adolescent youths. Mr. 
Padden, the principal of the school, estimates that in all about a thousand persons 
visited the school and hospital during the year 1954 and received this type of 
knowledge and orientation. 


MEDICAL SERVICES 
Psychiatry 

The psychiatric staff consists of one senior psychiatrist, 2 junior psychia- 
trists, and 6 session psychiatrists. One junior psychiatrist position is vacant due 
to the difficulty of obtaining psychiatrists at the present time at the salary 
offered. The six staff treatment teams mentioned before are each headed by a 
per session psychiatrist. This psychiatrist meets once a week with the entire 
staff team, i. e., with the junior psychiatrist, psychiatric resident, medical resi- 
dent, psychiatric social worker, psychologist, nurse, occupational therapist, rec- 
reatitonal therapist, and school teacher. Occasionally the vocational guidance 
counselor, chaplain and dietician may attend the meetings. At these meetings 
the progress of individual patients is discussed, changes in treatment program 
may be initiated, decision for discharge is made. The per session psychiatrist 
at other times does individual therapy, he supervises therapy given by the psychi- 
atric social worker and psychologist to patients assigned to that team, and in 
other ways exercises leadership and supervision with regard to that treatment 
team and the patients assigned to it. 

The senior psychiatrist conducts diagnostic conferences, participates in the 
planning for patient activities, and maintains overall supervision of psychiatric 
therapy and patient welfare. Approximately 460 patients have been seen in 
4,000 psychotherapeutic sessions during the past year. Approximately two- 
thirds of the treatment was psychologists or psychiatric social workers. 

Among the research activities being conducted by the psychiatric staff is an 
E. E. G. study being done by one of the psychiatrists. Another psychiatrist is 
investigating the effect of serpasil and its ability to relieve anxiety and tension. 
He is also conducting a followup study on discharged patients. 

The general medical care of the patients is maintained by two house physicians 
and a per session internist. Although the patients are in relatively good health 
and are ambulatory, they have many complaints requiring a great deal of at- 
tention on the part of the staff in order to allay their anxiety and relieve them 
of their discomforts. All patients receive complete medical study and care. 
Severely ill patients are transferred to Lincoln Hospital. Severely disturbed 
patients are transferred to Bellevue Hospital. We have received extremely good 
cooperation from both of these hospitals. 


Dentistry 


Almost all patients have poor teeth and require a great deal of dental care. 
This is given to them by the 3 per session dentists who attend the hospital 2 
sessions each, weekly. 
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Engineering 


The two hurricanes which hit this area this summer caused considerable dam- 
age to the electrical lines and electrical equipment, as well as other damage to 
the hospital. Temporary repairs are made to electric lines, however, the elec- 
tric lines are old. One of the electrical liaes to the mainland is out of order 
so that electrical services are from one circuit only and this circuit is in poor 
condition. The engineering division has managed to maintain the hospital in 
good working condition. This at times has been difficult since many of the power 
lines, water lines, steam lines, and the buildings are old and require constant 
maintenance. 


Stores 


Operation of the stores division was made somewhat difficult for over half the 
year by difficulties in operation of the ferry. The ferry slip at North Brother 
Island and the ferry slip at East 134th Street, Bronx, required repair so that for 
over 6 months all supplies brought to the hospital had to be handled by hand at 
either the New York side or the North Brother Island side or both. Some of the 
patients were very helpful in assisting in this handling of supplies. However, 
it did create a difficult situation for the stores division. 


Dietary 


The dietary division is faced with the problem of maintaining an interesting 
and varied menu for patients, some of whom are in the hospital for a prolonged 
period of time. Many of the patients are Puerto Rican and their interest in food 
is different from those of the majority of the patients. This has contributed to 
some lack of satisfaction in some of the patients with the menu served. Despite 
these difficulties they have managed to maintain a menu which has met the needs 
and taste of most of the patients. At times actual operation have been made 
difficult by fog which interfered with the ferry service and made it impossible for 
some of the personnel to come to work or to leave from work at the scheduled 
time. 

SPECIFIC PROGRAMS AND ACTIVITIES 


Therapeutic leave program 


The public health law, by which means patients are put under the jurisdiction 
of the hospital, authorized the hospital to maintain that jurisdiction for a period 


of 3 years. This observation and treatment may be in the hospital or it may be 
in the outpatient department of the hospital. It may be discontinued prior to 3 
years on the recommendation of the hospital. Experience at the hospital has con- 
firmed previous observations that very few patients are permanently benefited by 
a single period of hospitalization. Experience at the hospital has indicated that 
patients require prolonged periods of treatment and that often the patients benefit 
by a period in the community even though the patient may return to drugs dur- 
ing that period in the community. It has been the observation of the treating 
staff that when such patients are returned to the hospital they are better moti- 
vated and better able to benefit from a treatment program. It is the observation 
of the treating staff that a prolonged period of association of the patient with 
the hospital is necessary. However, it does not seem to be necessary for this en- 
tire period to be spent in the hospital. Therefore, in order to formalize the re- 
lationship of the patient to the hospital as a continuous treatment experience, 
the therapeutic leave program was inaugrated. This program indicates that the 
period of treatment in the hospital was only part of the total treatment neces- 
sary. When the patient leaves the ward that patient still continues as a patient 
of the hospital, though treatment is now conducted at the aftercare clinic. Some 
patients who are suitable for it may receive frequent psychotherapy sessions at 
the aftercare clinic. Others who would not be suitable for intensive followup 
will be seen less frequently and some of the contacts might be merely of a gen- 
eral nature to check on the patients’ progress and to plan further therapy as the 
situation develops. If necessary, because of community pressures and the fear on 
the part of patients that they will return to drugs or if the patient does return 
to the use of drugs, that patient then may return to the hospital as a continuation 
of the treatment as an in-patient. 

At the aftercare clinic, many of the patients who are seen are patients carried 
on the therapeutic leave census. A number of the patients seen are patients who 
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were discharged before the thrapeutic leave program was initiated and who at- 
tended the aftercare clinic on a voluntary or compulsory basis and are not on 
therapeutic leave census. As the number of patients discharged increases, the 
number of patients attending the aftercare clinic is increasing. Additional activi- 
ties have been understaken at the aftercare clinic, such as the dispensing of 
medication by the physicians attending the clinic. A nurse was assigned to the 
aftercare clinic for each night in order to check on the patients’ physical condi- 
tion, assist the doctors, and check on medication dispensed. This has strength- 
ened the aftercare clinic in its operation. 

The social workers, psychologists, and vocational counsel or who attend the 
aftercare clinic are being paid by a special grant provided by the Rockefeller’s 
Bros. Foundation. The Rockefeller’s Bros. Foundation made this grant as a tem- 
porary demonstration projeet. They now feel that the project is a success, that 
the type of services offered have been shown to be necessary and useful, and they 
are planning to withdraw their grant and not renew it in the next fiscal year. 
A request was included in the hospital budget for 1955-56 for funds to cover the 
clinic services for social workers, psychologists, and vocational guidance person- 
nel on a per session basis. This is extremely essential since we know that the 
patients must have the support of the treating personnel after they leave the 
hospital. It would not be possible to staff the aftercare clinic unless these per 
session positions are made available. It is hoped that the budget requests will 
be granted in the budget of 1955-56. 


Patient council 


It has been observed that the attitude of the majority of patients is often in- 
fluenced by the attitude of certain leaders among the patients. In order to have 
this leadership among the patients exerted in a positive useful fashion, a patient 
council was organized. This patient council meets with the administrative heads 
of the hospital once a week, discusses patient and hospital policies and problems, 
and exerts its influence on the general population so as to reinforce the thera- 
peutie staff. The patient council consists of 2 representatives from each of the 
6 groups of patients corresponding to the 6 treating staff teams. 


Orlentation program 


During the first 30 days a patient is in the hospital, that patient is undergoing 
withdrawal from drugs and study by the therapeutic staff. Psychological studies, 
social work history, psychiatric workup, physical examinations, X-rays, and other 
necessary study procedures are being performed. The patient is participating in 
occupational therapy and school activities on the wards, as well as recreation 
on the wards and on the grounds. In order to properly acquaint the patient 
with the hospital, its program, the opportunities which it offers and the interest 
of the staff in the patient welfare, an orientation program has been instituted. 
During this period orientation talks are given to the patients on the withdrawal 
ward by the medical superintendent, senior psychiatrist, director of nursing, di- 
rectors of occupational therapy, recreation, social service and psychology, the 
principal of the school, the chaplain and members of the patient council. 

This series of orientation talks has resulted in many a patient who initially 
was reluctant to stay in the hospital for a full therapeutic period, acquiring an 
interest in therapy and express a willingness to undergo a period of rehabili- 
tation in the hospital. It has also resulted in better patient behavior and im- 
provement in the attitude of the patient toward the hospital program. 


Movie program 


Most of the patients have poor information with regard to general health and 
hygiene, work situations, mental health, sex hygiene, and other matters of 
general interest. Many of these matters are covered in the school program and 
in therapy. However, in order to survey the whole field with the patients and 
to be sure that all patients obtain some information in these areas, a movie 
program has been begun. These movies are to be shown every second Saturday 
morning, i. e., those Saturday mornings when we have no visiting hours. Movie 
subjects to be included would be general health and hygiene, mental health, 
vocational training films, sex hygiene films, and other films of a similar nature. 
The patient population is then separated into discussion groups. 
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Parents-Friends-Staff Association 


The families of most of the patients are disorganized. They are in need of 
advice, support, reassurance, and any assistance which can be given them in 
meeting their problems. A great deal of the difficulty of discharged patients is 
due to the lack of understanding on the part of the family to receive them 
properly after they are discharged from the hospital. In order to provide the 
necessary understanding and guidance and to improve the cooperative effort 
of parents and staff, a Parents-Friends-Staff Association was organized. This 
organization meets once a month. The meetings have been fairly well attended. 
At the meetings we have had as speakers: Inspector Terranova, Judge Murtagh, 
one of our staff psychiatrists, Dr. Wayne Barker, as well as mental health 
movies, discussions of the hospital program and discussion of drug problems. 
The effect of this has been very beneficial for those parents who attend. Every 
effort is being made to interest all the parents of patients in the hospital and 
parents of persons who have been in the hospital, as well as other persons in 
the community who would be benefited by attending such meetings, 


Supporting agencies 


The lay advisory board for Riverside Hospital has been extremely helpful 
in providing advice, guidance, and support to the staff with regard to many 
matters. Most of the members of the lay advisory board are active in other 
aspects of drug addiction and juvenile delinquency, as well as general com- 
munity problems. They have, therefore, as individuals been able to advise the 
administrative and other members of the staff with regard to problems which 
have arisen. As a group they have been extremely helpful in assisting the 
hospital in its general planning and programing and maintaining proper com- 
munication with the community. The committee on drug addiction among pre- 
adults of the welfare and health council has been active with the hospital and 
has been helpful in the same manner as has been the lay advisory board for 
Riverside Hospital. 

Volunteers 


Riverside has been fortunate in having had the cooperation of the Junior 
League of the City of New York, many of whose members have served as volun- 
teers for Riverside Hospital in the hospital, at the intake clinic, and in the after- 
care clinic. They have also served to inform the community of the hospital’s 
needs. 

Other volunteers have been active with the recreation department. It would 
be important to have a director of volunteers. There are many individuals and 
agencies who would be anxious to participate in the work which is being done 
at the hospital if they had a person at the hospital to whom they could relate. 
Unfortunately each of the members of the staff at the hospital has a full-time 
job and is unable to properly assume the position of a director of volunteers 
which is in itself a full-time job. 


Community education 


The staffs of the hospital and of Public School 619 have been active in com- 
munity education. The major activity of the year was a conference at the 
hospital conducted on May 20, 1954. Other visitors during the year included 
groups of educators, legislative committees from Massachusetts, Michigan, and 
Ohio; visitors from such faraway places as Norway, Japan, India, and Palestine; 
and numerous other individuals and groups who came to the hospital and the 
school in order to learn more about drug addiction and the problems of adolescent 
youths. 

In addition, the staffs of the hospital and the school lectured to numerous 
groups at a number of conferences. The director of social service lectured at 
over 15 different meetings. The superintendent of the hospital at seven. The 
principal of Public School 619 at a large number of meetings. Mr. Padden, the 
principal of Public School 619 is conducting a series of lectures and conferences 
for teachers. The various division heads are participating in this series of lec- 
tures and conferences. 


Staff education 


Staff education is continuous with regular weekly conferences within profes- 
sional staff and monthly conferences of the entire professional staff. 
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oxHreit No. 30 
PROBATION FOR A CURE 


An analysis of 85 drug addict cases committed to the United States Public 
Health Hospital for treatment as part of probation 


September 1955 
Morris Kuznesof, United States probation officer, southern district of New York 


Current thinking on the problem of drug addiction holds that the addict is 
a physically and psychologically sick person. For at least 25 years, medical 
authorities have urged the courts dealing with addict offenders to provide 
treatment instead of punishment only. In the original law which established 
the two United States narcotic farms at Lexington, Ky., and Fort Worth, Tex., 
provision was made for addicts to receive treatment through (1) voluntary 
admission, (2) admission by commitment for cure as a condition of pro- 
bation and (3) while serving a prison term. 

The purpose of this paper is to set forth the experience of one Federal 
court with cases of addict defendants granted probation with commitment for 
a cure of addiction as a special condition. The data considered is from the 
probation office files of the United States District Court for the Southern Dis- 
trict of New York. The findings shed light on the effectiveness of “probation 
for a cure” as a treatment method. 

Over the years since Lexington and Fort Worth were established, the medical 
officers in charge have made earnest pleas for more probationer patients. Sev- 
eral years ago, Dr. John D. Reichard said, ‘Persons who are primarily criminals 
and only incidentally addicts, and those who have shown no interest in their 
own care or rehabilitation, should be sent to a different type of institution. 
The energies of the hospital staff should be utilized on the socially operable 
and not wasted on those who cannot be rehabilitated—the ideal method of 
treating and handling addicts not of the confirmed criminal type is to place 
them on probation for a period of 3 to 5 years (26). 

It is noted that Dr. Reichard asked for patients who were socially operable, 
that is, patients who were not confirmed criminals. Some years later, Dr. Victor 
Vogel (34) who succeeded Dr. Reichard, made a similar statement. Dr. Reich- 
ard, and those who succeeded him felt that the treatment would be successful 
only when the patient realized the seriousness of his condition, wanted help, 
was willing to accept treatment and was not handicapped by the criminal 
habits of thought and behavior or intimate association with other criminals 
or addicts. 


SCOPE OF THIS STUDY 


The records of addicts sentenced in this court reveal that cases have been dis- 
posed of in the following ways: 

1. Probation, on condition of voluntary commitment to a narcotic farm. 

2. Probation, without the condition of such voluntary commitment. 

3. A prison term, to be followed by probation. 

4. A prison term, with no probation. 

Since the purpose of this study was to determine, if possible, whether “‘pro- 
bation for cure” was effective, several hundred cases were reviewed for the 
criteria of: (1) Receipt of probation, (2) receipt of treatment at the USPHS 
narcotic farms with discharge as cured within the meaning of the law, and (3) 
receipt of probation supervision following discharge. The calendar years 1949 
through 1953 were covered. In this time there were 85 cases which met these 
conditions. 

The 85 cases involved 838 different individuals to whom probation was granted 
(two of them twice) on the condition of voluntary surrender for treatment. 
Three were granted in 1949, 15 in 1950, 23 in 1951, 26 in 1952, and 18 in 1953. 
Hospitalization for this type of case is usually 135 days, which was the length 
of time each patient stayed at the hospital before being pronounced cured. 

Data on cases prior to 1949 were not readily usable due to the infrequency 
with which “probation for a cure” was imposed by the court. During succeed- 
ing years the judges have used this type of sentence more frequently, hoping 
thereby to encourage the rehabilitation of narcotic addicts. This was in line 
with the theory that, “Narcotic addicts are sick people, objects of pity who 
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should be helped. They should not be dealt with by punishment in jail, but 
should receive treatment for their sickness in a hospital.” Leaders in the fields 
of social work, medicine, and the law advocated this plan. The cases studied 
here cover the years 1949 through 1953. 1953 is the last year used as there must 
be time enough after the patient returns from the hospital, to observe his be- 
havior in order to know whether or not he has returned to drugs. It was felt 
that persons committed for cure during 1954 have not.been under supervision 
for a sufficient length of time to give valid results. 

Drug addiction alone is not a Federal crime.—Only those addicts who are 
interested and prosecuted for some Federal violation come to the attention 
of this court. The study revealed that the addicts who were granted “proba- 
tion for a cure” committed offenses which fell into two major categories, (1) 
violations of the Federal narcotics control laws and (2) violations of the postal 
laws, which also included the forgery and utterance of checks and securities, 
stolen from the mails. More (50 out of 83) were charged with postal viola- 
tions and forgery than with narcotics violations (35 cases). Eleven of the above 
were probation violators who when resentenced were granted the “probation 
for cure’ sentence. (See table I.) 

During the fiscal year 1955 more than 600 people were arrested by the Post 
Office Inspection Service, New York District, for postal depredations. Ap- 
proximately 40 percent of these were found to be addicted. Almost invariably 
they gave as their reason for stealing from the mail, their craving for the drug. 
Breaking into and stealing from a hallway letterbox, and forgery of these 
checks thus stolen seemed like a quick and easy way to the money needed for 
drugs. Some addicts spend as much as $20 to $30 per day for drugs, all of 
it stolen or secured by other illicit activity. While postal depredations are 
not confined to letterbox thieves only, many steal packages in order to sell their 
contents; the letterbox thief presents the most serious problem because of the 
harm done and the suffering created by his act. This group specializes in Gov- 
ernment, State, or city checks being sent to the dependents of Armed Service 
personnel, to civil service pensioners, recipients of public assistance, unem- 
ployment insurance benefits, and social security. True payees of these checks 
are usually people who can ill afford to wait for their money. True, the check 
when reported missing is replaced, but there is sometimes a delay of weeks or 
months which creates a serious hardship on the true owner. Also, these checks 
are often cashed on false identification by small-business men who are ultimate 
losers, as the issuer will not honor the check when it is shown to have a false 
endorsement. In at least one recent case, a merchant was forced into bank- 


ruptcy because of bad checks he accepted while attempting to accommodate 
his customers. 


Table 1.—Offense leading to adjudication of violation of probation 


Violations of narcotics laws 
Possession of heroin 
Possession of drugs 
RIOR RI OP Gaited cade wo kdidliciad tabi 
Unlawful sale of heroin 
Forging of prescriptions 
Possession of marihuana 
Violations of postal laws 
Possession of stolen mail 
BEARS WpOt CRRR GOneG ce bo oc kee et cee 
Mail theft 
Forging Government checks 
Embezzlement by post-office employees________--_..--------------- 
Violation of probation 
(Original charge) mail theft 
Original charge) sale of drug 


Age, sex, and race of addicts studied 


As previously indicated, there were 85 cases of “probation for cure” during 
the test period. Two of these persons received “probation for cure” twice. 
Out of the 83 individuals studied, male addicts predominated over females, 62 
to 21, or a ratio of almost exactly 3 to 1. Of the 62 males, 38, or slightly over 
63 percent were below 25 years of age at the time they were placed on probation. 
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Of the 21 females, 15, or 71 percent were under 21. Allowing for the fact that 
the judges would be inclined to grant “probation for cure” to the younger, less- 
hardened offenders, these figures still point to a serious fact, that young people 
are falling prey to the drug habit. In the next table we will see how the addicts 
themselves state they started using drugs at an early age. Thirty-eight, or 63 
percent of the males and 15 of the 21 females, or 71 percent were negroes. The 
number of cases studied is not sufficient to draw any positive conclusions. The 
figures shown may be a reflection of proximity only. For years the Negro 
sections of the city have also been the heavy narcotic selling areas. It seems 
only natural to assume that persons seeing narcotics sold or used might be 
tempted to try it where others, who never had even this casual contact with it 
would not be so tempted. 


TABLE II.—Age, sex, and race of drug addicts studied 


Male Female Total 


Age at sentence —— - oe —— — —_—— 


Negro | White | Total | Negro | White | Total | Negro White | Total 


Below 21_--.--- : 5 | : ¢ i 10 14 
Zi te D.....-. a a : ; | 26 39 
, OO ( : ; 9 : 12 
30 to 39__- i < ) | ; < 4 5 Q 
@ to 49......-.-- Shee : : a 2 3 


- 


Be pieces ‘i , 4 ’ aeee 0 5 


0 


Over 60 (sae ; l 


BS 


Age at initial use of drugs 

The following data on the initial use of drugs may be criticized as being inac 
curate as it is based almost entirely on the unsupported statements of the addicts 
themselves. Materials for this study were secured from the case records of the 
probation office, with no fieldwork or corroborating interviewing. The state 
ments made, either at the time the probationer entered Lexington, or when he 
was interviewed by the probation officer before or after sentence, are accepted. 
It is recognized that the addict, when interviewed, might tell any kind of story 
that would suit his purpose, depending on his reaction to the interviewer, his 
own frame of mind and his own sincerity, even to the point of nonaddicts claim- 
ing addiction in order to appeal to the sympathy of the court. This has been 
tried more than once by narcotic sellers who hope to avoid a severe sentence by 
claiming to be victims of the habit who were selling for their own supply... Ob- 
viously, any information as to the onset of addiction given in such a cuse would 
be valueless. 

The tendency of defendants to tell any story which fits their purpose, especially 
if they believe they can induce a lighter sentence is further demonstrated in the 
case of two young men arrested for drug sales. At the time of arrest, and while 
in detention they claimed to be addicts and exhibited “scars” on their arms as 
proof, although neither had withdrawal symptoms. Later, at a Federal institu 
titon they denied addiction in order not be restricted in their dormitory and work 
assignments. In still another case a young female addict won consideration 
of the court by appearing for sentence with a letter showing she had permission 
to enter Lexington as a volunteer patient. She offered this as proof of her sin- 
cere desire to rid herself of the habit. She was granted probation for a cure 
with permission to proceed to Lexington at her own expense. She disappeared 
and was arrested 5 days later and sent to Lexington in custody. Discharged as 
cured August 25, 1955, she was found dead from an overdose of narcoties within 
24 hours after reaching New York City. Her complete lack of sincerity is 
evident. 


1OQOne defendant sentenced in this court emphatically denied that he had ever used 
drugs when questioned by the probation officer prior to sentence. This information was 
included in the presentence report. However, at the time of sentence his attorney pled so 
eloquently that he was an addict and thus deserving of sympathy that the judge suspended 
sentence and sent him to Lexington for a cure. On arrival there he again denied his 
addiction. He was kept at Lexington as the doctors felt he was mentally and emotionally 
ill and could benefit by the treatment. . 
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Table III has been prepared on the basis of these statements. If they are to 
be believed it would appear that many of the probationer patients were addicts 
for several years before they came to the attention of the court. According to 
them, 69 of the 83, or 82 percent began using drugs before they were 25 years 
old and over 56 percent claimed use when they were under 21. 


TaBLe III.—Age at initial use of drugs‘ 


Age at time of initial use of drugs 
Age when sentenced rr eminent a oancomapery rs: ae 


| 30 to 39 | 40 to 59 


14 to 17 | 18 to 20 | 21 to 25 | 26 to 29 


| 
Below 21___ peo | ; * 
21 to 25 
26 to 29 
30 to 39 _- 
40 to 49 
50 to 59 
Over 60 


Total_. 


1 Unsupported by objective investigation. 


Length of addiction prior to sentence 


This information is also based largely on statements given by the addicts them- 
selves and is therefore open to suspicion. However, addicts undergoing treatment 
sometimes show surprising candor. The data for whatever it may be worth 
shows they confessed to being addicts for considerable time before being brought 
before the court. The information also supports the implications of earlier tables, 
that most of these people began addiction in their teens. 


TABLE IV.—Length of addiction prior to sentence * 


| 
Years | 

Age at sentence | ean = Te cab oaas LATE Total 
3), 4/5) 6] 7 | 8 | 10; 12) 13; 15; 17; 18) 19| 2 34 | 35 | 36 | 


Below 21 q Sirti a 
21 to 25... §1'8/|5/181|2)2 
26 to 29__. | ‘ 1 1 
30 to 39__- 

40 to 49__ 

50 to 59___ 

60 and over. 





-\- 


Total. ohne 10 11 |15 |10 '10 


‘ Unsupported by objective investigation. 
CRIMINAL RECORDS OF DRUG ADDICTS STUDIED 


It is the general public belief that a drug addict becomes addicted first, and 
then resorts to crime in desperation to feed his habit. This study reveals that 
such an assumption is only partly true; a majority of the 84 showed criminal 
tendencies prior to their addiction. 

The FBI Bureau of Criminal Identification fingerprint record was compared 
to the stories given by the addicts on when they became addicted. Sixty-two 
or seventy-five percent of the total had records prior to their current Federal 
arrest. Fifty-three or sixty-four percent had records prior to their confessed 
date of addiction. This must be regarded as a conservative figure when it is 
considered that the FBI report does not show early evidences of criminality 
which might have taken the subject into children’s court, truancy hearings, 
the police department juvenile aid bureau and so on. In all probability more 
than 64 percent showed early signs of criminality which went unrecorded. 
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Of the group studied, a large number had been arrested many times after 
being addicted, and more than half of them had received treatment either 
through private or public hospitals or through serving jail sentences. S >me had 
undergone withdrawal at least 10 times before appearing in Federal court on 
the cases herein noted. This constant pattern of arrest, withdrawal, release, 
relapse, rearrest, a veritable treadmill, is indicative of the basic weakness which 
prevents an addict from adjusting to life in a normal way. Addicts are, gen- 
erally, persons with high levels of aspiration and low frustration tolerance, 
who are untrained and unequipped for practical employment experience or 
stable domestic and economic adjustment. These same personality character- 
istics are found in the nonaddict criminal as well. The main difference between 
the addict criminal and the nonaddict criminal is that the addict turns to drugs 
for a false feeling of satisfaction whereas the nonaddict, failing to achieve his 
goal through his own legitimate efforts turns to other antisocial behavior for 
cratification. The heroin or opium user is rarely a violent person, as the 
fears, worries, aches, both real and imaginary, procrastination, indecision and 
dependency which make him lean on the drug also prevent him from doing 
anything more aggressive than petty thievery such as hall letterbox theft, 
pocketbook snatching and such. Table V gives data on the prior records of 
those studied. 


TasLe V.—Criminal records of drug addicts (at time of sentence) 


ACRE: | ee ee pee 


—— Total 
o1/1/2)3/4]516171!18 1] 9110] 14] 17/ 18] 19| 21 | 2 
Below 21. __- 6| 4] 3] 1] 
21 to 25_. 11 oy 6) FT ST's 30 
26 to 29... | te Oe" 2 2 1 1 ly 
30 to 39... 2 ee 1 1 1 l l ‘ 
40 to 49__- | 1 1 7 
50 to 59- 1 1 | 1 1 l 
Over 60. | | | | | l 
Total__- a.j14{i4]11] 6] 6] 2] 2] 2] 2] a] a} a] a} aft at. 3 


The above table confirms Anslinger’s (1) statement: 

“The problem of narcotic drug addiction should be of vital interest to law-en- 
forcement officers. That crime and narcotics are interwoven is illustrated by the 
fact that violators of the narcotic laws head the list of all criminals in the United 
States having previous fingerprint records * * * of the narcotic law violators 
arrested during the recent years, 63 percent had previous records and arrests, 
whereas in the general arrests 42 percent of the persons arrested had previous 
fingerprint records. In a study made of a considerable group, taken at random 
from the records, it was learned that the first arrest for offenses other than vio- 
lations of the law on narcotics preceded, sometimes by as much as 8 to 10 years, 
the time when addiction began. This was confirmed by a study conducted at the 
United States Public Health Service wherein the fact was forcibly brought out 
that a criminal addict was in the vast majority of the cases, a criminal before 
he became addicted. In 225 cases studied at that time, every criminal among 
them had committed some crime before the use of narcotics began.” 

Another quote of Mr. Anslinger’s (2): “The great majority of drug addicts are 
parasitic. This parasitic drug addict is a tremendous burden to society. He rep- 
resents a continuing problem to the police through his depradations against so- 
ciety. He is a thief, a burglar, a robber; if a woman, a prostitute or a shoplifter. 
The person is generally a criminal or on the road to criminality before he becomes 
addicted. Once addicted he has the greatest excuse for continuing his life of 
crime. Most policemen recognize that one of the best ways to break up waves of 
pocket picking, petty thievery, and burglary in the community, is by making a 
roundup of drug addicts. 

“It is the young addict who contaminates other youth with his dreadful vice. 


He should be plucked out of the community, quarantined and forced to undergo 
a cure.” 
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Pescor’s (25) study in 1943 of addict patients reveals that 3 of the 4 of the 
patients who had no delinquency record before addiction, became antisocial be- 
‘ause of the cost of the drugs, and the necessity of associating with criminals in 
order to obtain them. 

In a study of dope addicts made in Pittsburgh, Pa., it was disclosed that 75 
percent were confirmed criminals before they resorted to the use of narcotic 
drugs (17). 

Chapman (5) stated “Addiction is especially harmful to the community, tend- 
ing to lower morality, promote crime, and strain welfare and relief resources.” 


REASONS GIVEN FOR ONSET OF ADDICTION 


Bad associates and an overzealous curiosity were claimed by over 80 percent 
of those studied as the major cause of starting the use of drugs. Ten percent of 
these claimed association in school. Others admitted to “hanging out” with a 
group where narcotics was used. Other reasons advanced were “worrying,” 
“drugs relieved tension,” “drugs for escape,” “better than alcohol,” and “after 
an operation.” 

The addiction story as told by addicts in general is remarkably uniform. Al- 
most invariably addicts state they learned about drugs from “friends” or “asso- 
ciates.”” In many cases the first trial came about in a most casual way by the 
novice expressing curiosity, and the user offering a shot. Many addicts have 
said they began drugs with full knowledge of the dangers of addiction, but they 
listened to the false assurances of others that there was no danger in just a few 
shots. All addicts admit to a false sense of self-control in thinking to themselves 
that they can play with drugs and stop at will. They report a common fallacy of 
reasoning which is: “Just one more shot won’t hurt me. I can always stop if 
I want to. Others might be so weak as to become addicted, but not me.” Within 
a matter of days or weeks they discover they cannot stop without undergoing 
violent physical distress, and then they realize they are addicted. Curiously 
most addicts feel no sense of anger at the person who introduced them to drugs 
even though it meant their own downfall. Often they are content with their 
addicted state and express resentment at being arrested and forced to with- 
draw from drugs. It is a characteristic of their warped thinking that addicts 
look upon their physical need for drugs as a sickness which can only be cured 
by more drugs. The absence of drugs and consequent physical distress is their 
illness, and not the abnormality of their using it. Until a drug addict changes 
this viewpoint and sincerely strives to be free instead of a slave to the habit, 
no “cure” is likely to be effective. 

Addiction is contagious.—An active addict in a group is likely to infect others 
through the process just described. With young people, gang customs and ideas 
carry great weight. Some youthful addicts have stated that they used drugs, 
not because they wanted to, .but because the rest of the gang was using and 
they didn’t want to “chicken out.” In some neithborhoods, to be “carrying 
a heavy habit” is a sign of urbane sophistication greatly to be sought after. 

Vogel (35) expressed alarm over the increase of drug addiction among teen- 
agers when he wrote: “Admissions to the two Federal hospitals for drug addicts 
rose from 2,700 in 1949 to 4,500 in 1950 before falling slightly to an estimated 
yearly rate of 4,200 in 1951. An alarming part of this increase was due to the 
admission of addicts under 21, which jumped from 22 in 1947 to 440 in 1950- 
an increase of 2,000 percent. Illicit dealers have undoubtedly been guilty of 
organizing word of mouth advertising campaigns and “sampling the trade” 
offers in an effort to increase the demand that seems to have arisen spontane- 
ously as a teen-age fad. 

The distribution of narcotics among adolescents is led by the same crime syndi- 
eate that have for years supplied the older addicts. Their motive is without 
doubt the quick and easy dollar. 

Of course there are always a few exceptions to the story of addiction contagion 
as recited here. Doctors and nurses who have personality shortcomings and 
who work long hours under terrific tension sometimes turn to drugs to sooth 
jangled nerves and relieve the agonies of fatigue. While their introduction to 
drug use is through their own knowledge of its effects, and their ability to secure 
it easily, they are subject to the same fallacious thinking as to their ability to 
control physical dependency. 
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OUTCOME OF SAMPLE CASES 


Of the 83 individuals studied, 67 were terminated by revocation of probation. 
Only 4 survived more than 1 year of probation supervision after leaving the hos- 
pital. On the average, 6 to 8 months elapsed from the time they left the hospital 
until it was necessary for the probation officer to take action to return them to 
the court as violators. Drugs were believed to be involved in 62 of the 67 
violators. 

In several cases, probationers relapsed to drugs and requested additional time 
to try and straighten themselves out. This was granted in order to give them 
the opportunity to withdraw voluntarily or to arrange for treatment. This 
method was highly unsuccessful; in all but two cases the probationers were 
arrested by local police before they accomplished their ends. One of these was 
a woman, who, after receiving two 135-day periods of treatment at Lexington, 
found love and security in marriage to a tolerant, understanding man who knew 
her background and helped her to make a satisfactory adjustment. The other 
case, 2 man, who voluntarily committed himself for treatment the day after pro- 
bation ended. During his 1&-month probation period he received 2 treatment 
periods at Lexington, but had relapsed to drugs at the time probation expired. 
He managed to keep this hidden from the probation officer by appearing on his 
last day, of reporting, with makeup on his arms to cover needle marks. 

In 9 cases of the 838 individuals covered in this study, probation was allowed 
to terminate on the normal expiration date. Ordinarily this could be interpreted 
as a satisfactory conclusion to a case. However, a study of the records show 
they were not all successful. One man committed himself for treatment the 
day after probation ended, as shown above. Another was in a hospital for treat- 
ment of tuberculosis throughout his entire probation period. Two were under 
active probation supervision for a relatively short time after returning from the 
hospital. One, who had a probation period of 6 months, remained under super 
vision only 14% months after returning to the city. He was arrested several 
months later by New York City police, and found to be again addicted. The other 
had a 1-year probation period. During the 7% months he was under supervision, 
he made a very poor adjustment, so poor in fact that he was considered for 
arrest as a violator on 2 occasions, based on his extreme lack of effort. The 
fifth individual showed no signs of drug use. It was the opinion of his super 
vising oflicer that he had never been an addict, but claimed addiction in order 
to secure a lighter sentence. The sixth did not report in person during the last 
3 months of his probation, so there is no objective information on whether he 
remained off drugs. The seventh individual behaved in a suspicious manner, 
but the supervising oflicer did not have sufficient evidence to arrest him as a 
violator. The eighth individual did well, and the ninth was the female addict 
previously cited, who married and adjusted well after her second period of 
treatment. 

Of the remaining 7 cases which were not terminated by probation violation 
action, 1 was closed by death. An 18-year-old girl was found dead on a rooftop 
3 weeks after her discharge from the hospital. Medical examination showed 
pause of death was an overdose of narcotics. Two probation terms were ended 
by administrative procedure following commitment of the probationers to other 
institutions. One, a mental case, went to a State hospital; the other, a woman 
was sent to State prison for a long term on a new narcotics violation. Four of 
the 83 were still under supervision at the time this was written. 


REASONS FOR REQUESTING REVOCATION OF PROBATION 


It has been the longstanding policy of the probation office to exert every effort 
to secure an adjustment before giving up and asking the court to revoke proba- 
tion. The method of requesting revocation is to file a written petition with the 
court setting forth the facts of the probation and the reasons why the probation 
officer believes the probation should be revoked. Tables VI and VII show the 
reasons for these petitions in the 67 cases which became violators. 


71515—56—pt. 551 
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TABLE VI 


Reasons for requesting warrants 
Reasons: 
New arrest 
Absconded 
Absconded plus new offense 
R (return to drugs, refusal to work) — 
A (assault on mother) 


T 
TABLE VII 


New offenses committed by 


Narcotic offenses: Number 
Possession of hypodermic needle 
Sale of drugs 
Passing of forged prescriptions 
OO VE ys achat hichires css ond niiinatan eek ceca nee aiamiemmiedae 


T 
Nonnarcotic offenses : 
Grand larceny 
Gambling 
Petty IALCONs..scncnnn si Slain ic i i a a ak a ae ee 
Possession of stolen mail 
Shoplifting 
Disorderly conduct 
Robbery 
Burglary 
Stealing from a car 
Prostitution 
Possession of burglar’s tools 


Total 
Total_ 


PERSONALITY DIAGNOSIS 


Table VIII is a list of personality classifications, made by the staff at Lexing- 
ton, of the group studied, revealing the addict’s need for psychopathic atten- 
tion, medical care, and supervision. Lambert’s (15) study discloses 87 percent 
of the addicts were diagnosed as constitutional psychopaths. Most studies 
reveal the majority of addicts had immature or unstable personality, e. g., Dai 
(7) and Zimmering (387). The addicts were described as being generally im- 
mature, with feelings of inadequancy and inferiority, reacting to frustration by 
withdrawal. They are usually verbally adept individuals who are unable to 
assume responsibility or develop human relationships. 

Discrimination, rejection by parents, siblings, and contemporaries, over- 
protection and inadequate sexual adjustment were other factors mentioned as 
‘ausing addiction, which incidentally are a few of the factors leading to delin- 
quency among nonaddicts. In fact Kolb (13) wrote: ‘Habitual criminals are 
psychopaths and psychopaths are abnormal indivdiuals who, because of their 
abnormality, are especially liable to become addicts. Addiction is only incident 
in their delinquent and the crimes they commit are not precipitated by the drugs 
they take. 

Although addiction was harmful to most of the neurotic and mildly psycho- 
pathic individuals, among these cases, only a few who were regarded as having 
had in the beginning potentialities for growth into first-class citizens, became 
thieves in order to satisfy their addiction. The more normal addict continued 
to work and support themselves honestly. When this became impossible, they 
as a rule sought cure in order to relieve their financial burden. 
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TABLE VIII.—Personality diagnosis of drug addicts 
Diagnosis : 
Inadequate personality 
With antisocial trends 
With immaturity 
With character disorder 
With psychopathic 
With passive dependent 
Character disorder : 
With adequate personality 
Antisocial personality 
Passive-aggressive personality — -- 
With immaturity 
With insecurity and repression 
With withdrawal 
With antisocial traits 
Wiht passive dependent type 
PR OO CT cs seine cs nena edict inhi 
Psychopathic personality with asocial and amoral trends______________ 
With paranoic traits borderline schizophrenic 
With pathological lying 
Emotionally unstable ; 
Effeminate, inadequate personality 
’assive dependent 
Personality disturbance: 
Hysterical type 
Passive type 
Psychoneurotic, depressive reaction 
Sociopathic personality disturbance__ 
Antisocial reaction 
Dysocial reaction 
Adolescent adjustment reaction, antisocial tendency 
Simple adult maladjustment 
Situational maladjustment 
Anxiety reaction 
Acute anxiety state, possible prepsychotic schizophrenia 
Mixed hysterical psychoneurosis with migraine 
Average pet BS OIG 
Not given (classification by private psychiatrists as sexual psycopath) __ 1 


Se ee ee ee 


eet et ee Rt 


pee ee et 


Ta sich tsi inh ae cia if ate Ra acacia Rad oe . 8&3 
Nore.—Two of those listed “Character disorder, inadequate personality” were later 


diagnosed as schizophrenics. One was on probation at the time. The other had been 
sent to prison as a probation violator, and the diagnosis was made there. 


PROGNOSIS 


At the time of discharge from the hospital the Lexington staff attempted to 
estimate a patient’s chances of adjusting without relapse to drugs. The follow- 
ing data are taken from the case files. 


Table IX.—USPHS hospital psychological prognosis of the probationers 


Classification : Classification : 
Hopeless Fair 
Minimal Average 
Slight Good i 
Poor ra iii ics 
Very Poor Above Average_-_ 
Not Promising Fair to good_______ 
Guarded 


Total 
Total . 


Dr. Pescor (25) while a member of the clinical staff at Lexington stated that 
“the average addict leaving the hospital would be given an ‘average’ prognosis for 
permanent cure, which is a vague way of stating that he will probably relapse.” 
He further stated that “the average addict would not remain abstinent any longer 
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than 2 years at the most.” According to Peru (21), drug addiction and alcoholic 
addiction are normally considered evidence of psychopathy, the diagnosis given 
to many of those studied. The term “psycopath” carries with it an implication 
of poor prognosis. 


INTELLIGENCE AND EDUCATIONAL ATTAIN MENT 


The most commonly used method of comparing general intelligence is through 
the use of the intelligence quotient or I. Q. which purports to measure the edu- 
cational age of a person as compared to his chronological age. The fallacies of 
this system are well known, the main one being that the tests rely heavily on the 
subject being able to read and understand quickly. However, the method gives a 
rough measure of usable intelligence. The records showed that. the addicts 
studied had L. Q.’s ranging from 0.72 to 1.85 or from borderline feebleminded to 
near genius. It is apparent that addiction tendencies are not determined by the 
presence or lack of native intelligence. 

In table X is presented a summary of the educational attainment of the addicts 
studied. This information was secured from statements made by the addicts 
themselves, and is largely unverified. 


Table X.—Educational attainment 
Highest grade: Number 
4th grade or under ‘ 
5th grade to Sth grade__-_ 
9th grade to 10th grade 
llth grade to 12th grade 
Completed high school 
Completed college. ~~~ 
Postgraduate work, maste 
Not given 


Total 


It is noted that more people left school between the 9th and 10th grades than 
in any other single grouping. Dropping out of school after the first year of high 
school is characteristic not only of drug addicts, but of delinquents as a whole. 
Two of those studied completed their educations while in institutions. Two 
others had college degrees. One, was an electrical engineer who was later com- 
mitted to a State mental hospital. The other, a journalist, who was unable to 
make a satisfactory adjustment after three periods of treatment. He failed in 
two marriages and couldn’t support himself as a writer. 


EMPLOYMENT OF ADDICTS DURING PROBATION 


Data on employment prior to probation were taken from file material, and 
was thus not directly verified by the probation officer who supervised the case. 
Information on employment after the probationer returned to the city from his 
period at the hospital could be checked. All the addicts claimed some kind of 
employment before they were sentenced. However, 29, or 34 percent had no 
regular employment during their supervision period and 34, or 48 percent, had 
little regular employment. All but 2 (the 2 college graduates) performed eithe> 
menial or unskilled types of work. Through a comparison of I. Q.’s and other 
data, it was felt that many of the addicts had at one time had the basic intelli- 
gence for skilled or semiprofessional types of employment, but they lacked the 
ambition or opportunity to continue with their schooling, quit too early and 
remained untrained. 


HOME ENVIRONMENT OF THE ADDICTS STUDIED 


It is impossible to present a statistical picture of the home environment ot 
the addicts studied as the factors involved are too numerous and varied. Fifty. 
or 70 percent, came from homes which are generally regarded as broken homes 
by reason of loss of one or both parents due to death, desertion, or separation. 
Of the 83, 5 were known to be illegitimate. Nineteen resided with relatives or 
in institutions. Only 16 came from families where there was at least 1 good 
provider. A large number came from families which were totally or partially 
dependent on public relief agencies during their childhood years. Many of the 
families, while not actually on relief, managed on a marginal basis. Ten of 
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the mothers had reputations as being sexually promiscuous. Several families 
had members with criminal or institutional records. 

The. parents in 11 families were rated as overprotective or overstrict. The 
children, in turn, were not responsive to their parents, and a few admitted that 
they purposely committed improper acts in order to spite their parents and 
cause displeasure. Others had quarreled with their parents and left home, or 
had been forced to become independent at an early age due to financial needs 
and had thus been deprived of proper adult supervision during their formative 
years. Some families moved from simple rural settings, to the cities, and were 
unable to cope with the distractions and temptations of the city. Several addicts 
stated they belonged to juvenile gangs and absorbed the gang ideas and followed 
the gang lead. The records also show considerable evidence of sibling rivalry 
and consequent tensions and frustrations. 

Almost all of those studied had failed to make a normal marital adjustment 
and were either single, married and separated, or living in a paramour relation- 
ship. Fourteen or approximately 16 percent admitted having out-of-wedlock 
children. 

The generally unsatisfactory and unstable home conditions undoubtedly con- 
tributed to the inability of the addict to meet and surmount the problems of life 
on a constructive level. These same factors have been found to be present in 
the early histories of delinquents in general. 

The Gluecks (10) in their monumental study Unraveling Juvenile Delinquency 
concluded that “the greatest single factor bearing on the formation and training 
of the personality of the child” was, as they called it, the “under the roof atmos- 
phere.” They found that, regardless of poverty, ignorance, or sickness, where 
the parents and children seemed to live together in harmony, there was less 
likelihood of the child becoming antisocial. 


ADDITIONAL DATA——PARALLEL STUDIES 


Several years ago one of the probation officers of this court, Mr. Leon De Kalb 
became concerned over the increase in probation violations on his own caseload. 
The following figures cover 84 probation violation actions (83 individuals). One 
was on probation twice, and bears out to a startling degree the findings of this 
study. His data covered all violators, not only narcotic users, and covered the 
years 1950, 1951, and 1952 during which there were 14, 30, and 59 violators, 
respectively. 

TABLE XI.—T'ype of sentence imposed 





nia Probation lei 
Drug use : — plus Lex- ae ae Total 
y ington 
History of use. 19 10 | 20 | 19 
No history of drag use 2 30 1 34 
|__| | --- 
Total , 19 10 | 24 83 


1 The mixed or combination sentence is frequently used in this court. Ina multicount indictment, judges 
may choose to impose a prison term, to be followed by a period of probation supervision. 


According to Mr. De Kalb’s figures, 49 or 59 percent of the probation violators 
had a history of drug use. Of these 49, 37 committed new offenses to become 
violators, while 12 violated their conditions of probation in other ways. It 
should be further noted that 10, or half of those who became probation violators 
after receiving combination sentences, served their prison terms at Lexington. 
These varied from 6 months to 3 years, but in all cases provided the patient 
With hospital care for longer than the usual minimum of 135 days. Of those 
who had become violators, 19 had a history of drug use, but were granted 
probation without a cure. These defendants were probably returned to the 
court for sentence after serving State terms and were considered not in need of 
treatment at the time. Ten violators who received combination sentences may 
be considered to have been withdrawn while incarcerated, and to have been 
cured at the time of release. 

The following tables prepared from Mr. De Kalb’s data substantiate the 
findings of the major study. It will be seen that the largest proportion of 
violators were youthful, were originally postal law offenders, and had previous 
criminal records. 
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TABLE XII.—Original offenses committed by violators 


| 
| 


Combina- 


-robatio 2 
Probation Sinn 


and Lexing- | 


nm 
| Probation 
ton 


Mail offenses 2 6 | 98 | 
Narcotic offenses 5 | 4 | 2 
Possessing counterfeit notes 0 0 
Dyer Act ‘ - - 0 | 0 
Veterans’ fraud ; 0 0 
Railroad Retirement Act . 0 | 0 
Aiding a stowaway sé 0 | 0 


Totel...... < 30 | 





TARLE XIII.—Causes for Violation 
New arrests: 
Theft of mail and forgery 
SURAT AC i a ee eee ee Eee ee 
Procuring for prostitution_ 
Burglary, larceny, and robbery 
Assault and disorderly conduct 


Other reasons: 
IRIN ott 
Drug use (no arrest) __ 
Failure to make restitution____ 


Total.....- 


TABLE XIV.—Age of violators 


Probetion| 
and Combi- 
Lexing- nation 

ton | 


Age at sentence Probation 


| 
ay 


Under 21 
21-25 

26-29 

30-39 | 
40-49. 
50-59 
Over 60 | 


Total 


TABLE XV.—Previous convictions of 


Group ‘ 15] 6] 3 i ie & 5 | 22 | Total 
Probation ; | 21 | | 5] P38) |} 0} 43 
Probation and Lexington ‘ 
Combination 


Total 


In a survey of probation violators for the year April 1, 1950, to March 31, 
1951, made by Mr. E. Fred Sweet, chief probation officer, the data derived 
proved remarkably similar to the major study. Of 1386 probation violators, 85 
were originally postal offenders, 32 were drug offenders, and 19 were sentenced 
for miscellaneous offenses; 79 had known prior records. There was a history 
of drug use in 71 of the cases, or 53.6 percent; 77, or 55 percent were under 25 
when sentenced, 22 were females and 7 were juveniles under 18 years of age. 
Thirty-four were serving probation after prison; 23 became addicted while 
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on probation. It is noted that this incidence of addiction came about during 
the epidemic year when there was a sudden and tremendous increase in the use 
of drugs in New York City, particularly among teen-agers and young adults. 
These figures and further evidence concur with the findings of Lambert (15), 
Collins (6), Kolb (18), Anslinger (1), and the United States Bureau of Nar- 
cotics (31, 32) that criminality often exists prior to addiction. 


SPECIAL PROBLEMS OF SUPERVISION 


Because, as a rule, the public abhors the addict, his problems of adjustment 
are greater after he returns from the hospital than are other prisoners released 
from jail. In the first place, he cannot let a prospective employer know where 
he has been, or that he is a former user, as addicts are considered to be very 
undependable, unreliable workers. To add to his difficulties, the New York State 
Employment Service will not refer any adult individual who has a history of 
narcotics use, presumably for the same reasons. 

The returned addict requires a good deal of help immediately after his 
arrival. If he does not have a sympathetic family, which can supply his needs, 
he must turn to social agencies for help. Private casework agencies have 
religiously refused to assist former addicts. In one case known to this office, 
a man and wife returned from Lexington together and asked for psychiatric 
help. They were refused for 2 years, when the wife was finally accepted in a 
private sanitarium. The husband was returned to Lexington as a probation 
violator, and is now receiving intensive psychotherapy. Local psychiatrists 
have also refused to accept the cases of addicts, even though they were able 
to pay the fee. 

At the present time there are no facilities in New York City where an adult 
addict can report or be required to report for post-Lexington care. Lexington 
maintains two social workers in an office in New York for the purpose of followup 
study of former patients, but they have no authority to require reports and 
can only make referrals of needy patients to relief agencies or can arrange for 
the patient, if again addicted, to return to Lexington. 


DISCUSSION 


This exploratory study, while limited to the experience of one Federal court, 
clearly reveals that hospitalization followed by a period of probation super- 
vision, does not guarantee that criminally inclined addicts will permanently 
refrain from drugs. The public, as a whole, has the opinion that permanent 
abstinence should be the assured result of a “cure.” Experience has shown 
that very few addicts conquer the habit in one period of treatment. The data 
developed shows that 67 of those granted this privileged type of sentence 
violated the terms of the sentence in various way. Three others may be con- 
sidered failures (death and recommitment) making a total of 70 failures, or 
84 percent of the total. Of course, many of these whose probation expired should 
not be, and cannot be considered to either have abstained from narcotics, or to 
have made a satisfactory adjustment during their probation period. 

The average time from release from the hospital to the request for the viola- 
tion warrant was 6 to 8 months. It is apparent that the first year of community 
supervision after discharge from the hospital, is the critical period. During 
this period the addict is treated by the usual techniques of probation super- 
vision which include imposition of rules of conduct, attempts to provide employ- 
ment, personal and family counseling where needed, attention to physical needs 
and mental hygiene principles, referral to hospitals, psychiatrists or other 
agencies as indicated, and observation of the probationer’s general behavior 
to detect antisocial or criminal tendencies. The apparent failure of probation 
supervision, as indicated by the findings, 85 percent of addicts violate their 
probation and 50 percent of all probation violators are addicts, raised questions 
as to the effectiveness of probation as a principle of treatment. 

Table XVI clearly shows that the overall violation rate for people granted 
probation is very much lower than the violation rate for addicts. It is not 
necessary to repeat here that it is more beneficial for all concerned for a 
defendant to be allowed to remain at home under supervision, where he may 
work, support his family, pay his bills, and take a constructive place in his com- 
munity, than to be sent to prison. The cost of supervision of a probationer is 
about one-tenth the cost of maintaining a person in prison. Probation is an 
accepted method of dealing with tractable, reformable offenders (29). 
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Table XVII, taken from the reports of the Director of the Administrative 
Office of the United States Courts, gives data on the effectiveness of probation 
throughout the Federal courts. Unfortunately, there are no figures available 
for the State, county, and municipal courts. 


TABLE XVI.—Fffectiveness of probation (southern district of New York) 


” Total under rs Percent of 
Fiscal year supervision Violators violators 


982 92 
141 
122 
175 


TABLE X VII.—H/ffectiveness of probation (United States) 


| 

| Total cases 

| terminated Cases re- 
| 

| 


Percent of 
violators, 
excluding 
transfers 


Fiscal year 


during year, | ported as | 
excluding violators | 
transfers te 


14.2 
14.3 


1950... | 10, 807 

1951 10, 977 | , 575 
1952 %, 940 , 487 15.0 
1953 : ee ize y 9, 948 | , 622 15.3 
1954... . 10, 246 | , 643 | 16.0 


Nore.—Tables XVI and XVII are not to be compared, as the violation rate for 
the southern district of New York was calculated on the basis of the total case- 
load, while the national statistics were calculated on the basis of cases termi- 
nated. 

If we agree that probation is a valid means of treating certain types of non- 
confirmed offenders, we must look further for the reasons for the failure of this 
method of dealing with narcotics violators. Is it the fault of the hospital that 
many addicts revert to drugs? This is a question which cannot be answered 
easily. Obviously, while the patient is at the hospital, his habit is quiescent, his 
physical needs are being met, and he has no serious worries. It is when he is 
released and must again take up the tasks of living, that he turns for the syn- 
thetic solace which drugs give. Although the public, and incidentally many 
courts and probation officers have regarded hospitalization as an all inclusive 
cure which would insure permanent abstinence, it is interesting that the officials 
of the hospitals themselves have never made such claims. As long ago as 1939 
Dr. John D. Reichard (26), then medical officer in charge at Lexington, asked 
for the “socially operable” addicts. By that phrase he meant the noncriminal 
addict who was sincerely interested in eliminating his addiction. Dr. Reichard 
did not ask for all addicts. His words implied that some selection would be used, 
that only those who really wanted to be cured would be given the benefits of treat- 
ment in the hospital. Conversely, confirmed criminal addicts would not be 
granted probation, but would be sentenced as criminals, given withdrawal treat- 
ment, and sent to prison. As probation for cure is now practiced, addicts are 
sent to Lexington because they are addicted, and not because they show a sin- 
cere desire for help. The hospital works with them, offers physical and medical 
eare, psychiatric consultation if desired, and sends them back to their homes not 
much changed in attitude because they did not want to change their attitude. 
The hospital cannot be blamed for failures when the patients themselves desire 
to fail. Dr. Kenneth W. Chapman, former medical officer in charge at Lex- 
ington, stated in 1945, “The key to the successful rehabilitation of an addict is 
his own fervent desire to resume normal healthful living in society” (5). 

But the sentencing court is faced with more than the problem of testing the 
sincerity of a defendant who pleads for the probation cure. The judge may 
use the probation service of the court to secure a presentence investigation which 
will indicate as far as it is humanly possible to determine, whether the defend- 
ant means what he says. The judge must also decide whether the defendant who 
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is before the court is basically noncriminal, a situational offender, or whether 
his appearance is a part of a well-established criminal pattern. Confirmed crimi- 
nals, who are satisfied with their method of life, are poor prospects for rehabili- 
tation at best. Addict criminals are even less so. 

One of the major reasons for the failure of so many of these probationers 
seems to be the fact that they were criminally minded first and only incidentally 
addicts. Their use of drugs was another illicit gratification which fitted into 
their criminal makeup, and was practiced by their criminal associates. In im- 
posing sentence, the judge must consider the possibility of inducing repentance in 
the heart of the unrepentant addicted criminal, as well as to protect society from 
his crimes. In 1939 Dr. Reichard (26) said, “Long sentences insofar as they in- 
volve drug addiction are applicable to the nonaddicted peddler. With him it is 
purely a commercial proposition. By supplying the drugs that weak individuals 
crave, he creates addicts and contributes to the relapse of cured addicts. Society 
benefits by his withdrawal from circulation for long periods. The sentence of 
persons who are primarily criminals and also happen to be addicts, should be de- 
termined by the same standards as would hold if they were not addicts. As a 
rule, these individuals will not be benefited by Lexington or Fort Worth. In 
fact, their presence there usually has a deleterious effect on the other patients. 

The realization that hospitalization alone is insufficient to cure an addict has 
been slow in coming. The public, accustomed to miracle drugs and the wonders 
of science expects the warped characters and inadequate personalities which took 
years to mold, to be wiped out practically overnight by a dosage of 135 days at 
Lexington or Fort Worth.’ It just isn’t so, and we must develop means of super- 
vision and control which will help an addict who wants a cure, but will prevent 
him from becoming a source of contagion to other, if he relapses.* 

In a report to the New York State Legislature, the Honorable Nathaniel Gold- 
stein, then state attorney general, stated, after outlining the narcoics problem and 
treatment needs of addicts: 

“On still another point we do find expert opinion in unanimous agreement— 
provision must be made for mandatory treatment of the user or addict. It is not 
enough to make facilities available; both for his good and the protection of so- 
ciety, the user of narcotics must be quarantined and compelled to submit to treat- 
ment and isolation. Both the initial treatment at the institution and the post- 
custodial program must be made mandatory and not left to the opinion of the 
addicts. 

“Nineteen states have already recognized that the addict at large presents 
a threat to the general health and welfare of the people and in the exercise of 
their police power, have enacted legislation which permits compulsory commit- 
ment to institutions of all persons adjudged to be drug users or drug addicts.” 

In connection with the defective reasoning of addicts Dr. Vogel has this to say. 
while commenting on the high rate at which voluntary patients left the hospital 
against medical advice: 

“From the very nature of drug addiction, which involves the loss of power in 
self-control, the treatment of most addicts is not successful without authority 
to hold them for the period during which their judgments concerning themselves 
is not valid” (34). 

In 1939, when the idea of probation for cure was fairly new, Dr. Reichard 
envisioned it as a method whereby the addict would receive treatment at the 
hospital, would be required to stay until released by the medical authorities, 
and would have authoritative supervision following release, which could insure 
his return for further treatment if necessary. In an article in Federal Proba- 
tion Quarterly he said: 

“The ideal method of treating and handling addicts not of the confirmed 
criminal type is to place them on probation of 3 to 5 years, with the stipulation 
that they go to the USPHS Hospital at Lexington or Fort Worth, remaining there 
in the institution until pronounced cured. 

“A determinate sentence has several disadvantages. If the sentence is too 
short, and the patient is discharged with good time, he may be under supervi- 
sion for too short a period. If the sentence is too long, that is, 3 to 5 years, he 


1Dr. Arthur K. Berliner, Chief Psychiatrist Social Worker, USPHS Hospital, Fort 
Worth said, “Recovery takes place in the community, not in the hospital. The gains 
achieved by hospitalization can only be a preparation: it is there (the community) that 
the rewards in useful and satisfactory activities are achieved” (27). 

2Hon. Nathaniel Goldstein, New York State attorney general in legislative document, 
“Every active addict that’s loose is a possible source of infection for others because history 
itself informs us that addicts become addicts from association,” quoting Dr. Victor Vogel, 
a former medical officer in charge at Lexington (19). 
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often must remain in the hospital longer than is actually good for him. Long 
sentences, not suspended, are prone to engender hostility so that the addict 
likely will relapse, as a gesture of defiance, as soon as he is released. 

“On the other hand, when the offender is placed on probation for a period of 
83 to 5 years, his stay at the hospital can be regulated according to his particular 
needs. If, after discharge from the hospital, he is able to get along without the 
drug, well and good. If he relapses, he may be returned for another period of 
treatment, to be followed by an opportunity to adjust on the outside” (26). 

In this statement which was made 16 years ago, it may be seen that Dr. 
Reichard was, in effect, advocating an indeterminate kind of control which 
would continue as long as the probationer required it, or up to the limits of the 
probation period, in some cases, 5 years. 

The problem of treatment, apart from (1) the disintoxication period is primarily 
a psychiatrie one, involving the changing of attitudes and the retraining 
of ideas. Dr. Lawrence Kolb (27) has described the addict as, ‘a psychological- 
ly maladjusted individual, plus an accident, the latter being his introduction to 
narcotics.” He said, “Even if drugs or alcoholic beverages had never been dis- 
covered, these people would still be a problem to someone. Addiction com- 
plicates and obscures the basic problem of somato-psychic illness.” While the 
patient is in the hospital everything is done to put him back into top physical 
condition, and psychiatric help is offered. But many patients mange to retain 
their old viewpoint that dope is their medicine and no man or law will prevent 
them from using it if they so please. Even though they have seen the effects 
of the use of drugs on their own bodies and in their own lives, many addicts 
leave the hospital unconvinced of the viciousness of habitual use. Others are 
convinced, but return to their old environment and associates and do not have 
the strength of character or willpower to resist temptation when it is put their 
way. An addict, who is sincerely interested in remaining off drugs needs help 
to bolster his good intentions. Many returned addicts would like to continue 
their psychiatric consultations, but there is no psychiatric followup program 
sponsored by the Government, and the city mental hygiene clinics are so over- 
crowded that returned addicts receive scant attention. Although addicts are 
just as much social cripples as tuberculars, or those who suffer from contagious 
venereal disease, there has been no organized effort to establish or enforce a 
treatment and control program, as in the case of venerial disease or tuberculosis, 
where the patient is required to submit to periodic examinations as a com- 
munity health measure. A limited effort at self-help has been tried through 
an organization similar to Alcoholics Anonymous, as well as through voluntary 
commitment to Lexington or Fort Worth hospitals, but with little success. Since 
the active addict is known to be a very real danger of infection to others, it 
is felt that there is a great need for positive control through early identification 
of addiction, registration with the proper authorities, enforced hospital treat- 
ment, and enforced posthospital supervision. Such a program would, of course, 
require considerable official machinery, and an expansion in clinic and health 
department facilities so that addicts will be able to get the treatment they 
need as part of the prevention program of the community. 

Since this paper is concerned primarily with the experience of one Federal 
court with addicts on probation, the major recommendation will have to do with 
a suggested change in Federal penal laws, to provide for such control. 

It is suggested that a law, which could be known as the narcotic addicts law, 
be passed. This new law should include many of the features of the Youth 
Corrections Act,® since the purpose would be the same. The purpose of the Youth 
Corrections Act is to provide a new and more flexible procedure in imposing 
judgment, after conviction, in corrective treatment, and in release under super- 
vision. The underlying theory of the act is to substitute for retributive punish- 
ment methods of training and treatment designed to correct and prevent criminal 
tendencies. It permits the court to commit a convicted youth (18-22) to a 
diagnostic center for a period of 60 days for observation, study, and prognosis, 
prior to sentence. Upon receipt of the findings, the court may either grant 
probation, impose an indefinite sentence up to 6 years, or impose a determinate 
sentence. When committed, the youthful offender is sent to a specialized insti- 
tution where psychiatric and medical care, vocational and educational training 
are provided. The length of commitment will vary, depending upon the needs 


®Public Law 885, S8ist Cong., 1950, title 18, secs. 5005-5024, of the United States 
Criminal Code. 
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of the offender, his progress, his adjustment, and his sincerity. His release under 
supervision occurs whenever the United States Board of Parole is of the opinion 
that he no longer is a threat to society, and can assume his expected role in 
society. Inherent in the idea of the law wouid be the primary principle of treat- 
ment of the addict and the prevention of contagion to others. Under the new 
law, an addict granted parole may be retaken easily for further institutional 
treatment if indicated, and may be reparoled if the circumstances warrant it. 

As a corrolary to the idea of maintaining more rigid control over addicts is 
the need for more medical and psychiatric facilities open to the addicts, for 
in-patient as well as out-patient treatment. The United States Public Health 
Service already maintains facilities in many of the large cities, and perhaps 
through some form of subsidy the United States Government could assist States 
and cities to establish treatment and examination centers where, at least, monthly 
checkups would be provided. Drs. Chapman and Pfeffer, both United States 
Public Health Service experts, have strongly recommended mandatory treatment 
of all addicts (11). 

This program should point toward abstention and character building, and 
should in no sense be construed as the so-called clinic plan which is again 
being advocated by some who believe that free access to drugs through publicly 
operated clinics would drive the commercial drug peddlers out of business by 
removing the demand for bootleg narcotics. This plan was tried in New York 
City between 1919 and 1921 and was abandoned as a dismal failure. The com- 
mittee on narcotic drugs of the American Medical Association wrote in their 
1921 report: “We have given the ‘clinic’ a careful, thorough, as well as lengthy 
trial, and we honestly believe it is unwise to maintain it any longer” (1). 

Though drugs were sold at clinics for as little as 2 cents a shot, the problems 
arising from addiction did not cease. The addicts soon built up a tolerance for 
the amount of drugs in the clinic shots, and resorted to trickery to secure a larger 
portion. To be near their source of supply, addicts infested the areas surround- 
ing the clinics, and these concentrations of maladjusted individuals soon resulted 
in a rash of petty crimes. When the addicts could not satisfy their cravings with 
the clinic shots, they turned to illicit sources again. 

At the present time the world has an example of the ineffectiveness of the 
“free access” principle in Formosa, where opium smoking is licensed and clinics 
are maintained by the Government. Dr. T. Sung ming Tu, Health Commissioner 
of Formosa, reported that 70.83 percent of all crimes were committed by drug 
users and only 29.17 percent committed by nonusers. Asked why narcotics con- 
tributed to criminality Dr. T’Sung ming Tu said: “It is because drug addiction 
causes relentless destruction of character and releases criminal tendencies” (1). 

Philosophically and historically American institutions and laws have striven 
to build up rather than tear down. One of the reasons our country is strong 
is that, while there is understanding and sympathy, there has been no endorse- 
ment of weakness, especially when it threatens the well-being of other citizens. 
While it is not possible to legislate morality into people, the legislation of addic- 
tion by the adoption of the “clinic plan’? would remove the bars to self-indulgence 
and place the seal of official approval on a demoralizing, devitalizing, and de- 
basing habit. It is inconceivable that any government could encourage a prac- 
tice which has been recognized for years as a form of perpetual self-destruction. 
A United States Bureau of Narcotics publication, The Living Death, states: 

“On the average, persons who are narcotie addicts live 20 to 25 years less than 
they would if they were not addicts. Opium addicts die of tuberculosis at the 
rate of 4 to 1 compared to nonaddicts; more than 2 to 1 of pneumonia; more 
than 5to 1 of premature old age; 4 to 1 of bronchitis; 3 to 1 of brain hemorrhage; 
3 to 1 of cancer and other malignant tumor; and more than 2 to 1 of a wide 
variety of other diseases. This indeed is clear evidence of the vast and dreadful 
power of habit forming drugs, repeatedly used, to weaken a person’s natural 
resistance to diseases that result in death” (33). 

Dr. S. Dover Hubbard, acting director, bureau of public health education, 
department of health, New York City, said in 1920: 

“Habits usually only affect the individual, but in drug addiction indulgence 
seems to react on the community. The effect on the community is evidenced 
by debauching its citizenry, by increase of crime and antisocial vices. The extent 
also spreads like a pestilential disease. In our opinion drug addiction is not a 
mysterious disease * * * In our opinion drug addiction is simply a degrading, 
debasing habit and it is not necessary to consider it in any other light than as 
an antisocial one” (1). 
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In the same vein Berliner has written: 

“Some persons have advocated the legislation of addiction as a means of 
cutting the racketeering and the illegal activities which flourish on the enormous 
profits derived from the drug traffic. Their intent is better than their reasoning. 
Drug addiction is among the most contagious of disorders. Some addicts at- 
tempt, with a missionary zeal, to convert nonusers, and there are many of us 
who do not become drug users only because we are not exposed to them. Some 
addicts seek out potential victims for the purpose of supporting their own habits 
by peddling. Would not an about-face in our existing legislation add to the 
number of sufferers?” (3). 

Under present Federal law any such “clinic plan” would be illegal, and could 
not be put into operation until the Harrison Act had been revised or appealed. 

A Supreme Court decision * states: 

“An order purporting to be a prescription issued to an addict or habitual user 
of narcotics, not in the course of professional treatment, but for the purpose of 
providing the user with narcotics sufficient to make him comfortable by maintain- 
ing his customary use, is not a prescription within the meaning and intent of the 
act, and the person filling the order as well as the person issuing it may be 
charged with violation of the law.” 

Dr. Victor Vogel has expressed his opinion, in reviewing a book which ad- 
vocated the “clinic plan” by saying, “Proposal for unrestricted prescription of 


narcotics for addicts is naive in the extreme, and dangerous to the public health 
of the nation” (38). 


CONCLUSIONS AND RECOMMENDATIONS 


1. Since drug addiction is a community problem, closely identified with de- 
linquency, and arising from the same social conditions which spawn delinquency, 
it is felt that the fundamental attack on addiction must be through planned com- 
munity action involving adequate education, strengthening of community services 
to delinquency prone individuals, elimination of crime breeding areas, and ade- 
quate treatment facilities. Dr. Hubert 8S. Howe, author of a pamphlet, Narcotics 
and Youth, sees the problem not as a psychological one but as one of ignorance 
of addictions, disastrous effects, and the availability of drugs. 

2. Since easy access to drugs fosters addiction, adequate enforcement of exist- 
ing prohibitory laws is essential. This may be brought about through improved 
international control, increased enforcement personnel, and aggressive prosecu- 
tion of violators. The certainty of apprehension, prosecution, and severe punish- 
ment would go a long way toward removing the present attractiveness of illicit 
narcotic traffic. 

3. Research into the whole problem of addiction is essential. Because our 
current treatment methods are largely ineffective, we must devote a great deal 
more time and effort to studying causes of addiction, treatment methods, and 
plans for eliminating the conditions which foster it. 

4. The idea of quarantining contagious disease carriers is not new.® Since 
addicts have lost the power of self-control, and are dangerous to the health and 
welfare of the community while addicted, they place themselves in the same 
eategory as any other disease sufferer who requires medical care and may be a 
source of infection to others. A program must be developed which will result 
in early detection, registration, hospitalization, and vocational and educational 
training as needed, posthospital counseling, periodic examinations, and manda- 
tory return to the hospital upon relapse. Many of these postrelease services 
would be a part of the supervision and provided by “probation for cure.” Out- 
patient facilities for psychiatric care could be made available through the many 
United States Public Health stations and hospitals already in existence, and pos- 
sibly through Veterans’ Administration facilities. A law providing sentencing and 
parole features similar to the Federal Youth Corrections Act would provide the 
Federal courts with such power to deal with addict defendants who are con- 
sidered redeemable. Criminals who are incidentally addicts should be sentenced 
as criminals. Hopeless addicts, particularly those with long criminal records, 
should be incarcerated for maximum terms as the most efficient means of com- 
munity protection. 


4 Webb and Goldbaum vy. U. 8S. (1919), 249 U. S. 96. 
‘The California Senate Interim Committee concluded in 1936 that addicts can be 


permanently cured only in the early stages of addiction, and that incurables should be 
segregated on State farms (4). 
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